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Foreword 


Federal  p<5licies  to  advance  the  Nation  ^  wealth  have  often  included  provisions  to  mitigaie 
the  special  problems  in  delivering  health  care  in  rural  areas,  Recentl>,  however,  these  pi^licies 
have  received  renewed  scrutiny  in  the  face  of  reported  increases  in  nual  hospital  closures* 
ongoing  problems  in  recruiting  and  retaining  health  personnel,  and  difficult>^  in  providing 
medical  technologies  commonly  available  in  urban  areas.  Mounting  concerns  related  to  rural 
residents'  access  to  healtli  care  prompted  the  Senate  Rural  Health  Caucus  lo  request  that  OTA 
conduct  an  assessment  of  these  and  related  issues.  This  xeporiy  Health  Care  inRuralAmerua. 
is  the  final  product  of  that  assessment,  (Two  other  OTA  papers,  Rural  Emergency  Medual 
Services  and  Defining  "Rurar*  Areas,  impact  on  Health  Care  Policy  and  Research,  have 
previously  been  published  in  connection  with  this  assessment,) 

An  advisory  panel,  chaired  by  Dr,  James  Bernstein  of  the  North  Carolina  Office  of  Roral 
Health  and  Resource  Development,  provided  guidance  and  Assistance  during  the  assessment. 
Also,  three  pubhc  meetings  were  held  (in  Scuttsdale,  Arizona,  Bismarck.  North  Dakota*  and 
Meridiant  Mississippi)  to  provide  OTA  wiih  the  opportunity  to  discuss  s'^ecific  niral  health 
topics  with  local  and  regional  health  practitioners,  administrators,  and  officials.  Site  visits  to 
local  facilities  were  conducted  in  association  with  these  activities.  A  number  of  individuals 
from  both  government  and  the  private  sector  provided  information  and  reviewed  drafts  of  the 
report. 

OTA  gratefully  acknowledges  the  contribution  of  each  of  these  individuals.  As  ^  ith  all 
OTA  reports,  the  content  of  the  assessment  is  the  sole  responsibility  of  0T\  and  does  not 
necessarily  constitute  the  consensus  or  endors^;ment  of  the  advisory  panel  or  the  Technulogj 
Assessment  Board*  Key  staff  responsible  for  the  assessment  were  Elaine  Power*  Lawrence 
Miike,  Maria  Hewitt.  Tim  Henderson,  Leah  Wolfe*  M^ic  Zimmerman,  and  Rita  Hughes, 
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Glossary  of  Abbreviatio.ts 


AAFP 

— American  Academy  of  Famify  Physicians 

PTE 

— fuli'time  equivalent 

AANP 

— ^Americaii  Academy  of  Nurse  Practitioners 

FY 

— Federal  flsosl  year 

AAPA 

"^Amertcan  Academy  of  Physician  Assistants 

GAO 

— Cr^ieral  Accounting  Office  (V  S  CongreS'=^^ 

ACNM 

— ^American  College  of  Nurse-Midwives 

G/FP 

— general/family  practitioner 

ACOG 

-ir-TAmerican  College  of  Obstetricians  and 

GME 

— graduate  medical  education 

Gynecologists 

GMENAC — Graduate  Medical  Education  National 

ADAMHA  — ^Alcohol,  Drug  Abuse,  and  Mental  Health 

Advisoty  Committee 

GP 

— general  practitioner 

ADMS 

— AIcoholrDnig  Abuse,  and  Mental  Health 

GPCI 

— Geoffraohic  Practice  Cost  Index 

Services  Block  Grant 

HCPA 

— HealthCar&Fitmcing  Adniinistntdon  (DHHS) 

AFDC 

— Aid  to  Families  with  Dependent  Children 

HHI 

— Herfindahl-Hirscfunan  Index 

AHA 

— American  Hospital  Association 

HMO 

— health  maintenance  organization 

AHCPR 

— Agency  for  Health  Care  Policy  and 

HMSA 

-health  Manpower  Shonage  Area 

Research  (PHS) 

HPOL 

— HMSA  Placenient  Opportunity  List 

AHEC 

— area  health  education  center 

HRSA 

— Health  Resources  and  Services 

AHP 

— allied  health  professional 

Administration  (PHS) 

AMA 

— American  Medical  Association 

HUD 

— U.S.  Department  of  Housing  and  Urban 

AOA 

— American  Optomeiric  Association 

Development 

ASC 

— ambulatoty  surgety  center 

IMU 

— Index  of  Medical  Undcrservice 

BHCDA 

— Bureau  of  Health  Caie  Delivety  and 

lOM 

— Institute  of  Medicine 

Assistance  (HRSA,  PHS) 

IRS 

— Internal  Revenue  Service 

BHPr 

— Bureau  of  Health  Professions  (HRSA,  PHS) 

JCAHO 

— Joint  Commission  on  the  Accreditation  of 

BLS 

— Bureau  of  Labor  Statistics  (Department  of 

Healthcare  Organizations 

Labor) 

LHD 

— local  health  department 

CCEC 

— Comnfiunity  Clinic/Emergency  Center 

— licensed  practical/vocational  nurse 

CDC 

— Centers  for  Disease  Control  (PHS) 

MAF 

— Medical  Assistance  Facility 

CFR 

— Code  of  Federal  Regulations 

MD 

— medical  doctor 

CHC 

— COinmunitV  health  center 

MHC 

— migrant  health  center 

CHMSA 

— CnucaJ  Ifealth  Manpower  Shon^e  Area 

MHREF 

-Montana  HDspital  Research  snd  Education 

CLT 

— clinical  laboratoty  techniciaii/technologist 

Foundation 

CMHC 

— community  mental  hcaJth  center 

MHS 

— multfhospital  system 

C/MHC 

— <!onimunity/nii|iant  health  center 

MLP 

— midlevel  practitioner 

CNM 

—certified  nurse-niidwife 

MPCA 

— Michigan  Primary  Care  Association 

COBRA 

— Consolidated  Omnibus  Budget 

MRi 

— magnetic  resonance  imaging 

Reconciliation  Act  of  1985 

MSA 

— metropolitan  statistical  area 

COGME 

— Council  on  Graduate  Medical  Education 

MUA 

— Medically  Underserved  Area 

CON 

— cenificate  of  need 

MUA/P 

— Medically  Underserved  Area/Population 

CRNA 

— certified  re£istered  nur^  fine^thetiu 

MUP 

—Medically  Underserved  Population 

cr 

—computed  tomography 

NGA 

— National  Governors*  Association 

DEFRA 

— Deficit  Reduction  Act  of  1984 

NHSC 

--National  Healtn  Service  Corps  (BHCDA, 

DHEW 

— Department  of  Health,  Education*  and 

HRSA,  PHS) 

Welfare  (now  DHHS) 

NIMH 

—National  Institute  of  Mental  Health 

DHHS 

— Department  of  Health  and  Human  Services 

(ADAMHA,  PHS) 

DO 

——doctor  of  osteoDathv 

NLM 

—National  Ubraiy  of  Medicine 

A  fin  ^  <i  ^i^^lfitfvt  fTfviimc 

''^^VIA&l  l-U  SIS'  1  ^Iql-CU  i^lVfUl/S 

NP 

—nurse  practitioner 

EACH 

— Essential  Access  Community  Hospital 

NRHA 

—National  Rural  Ifcalth  AssiKiation 

ECH 

—Emergency  Care  Hospital 

OB/GYN  — obstetrician/gynecologist 

EMT 

— emergency  medical  technician 

OBRA 

— Omnibus  Budget  Reconcilia^ion  Act 

EPSDT 

— Early  and  Periodic  Screening,  Diagnosis. 

0MB 

—U.S.  Office  of  Management  and  Budget 

and  Treatment  (Medicaid) 

ORH 

—office  of  mral  health  (State-level) 

ESWL 

—extracorporeal  shock  wave  lithotripsy 

ORHP 

— Office  of  Rural  Health  Policy  (HRSA,  PHS) 

FMG 

— foreign  medical  graduate 

or 

—occupational  therapist 

FmHA 

— Fanners  Home  Administration  (USDA) 

OTA 

— Office  of  TcchnoJogy  Assessment  (U  S 

FNP 

— family  nurse  practitioner 

Congress) 

FP 

— family  practitioner 

PA 

—physician  assistant 

FR 

— Federal  Register 

PCCA 

— primary  care  cooperative  agreement 

FTC 

— Federal  Trade  Commission 

PHHS 

— PreventiveHealtli  and  HciUth  Services  Block 

FTCA 

— Federal  Ton  Claims  Act 

Grant 

PHS      —Public  Health  Service  (DHHS) 

PPA  — private  practice  assignment 

PPO  — ^vate  practice  option 

PPRC  — Physician  Paymeait  Review  Commission 

PPS  — ^prospective  payment  system  (Medicare) 

PRO  — peer  review  organization 

ProPAC  — Prospective  Psiyment  Assessment  Com- 
mission 

PT  — physical  therapist 

RBRVS  —resource-based  relative  value  scale  (Med- 
icare) 

RHC  — rural  health  clinic  (Medicare/Medicaid- 

certified) 
RN  — registered  nurse 
RPCH  — Rural  Primaiy  Care  Hospital 


RRC  — nixal  refcnal  center  (Medicare-certified) 
RT  — respiratory  th^apist 
SCH  — Sole  Community  Hospital  (Medicare- 
certified) 

SDMIX  — South  Dakota  Medical  Information  Ex- 
change 

SIDS     — sudden  infant  death  syndrome 

SNF  — skilled  nursing  facility 

SOBRA  — Sixth  Omnibus  Budget  Reconciliation 
Act  of  1986 

SSI  — Supplemental  Security  Income 

aS.C    —United  States  Cede 

USDA  — United  States  Department  of  Agricul- 
ture 

AAMI  — Washington,  Alaska,  Montana,  and  Idaho 
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Chapter  1 

Summary  and  Options 


INTRODUCTION  AND  SCOPE 

This  report  is  about  access  of  people  in  rur,^ 
America  to  basic  health  care  services. 

The  1980s  witnessed  rural  economic  decline  aiid 
instability,  major  changes  in  Federal  health  pro- 
grams, arid  increasing  concern  about  the  long  term 
viabibty  of  the  rural  health  care  system.  Tliis 
concern  prompted  the  Senate  Rural  Health  Caucus 
and  the  Ranking  Minoritj  Member  of  the  Senate 
(Jonunittee  on  Labor  and  Human  Resources  to 
requc  that  OTA  assess  the  availability  of  health 
servici.-?  in  rural  communities,  the  problems  rural 
provideiS  face,  and  the  remedial  strate^^ie^  that  might 
be  influenced  by  Federal  pohcy.' 

This  report  focuses  on  trends  in  the  avaHabiiit)'  of 
primary  and  acute  health  care  in  rural  areas  and 
factors  affecting  those  trends.^  The  rest  of  this 
chapter  summarizes  OTA's  findings  and  conclu- 
sions on  rural  health  care  availability  and  presents 
options  for  congressional  consideration.  Many  of 
these  options  bear  some  similarity  to  proposals  by 
others  to  improve  rural  health  care  services,  al- 
though the  details  may  differ  considerably.  The 
remainder  of  the  report  examines  in  detail  the  issues 
faced  by  rural  facilities  providing  health  services 
and  by  physicians  and  other  rmal  health  personnel 
To  provide  examples  of  how  these  issues  may  play 
out,  it  also  discusses  in  more  depth  two  specific 
groups  of  services,  maternal  and  infant  health 
service  *  and  mental  health  services. 

Although  the  affordability  of  health  care  is  an 
important  factor  in  access  to  care  by  rural  residents, 
the  fundamental  issue  of  uninsured  populations  and 

icompensated  care  is  beyond  the  scope  of  this 
report,  since  it  encompasses  the  urban  as  well  as  the 
rural  health  care  system  and  has  broad  ramification:;. 
Moreover,  even  if  it  were  possible  to  enable  all 
patients  to  adequately  compensate  providers,  policy- 
makers would  still  find     jecessary  to  consider 


me^i^ures  to  overcome  the  special  access  problems 
of  underserved  areas  and  populations.  Thus,  the 
report  does  not  discuss  in  depth  either  health 
insurance  coverage  or  health  care  Hnancing.  Instead, 
it  considers  these  factors  in  terms  of  their  influence 
on  the  availability  and  financial  viability  of  providers. 

Two  other  important  i^^u  >  are  also  beyond  the 
scope  of  tliis  report.  First,  the  importance  of  rural 
health  C3xe  provider;*  as  sources  of  emplojTnent  and 
income  is  not  addressed  here,  although  it  is  a  vital 
issue  in  many  rural  communities.  Second,  this  report 
doe^  not  examine  the  qualit>'  of  rural  health  care  in 
any  detail,  although  it  is  clear  that  the  quality 
implications  of  rural  health  interventions  deserve 
scrutiny.  But  such  an  examination  would  have  to 
proceed  with  care.  By  n^*cessity,  an  evaluation  of  the 
quahty  of  a  service  irovijed  in  rural  areas  must  be 
measured  agamM  tlie  implications  of  having  no 
locally  available  service  at  all. 

PROBLEMS  AND 
CONSIDERATIONS  IN  RURAL 
HEALTH  CARE 

The  Health  and  Health  Care  Access 
of  Rural  Residents 

During  thi^  century,  the  rural  population  has 
become  an  increasingly  smaller  proportion  of  the 
total  U.S.  population  (figure  1-1).  As  of  1988,  about 
23  percent  of  tlie  U.S.  population  Uved  in  nonmetro- 
pohthn  (nonmetro)  counties  /).  About  2  /  percent 
of  the  U.S.  ^opuladon  lives  in  **rural''  areas  as 
defmed  by  the  Census  Bureau  (places  of  2,500  or 
fewer  residents)  (6i2),  ant!  shghtly  more  than  15 
percent  of  the  popuhtion  is  rural  by  both  defini- 
tions.^ Throughout  t^s^s  report,  '^ruraP'  refers  to 
nonmetro  areas  unless  otherwise  stated. 

Rural  residents  are  characterized  by  relatively 
low  mortality  but  relrJively  high  rates  of  chronic 
disease.  After  accounting  for  expected  differences 


'Tlj*^OthcriicT)OrUP'icparedincoiinftcuoiiwithlhisasscssmrathavcSL^^  Oe^mng  "Rural'' ^f^^^  imp    .  \*fi H^aUh Car^ PoUc\ 

and  Research  OtJeascd  July  \9%$>\      Rural  ^nergtn<:y  Medscal  StmctsUi^^i^^  Novcmb^  \%^) 

^Dat  report  docs  net  exam  isswes  relating  to  the  iDdian  Health  Scrvtcc  (IHS)  or  hcidUi-carr  ^^occss  for  Nattve  Ammcami  who  'tctwt  their  c^inj 
from  the  IMS.  f^viomly  pubti^ed  OTA  repofu  examined  these  imes  m  detail  (6/6j62'f}. 

^Sct  tbc  related  OTA  ^taff  paper  for  n  detailed  discussion  of  the  implicationis  of  dtfrerem  definUions  of  ''mral''  ^  ibc  apphcjtion^  of  these 
definitions  <255). 
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Figure  1*1— U,8,  Rural  dnd  Rural  Karm  Population, 
SeJected  Years,  1920^ 


:9£0  i»ao  1940  i«e«  1060  1470  laso         i0S6  iae7  laae 


Year 

09Urb«n     SOnortl  nOn-flrm  Farm 

?Bft90d  on  the  Cwwiw  Bureau's  dofiniton  of  the  rural  popglalion. 

the  pr^fVWM  dalhitlon  b«en  usod,  nirat  poputation  woutd  haive 

bd«n  60,940.000^  Of  40  p«ftoent  of  tho  tora)  population, 

SOllRCE:Offi<»  ot  Tochndogy  As^samont.  1990,  Dala  tfimt  LI,S, 
O^ptulm&itof  Commarc«f  Bureau  of  the  C;misu«,  joinify  with  the 
U.S,  Department  of  Agrfcuttt/ro,  "Rural  and  Rural  Fann  Popula- 
tion' 198dr  Cornnt  Poptjiatton  H^rts^  Sorter  ^*20^  No,  439 
{VfeshtHflbftf  DCt  U^.  Government  Printing  Otfice,  September 
1989). 

due  to  agerace,  and  sex  distributions  between  urban 
and  rural  ^reas,  mortality  rates  in  rural  areas  aie  4 
percent  lower  than  in  urban  areas  Two  notable 
exceptions  exist:  in  rural  areas,  infant  mortality'  is 
slightly  higher  (10,8  v,  10,4  per  1,000  infants),  and 
injniy-relatcd  mortality  is  dramatically  higher  (0,6  v, 
0,4  per  1,000  resMents).  Chronic  illness  and  disabil- 
ity, on  the  other  hand,  affect  a  greater  proportion  of 
the  imal  than  the  urban  population  (J4  v,  12  percent) 
{651)^  There  is  little  overall  difference  between 
urban  and  rural  residents  in  rates  of  acute  illness. 

Rural  populations  are  unique  in  the  extent  ot 
physical  barriers  they  may  encounter  when  obtain- 
ing health  care.  Even  in  relatively  well-populated 
rural  areas^  the  lack  of  a  public  transportation  system 
and  the  existence  of  few  local  providers  to  choose 
from  can  make  it  difficuh  for  many  rural  residents  to 
rx^ch  facilities  where  they  can  receive  care.  And 
persons  living  in  iow-density  **frontier"  counties — 
counties  of  six  o^  fewer  persons  per  square  mite — 
can  have  geographic  access  problems  of  immense 
proportions,  in  these  counties,  predominantly  lo- 
cated in  the  West,  there  is  insufficient  population 
density  in  many  areas  to  adequately  support  local 
health  services. 


Photo  credit:  P«t0rBw$Qft 

Farniing  communities  were  espedaHy  hard-hit  by 
econotTttC  slowdowns  donng  the  eafJy  1060^;, 

Economic  barriers  pre\ent  many  rural  residents 
from  receiving  adequate  health  care  and  often 
outM'eigh  strictly  physical  barrier^.  Rural  residents 
have  lower  average  incomes  and  higher  poverty 
rates  than  do  urban  residents,  and  one  out  of  ^  ery 
six  rural  families  lived  in  poverty  in  1987  (629), 
WhUe  some  rural  areas  have  prospered  (e,g.,  areas 
that  have  become  retirement  havens),  areas  whose 
economies  are  based  on  faming  and  mining  suffered 
real  decreases  in  per  capita  income  during  the  first 
half  of  the  1980s  (106),  Still  other  rural  areas  have 
been  pockets  of  poverty  for  decades.  These  areas  of 
persistent  poverty  are  heavily  concentrated  in  the 
South,  where  25  million  of  the  Nation's  57  million 
rural  residents  live,  and  where  4  out  of  every  10  rural 
residents  are  poor,  elderly,  or  both  (633), 

Rural  residents  are  much  t*^.ore  likely  ih/in  urban 
residents  to  have  no  health  insurance  coverage  (18.2 


*Tht$c  ilguics  arc  agc-adji^ted  m\  thcrcfoK  canftot  be  t^platoeil  by  a  groawr  proportion  of  titfcrly  residents  m  tural  areas 
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Figure  1-2— Trends  in  Hospit&l  Utilization  by  Metropoiitan  and  Nonmetropolitan  Residents, 

Selected  Years,  1964-68 


Averts*  lannih  of  hoipttil 


MOTE.  Numb«f$aread^stGdforagev^,, account  lordiMarenc^ma^e<jt^^  ThQ$«ttala3r«ba^oniot«'^ws 
fmd  thus  bdudo  onfy  palianis  who  vrar»  dschargdd  abv». 

SOURCE:  OMicod  Technology Aweasmont*  1990,  Dalalram  kJ,S.  Dopartmftm  of  Hearth      Humoii  Conters^or  Disease  Controf^NadonaJCorfor 

fbrHaaUhStairsbcs,^^/^  tMtt^St^tos*  f9S2.  ^986.  arid  f 999  CSosh\ng\or\.  DC,  U  S.  Gov^rnmont  Printing  Office,  March  March  19aa 
and  March  1983), 


V,  14,5  m  1986)  Among  persons  with 

incomes  below  the  Federal  poverty  level,  rural 
residents  are  less  likely  than  luban  residents  to  be 
covered  by  Medicaid  {35*5  v,  44,4  percent  in  1987) 
{530y 

Health  care  utilization  trend^^  in  rural  areas  have 
paralleled  those  in  urban  areas.  Over  time,  people  in 
both  areas  have  increased  the  number  cf  physician 
visits  per  persooi  although  rural  physician  utilization 
remains  below  that  for  urban  residents.  Hospital 


inpatient  utilization  by  both  urban  and  rural  resi- 
dents has  declined  (figure  1-2),  Rural  residents, 
howevcTi  still  report  more  admissions  and  shorter 
hospital  stays  than  do  urban  residents  (651).^ 

The  Availability  of  Rural  Health  Care 

Rural  health  care  availability  in  1990  is  belter  in 
many  ways  thaa  that  of  20  year  ago  After  years  of 
hoi>pital  construction,  the  rato  of  community  hospi 
lal  beds  to  population  is  now  about  the  same  in  rural 
as  in  urban  areas  (4,0  and  4,1  per  IfiOO  residents. 


^fbcfudes  only  p«3om  m^ci  age  fi5, 

^sfonnatiOQ  on  averse  leuigtb  of  hospital  stay  <ALOS>  ts  airjulabic  boih  frum  hu^piiat  rqigrU  (wLt^h  ^ludc  paticnu  d[Lscharige<]  dea^l)  and  front 
pattOTtlntQTfiewa,  Until TfcryiwcntIy,boliiALOS  in  rwalhospiialian^  niral  r estdcnts  wax  lower  (ban  for  lhf»L- urban  coimt^qiart^ 

Sinc«  l9$7tnii;al  hospitals  tuvcaoiuaUy  reported  slightly  fuglicrAlX>S  Qunurbimliosp»Lds,.alUioiighrur^iev(lcnt£  still  rcp'>n  lower  AI  OS  itimtmi<^w 
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Photo  cf&dtt:  P&tor  Beeson 


Notaltrural  hospjtaJ5that  have  closed  \r\  recent  yearshave 
been  smaQ,  Menf>oriat  General  Hospital,  a  256^bed  taaHy 
in  E(kin$,  ^Vest  VirginSar  dosed  in  the  mid-1980s 

respectively,  in  1986).  Federally  ftinded  community 
and  migrant  health  centers  (C/MHCs)  provide  subsi- 
dized care  to  poor  residents  through  neariy  800 
service  sites  in  rural  communities.  Physician  supply 
has  been  increasing  for  mwny  years  in  both  rural  and 
urban  areas;  one  out  of  every  440  people  in  the 
United  States  is  now  a  physician^ 

Nonetheless,  the  future  prospect  for  rural  ^ea^tll 
care  in  ine  absence  of  intervention  is  gnm.  Rijul 
America  canned  support  its  present  compiement  oj 
hospitals,  and  the  hospitals  are  gotng  broke*  By 
1987,  rural  hospitals  as  agroup  had  higher  expenses 
than  patient  care  revenues*  and  ^mall  rural  hospuals 
had  higher  expenses  than  revenues  from  all  sources. 
Hospitals  faced  with  continuing  financial  difficul- 
ties and  no  alternative  forms  of  survival  will 
continue  to  close,  including  some  facihties  that  are 
the  only  reasonable  source  of  care  in  their  communi- 
ties. Rather  than  drawing  local  patients  back  to  local 
care,  many  small  community  faciiilies  will  continue 
to  lose  wealthier  patients  to  more  distant  urban 
hospitals  and  clinics.  Local  facilities  will  be  left  to 
contend  with  low  occupancy  rates  and  a  high 
proportion  of  patients  who  cannot  pay  the  fall  costs 
of  the'''  care.  A  lack  of  incentives  and  models  for 
developing  appropriate  networks  of  care  may  result 
in  an  increasingly  fragmented  health  service  deliv- 
ery system. 


Rural  .ire  \s  are  finding  it  increasingly  difficuU  to 
recruit  and  retain  the  variety  of  qualified  health 
personnel  they  need,  hi  some  isolated  and  **unattrac- 
tive**  areas,  an  absolute  lack  of  providers  may 
become  a  chronic  simation.  The  number  of  areas 
designated  by  the  Federal  Government  as  primary 
care  Health  Manpower  Shortage  Areas  (HMSAs) 
has  not  changed  significantly  since  1979.  And  in 
I988r  1 1 1  counties  in  the  United  States,  wtth  a  total 
population  of  325  JOO,  had  no  phystaans  at  all 
(665)  Half  a  million  rural  residents  ^i^e  in  counties 
with  no  physician  trained  to  provide  obstetric  care; 
49  milhon  live  in  counties  with  no  psychiatrist. 
States  overwhelmingly  rate  health  personnel  short- 
ages as  a  top  problem  area  and  a  top  focus  of  State 
rural  health  activities  {627). 

No  single  strategy  is  appropriate  to  all  rural 
areas  or  all  health  care  providers.  Rural  North 
Dakota  is  not  die  same  as  rural  Mississippi.  Rural 
health  problems  and  issues  vary  dramatically  by 
region  State,  and  locality.  The  success  of  strategies 
to  address  these  problems  will  also  vary,  and  some 
strategies  that  are  vital  to  a  few  comnr.unities  may 
offer  little  to  others.  Furthermore,  even  in  a  single 
State  or  locality,  multiple  approaches  are  more  likely 
than  single  strategies  to  <*tain  results. 

The  Federal  Government  cannot  fix  all  rural 
health  problems,  li  cannot  force  community  cMu^en- 
^us,  or  create  new  structures  duectlj  adapted  to  local 
needs,  or  r -ercomeall  State-level  barriers  to  change, 
But  i*  can  create  an  environment  that  facditates  these 
activities*  it  can  furnish  J^e  information  States  and 
communities  need  toknou  ^fore  undertakmg  them, 
and  it  can  he  the  catalyst  for  great  improvcmenti^  m 
the  rural  health  care  system. 

The  Federal  Role  in  Rural  Health 

ITic  States  are  heavily  dependent  on  die  Fedenil 
Government  for  asstbiance  ui  maintaining  and  en- 
hancing rural  heattli  care  resources;  nearly  one-half 
(44  percent)  of  their  resources  for  rural  health 
activities  (e.g..  personnel  recruitment)  come  from 
Federal  sources  {627)^  Federal  healdi  in^un*nce 
programs  such  as  Medicare  iire  a  large  additional 
Federal  investment  m  rur;il  healtli  care. 


^»is  tium(t>cr  IS  calcu Fared  from  tabic  10,  wUicli  incru(lc\  onl>  MDs  Tli^  ^i"'^*     uoul^i     '^vai  ijrcitcr  iJ  .liMorsoj  osicopnUhy  were  m(,ltJ<'c<J 
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The  bulk  of  the  Federal  role  in  rural  health  is 
carried  out  through  four  different  types  of  pro- 
grams-® First  are  health  care  financing  programs — 
most  notably^  Medicare  and  Medicaid — which  pay 
direcdy  for  health  care  services.  Both  programs 
di^erentiate  in  a  number  of  ways  between  rural  and 
urban  providers  and  payment  to  those  providers. 
Both  programs  also  include  special  exemptions  to 
general  payment  rules  for  certain  rural  facilities  ^nd 
services  (e.g.,  physician  services  provided  in  certain 
HMSAs). 

Second  is  the  health  block  grants  under  which  the 
Federal  Government  allocates  funds  to  States  to 
spend  on  any  of  a  variety  of  programs  in  a  general 
topic  area-  Tliree  major  block  grants  influence  rural 
health  scrvi?es;  the  Maternal  and  Child  Health  block 
grant;  the  Preventive  Health  and  Healdi  Services 
block  grant;  and  the  Alcohol,  Drug  Abuse,  and 
Mental  Health  block  g^nt. 

Third  are  federal  p^.^-ams  for  which  enhancing 
rural  health  resources  is  an  explicit  goal.  Box  1-A 
presents  some  major  programs  in  this  category, 

A  fourth  critical  Federal  activity  is  that  of 
coordinating,  imdertaking,  and  funding  research  on 
rural  health  topics.  Major  Federal  agencies  involved 
in  this  activity  are  the  Office  of  Rural  Health  Policy 
(ORHP)  and  the  Agency  for  Health  Care  Policy  and 
Research. 

A  major  challenge  in  designing  Federal  niral 
health  policies  is  to  identify  those  areas  where 
residents'  access  to  basic  health  care  is  sufficiently 
endangered  to  justify  special  protective  measures, 
&idangered  areas— those  widi  chronic  shortages  of 
health  personnel,  for  example— require  special  at- 
tention and  ongoing  subsidies  of  providers  in  order 
to  ensure  a  basic  level  of  adequate  healthcare  to  area 
residents.  Although  the  prcient  HMSA  a^d  Medi- 
cally Underserved  Area  (MUA)  designv,i^ns  have 
shortcomings,  the  basic  concept  of  designating 
areas  of  personnel  shortage  and  areas  of  poor 
health  is  sound.  Extending  this  concept  to  encom- 
pass rural  hospitals  and  other  facilities  would 
enable  more  appropriate  targeting  of  Federal  health 
funds  to  needy  rural  areas. 

Many  rural  areas  are  prospering  and  have  suffi- 
cient health  resources,  aldiough  these  resources  may 
not  always  be  available  or  provided  in  an  efficient 
mamier.  Others  have  temporary  healtli  care  piol 


Box  I'A — Federal  Programs  To  Enhance 
Rural  Health  Resources 

Federal  rural  health  resource  programs  include: 

•  ihe  National  Health  Service  Corps^  which  (in 
addition  to  having  sonic  cottimissioned  mem- 
bers) provides  placement  services,  scholar- 
ships,  and  educational  loan  repaymeni  for 
physicians  and  certain  other  healdi  piofe^ionaJs 
vtilling  to  serve  incertain  designated  HMSA*i 

•  programs  that  provide  grants  to  schools  edu- 
cating and  training  primary  care  providers 
(e.g,>  &mtly  practitionersi  physician  assis- 
tants, and  nurses); 

•  the  Federal  Area  Health  Education  Centers 
program^  which  linkb  medical  centers  with 
rural  practice  sites  to  provide  educatiututl 
services  and  rural  clinical  experiences  to 
students^  faculty,  and  practitioners  in  a  variety 
of  health  professions; 

•  the  Community  and  Migrant  Health  Centers 
grant  programs^  which  ^c  the  Federal  Gov- 
ernment's most  prominent  activities  to  promote 
primary  health  care  facilitj^^  in  rural  <ueas, 

•  Primary  Care  Cooperative  Agreements^ 
through  which  die  Federal  Government  assists 
States  that  are  a*M;ssing  needs  for  pnmaiy 
health  caie  and  developing  plans  and  informa^ 
tion  to  address  those  needs«  and 

•  the  Rural  Health  Care  Transition  Grant  pro- 
gram, established  in  1988,  wliich  provides 
gratits  to  small  rural  hospitals  for  strategic 
planning  ind  service  enhancement. 


lems.  and  m  still  odicr  areas  hc^hh  providers  face 
financial  crises  because  they  are  losing  their  most 
lucrative  patients  to  uib^n  hospitals  and  physicians. 
In  rural  areas  /itthout  k  rtttcal  andthronti  problems 
of  endangered  Uttess,  Federal  piflutea  are  more 
appropriately  oriented  tovturds  rpeasure\  to  en- 
han^e  the  capabilities  of  proMderSf  entourage  thctr 
adaptation  to  thanges  m  the  iizaiih  lare  envtroti- 
ment,  and  ensure  consistent  and  fatr  payment 
policies.  Appropriate  measures  may  include  techni- 
cal assistance,  o<.*.d;^ional  and  temporary  finanudl 
assistance,  tax  geted  financial  incentive^^^and  indncu 
supports, 

A  secondary  problem  fur  Federal  rural  health 
policies  has  been  liow  tu  identify  tireas  that  require 
special  protection,  while  ac^^ommodating  the  ue- 
mendous  diversity  m  lural  he^tlth  l^suc^  and  piuh 


^  p.  ^  other  Fo<tcnJ  prograois  also  may  a  itjgmncQnt  role  ui  prom^ung  the  health  uf  riiral  K^idcnts  k  g  i  the  W^fincn,  inrt  ni^,  iuiO  Ctttldrcn  to^xl 
;  1X1  V>  ^ot^  ptoffam  Of  the  Dcpanmcnt  of  Agnculnire),  l>u(  (ho>*c  pjogratt^s  icc  not  detailed  here 


Photo  cf^diV  Goif  Moon&y 


Eight-bed  Gomkey  Hospilal.  Minne^tas  smallest  hospilal.  includes  an  operating  room,  oulpatienl  dtmc.  af)d 

24-hoijrenD0r9ency  room. 


lems  in  different  areas  of  the  countrj,  EJfeunc 
targeting  of  Federal  resources  Uj  rurll  a'^ta:. 
requires  the  m\oh€m€nt  of  the  States^  SlMc  in\oK  c 
ment  includes  not  only  enlisting  tt^e  assistance  of 
State  and  local  agencies  in  identifjiTig  critical  are^ 
but  enabling  State^  and  Iocabt;.s  to  adopt  and  adapt 
programs  tailored  to  their  own  needs.  Nearly'  one- 
half  of  States — 21  uf  44  States  esponding  to  an 
OTA  survey — already  rely  on  their  own  designation 
cnteria  instead  of  (or  in  addition  to^  Federal  cntcna 
for  identifying  underserved  areai>. 

The  enormous  diversity  across  States  in  rural 
health  problems  suggests  thai  it  is  also  appropnate 
to  maintain  a  strong  State  role  in  designing  and 
implementing  solutions.  But  State  capabilities  to 
car  out  this  role  successfully  vary  considerably. 
Federal  coordination,  technical  assistance,  and  in- 
formation are  crucial  to  States  and  communities 
trying  to  address  their  rural  health  needs. 

RURAL  HEALTH  SERVICES: 
ISSUES  AND  OPTIONS 

Issues 

The  1980s  brought  niaj.  r  changes  to  the  Natiun\s 
rural  community  hospitals*  as  medial  practices* 
technologies*  and  payment  systems  all  acted  to 
replace  inpatient  procedures  with  outpatient  care 


and  as  remaming  mpatieni  caie  became  increasingly 
sophisticated.  Both  rural  and  urban  hospitals  wit- 
nessed substantial  declines  in  inpatient  utilization 
Oable  1-1),  Changes  in  nual  hospitals,  however, 
were  especiall>  dramatic.  Rural  hospital  occupancy 
^ates**m  1988  were  onl>  56  percem,  compared  with 
o\er  68  percent  for  urban  community  hospitals  (i5). 
Witli  lower  inpatient  admissions,  rural  hospitals 
ha\e  becjme  more  dependent  on  outpatient  and 
lung-tem  care  revenue,  B>  1987,  nearly  one-half 
(46  perceni)  of  niral  hospital  surgery  was  performed 
on  outpatients.  One-fourth  of  rural  hospitals  have 
long-term  care  units,  and  in  these  hospitals  long- 
term  care  beds  make  up  nearly  one-half  of  tho  total 
bedsf62.5). 

These  major  declines  in  inpatient  utilization^ 
compounded  by  increasing  amounts  of  uncom- 
pensated care,  have  undermined  the  financial  health 
of  many  rural  hospitals  From  1984  to  1987,  the 
amount  of  uncompensated  care  delivered  by  niral 
hospitals  increased  by  over  26  percent,  to  an  average 
of  more  than  $500*000  per  hospital  by  i987  (iO)* 
Nonpatient  sources  of  revenues — in  many  cases*  tax 
subsidies — have  become  increasingly  important  to 
hospitals*  financial  viability.  By  1987,  nearly  all 
niral  hospitals  had  higher  costs  than  patient  care 
revenues*  the  anallest  hospitals  hatl  ».osts  higher 
tl.  in  revenues  from  all  sources  (625). 


j^S^^  'These  oceupaijcy  rates  are  based  on  lotal  hospital  bcdsi.  includinp  long-(em>  c^uc  beds 
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Table       Characteristics  of  Metropolitan  and  NonntetroPoJitan  Contntuntty  HosPitals,  1984-68 


Characteristic 


1984 


VddlMkr  of  baspltaLa 

H«tro 
Hoiuaotro 


3,063 
2*696 


3,053 
2,674 


1986 


3,0A0 
2*638 


1907 


3,012 
2,599 


1908 


2*984 
2,549 


AvQrASa  ow^r  of  beda/bu9plt«l 

Ktttro  256  252  248  246  246 

Honia^tro  86  86  85  SZ  83 


Percent  chanSe 
198A-88* 


-2.6X 
-5.5 


■3.9 
-3.5 


Total  m^bor  of  bods 
K«tro 
Koiunetro 


734*311 
232,746 


7/1*607 
228.871 


75<Ip953 
223.422 


741*391 
216.921 


73A,073 
212,62a 


-6  4 
-8  6 


Total  wUsaloDs  (millions) 

Metro  27.7  26.6  26.0  25.6  25  6 

Honiaetro  7.5  6.8  5, a  6.0  5.9 


Occi2pd(DC7  rata  (percent) 
H«tro 
HoTunetro 


71.5 
60.7 


67,5 
56.0 


67.0 
55  1 


67 
55 


68.4 
55.7 


-7  7 
-^21^0 


-A  3 
-8  2 


AvarASo  Icsi^tli  of  hospital  «taf  (days) 

Metro  7.4  7  1  7.1  7  2  7  2 

H&nmetro  6.9  6.e  7,  1  7  3  7  4 


-2.7 
7.2 


Total  nuBbar  of  impatl^t  days  Ctnlllions) 

Metro                                          20s. 0  189.9  184  5  183  3  183  6 

Konmetro                                        51.7  46,7  44  $  43  8  43  3 

Total  oatpatioDt  viaitjt  (millions) 

Metro                                          173.1  178.9  189.0  193.5  217.3 

Honm^tro                                        38,8  39  9  ^2.9  47.0  51.$ 

Total  cnaxs«acy  vlvitjt  (lolllions) 

Metro                                             57.3  56.4  59.9  61  2  63  6 

Nonmetro                                        15.7  16  1  16  7  17  1  17.7 


-10.4 
■16  1 


25.5 
33.5 


10  9 
12  8 


CXitpat;leDt  sursorles  as  a  proportioa 
of  total  aursorioA 

Metro  28.1 
Nonmetro  26  3 


34  5 
34.7 


39  9 
A2  1 


43  A 
A5  SX 


A6  2 
A9  8 


6A  A 

89  3 


'  Numbers  in  this  teble  do  not  correspond  exactly  to  th«  ^erc^ntage  change  in  «very  <;a£e  t&  rovindlng  of 
«ome  table  entries.    See  tables  in  ch.  5  for  inore  detailed  data 

SOURCE*    American  Hospital  Association.  Host>ltal  Statistics  (Chicago-  IL.     1965-69  eds  ) 


Nearly  three-fourths  of  rural  hospitals  have  fewer 
ftan  100  beds  (figure  \ -3).  These  small  hospitals  an 
in  particular  difficulty;  they  have  the  fewest  admi^ 
&onSt  the  lowest  occupancy,  and  the  highest  ex 
ftnses  per  inpatient  day  of  all  rural  hospitals  {625), 

Despite  these  trends,  rural  areas  in  general  axe  still 
vtU-suppIied  with  hospitals.  In  1986,  the  ratio  of 
e^Mnmunity  hospital  beds  to  populatioa  was  about 
same  in  rural  as  in  urban  areas,  in  14  States, 
bed-to-population  ratios  were  higher  in  rural  areas 


QS2).  Most  fural  hospitals  axe  within  a  reasonable 
distance  of  an<;^ei  hospital  (over  80  percent  are 
within  30  miles)*  but  extreme  regional  diiferences 
exist,  for  example,  hospitals  are  much  farther  apart 
in  the  less  densely  populated  West  ^389)}^  Although 
the  mid'  1980s  witness<:J  i  5.5  percent  decline  in  the 
number  of  rural  hospitals  (table  M),  most  hospitals 
that  have  closed  m  recent  >ear&  have  been  Mnall 
facilities  with  low  occupancy  rates  {692^693).  Most 
communities  in  which  hospitals  cli^^ed  appear  to 


cn  percent  of  rural  hospitals  are  located  b  *"fronticr**  coutitics  (625). 

ERiC  21 


Nonmetro  Metro 
2,594  hospitals  3,012  hospitals 


'k^TA'9d^nh]onoFcomrT>un(tyho$pjtdf  dfP-  ^  shghU|  from  th«  cfefindion  j£«d  by  the  American  HosptalAssoctatioi^sosapp,  u^or^xpiensitionoldtttererv;^^} 
SOURCE  Offkjo  of  Technology  Assos^menL  1990  Data  from  the  Amenca/i  Hosplal  As£ociation';>  1967  Ar^nLcal  Survey  ol  Hospilols. 


contmue  to  have  reasonable  access  to  emergency 
an:^  acute  care. 

In  fact,  one  of  the  greatest  problems  rural 
hospitals  face  Is  the  outmigrjthn  of  rural  residents 
to  urban  areas  for  care.  Studies  suggest  that  rural 
residents  (especially  young  and  affluent  residents) 
have  been  increasingly  seeking  care  outside  their 
own  communities,  either  to  obtain  specialized  care 
not  available  locally  or  to  obtain  alternatives  to 
locally  available  services  {lOlbri 34^37^90). 

Problems  faced  by  pubhcly  funded  facihues  that 
provide  primary  care  services  are  somewhat  differ- 
ent from  those  faced  by  hospitals.  From  1984  to 
1988  the  uumber  of  rural  C/MhC  service  sites 
remained  relatively  constant,  but  patient  visits  to 
rural  CTMHCs  rose  nearly  19  percent  during  this 
period  {658).  Most  of  the  increase  in  utilization 
aj^ears  to  be  by  rural  residents  unable  to  pay  the  full 
costs  of  their  care*  By  1987,  nearly  one-half  of  all 
rural  OMHC  users  recehed  discounted  care.  More- 
over, Medicaid-ieunbuxsed  visits  constitute  an  in^ 
creasing  proportion  of  revenues,  while  the  propor 
tion  of  revenues  from  pri\ate  pay  patients  ha^ 
decreased  {658\  Consequently,  C^HCs  remain 


heavil>  dependent  on  Federal  grant  fund&,  which 
make  up  nearly  one-half  of  total  revenues. 

Despite  their  heavy  Federal  dependence,  rural 
C/MhCs  receive  15  percent  less  Federal  funding  per 
patient  served  than  do  their  urban  cotmt^arts 
(272).  Factors  such  as  differences  in  the  f^omplexity 
of  care  patients  require  may  explain  le  of  the 
difference  in  funding  but  hav  ot  been  studied  in 
detail. 

Rural  health  care  facilities  have  a  number  of 
options  in  adjusting  to  recent  changes  in  the  health 
care  and  fiscal  environment,  ranging  from  short- 
term  options  such  as  staff  consolidation  and  reduc- 
tion to  longer  term  strategies  such  as  diversification 
and  participation  in  multifactlity  alliances.  But 
many  rural  facilities  have  not  successfully  applied 
these  strategies. 

One  major  barriei  to  the  ^ucve^sful  unpIementdtioQ 
uf  strategies  is  simple  lack  of  commumty  and 
provider  will,  particularly  in  ca^es  where  groups 
ha\e  differing  views  on  app^'opnate  actions.  But 
e\en  when  provideri*  have  a  fibn  direction  and 
L^onunittment,  they  can  be  styrmed  b>  a  lack  of 
information  on  the  sui-ceiiii  of  alternatL\e  possible 
strategies,  and  the  lack  of  community  and  provider 
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Great  distances  in  areas  of  sparse  populaUon  can  [jrnit  the 
availatKlity  ot  ovon  tfie  most  basic  Jocal  rural  health 
services, 

technical  expertise  and  financial  resources  to  under- 
take strategic  planning  and  other  important  steps. 
Other  especially  important  structural  barriers  can 
include: 

•  standards  and  requtrements  for  Rural  Health 
Clinics  (RHCs)  and  CIMHCs,  including  delays 
in  the  RHC  certification  process  and  C/MHC 
efficiency  standards  that  may  be  difficult  for 
small  or  isolated  C/MHCs  to  meet; 

•  regulations  to  prevent  fratid  and  abuse  that 
may  inhibit  hospitals  &on:  engaging  in  some 
-  '  ns  that  would  encourage  physicians  to 
practice  in  a  rural  aiea; 

•  State  licensure  restrictions  that  present  hospi- 
tals from  reducing  the  scope  of  savices  (e.g.. 
'^^nverting  to  a  facility  that  offers  only  emer^ 
gency,  subacute,  and  primary  care);  and 

•  restrictions  on  public  hospital  acti\ities  that 
prevent  the  42  percent  of  rural  hospitals  that  are 
publicly  owned  from  providing  services  not 
expressly  or  implicitly  permitted  by  their  en- 
abling statutes. 

Federal  intervention  will  have  br:  ted  effect  on 
some  of  these  barriers^  But  the  Federal  Government 
can  avoid  policies  that  send  contradictory  messages 
tomral  providers.  For  example^  it  may  be  appropn- 
ate  for  many  rural  hospitals  with  low  occupancy 
rates  to  r"  rient  their  services  to  place  more  empha 
as  on  L^iitpatient  care.  Any  changes  in  Federal 
V*   It  policies  for  ambulatory  surgical  services 


that  assumed  an  unrealistically  low  cost  of  providing 
such  services,  however*  might  dissuade  these  hospi- 
tals from  making  appropriate  changes.  Uninten- 
tional disincentives  could  be  minimized  by  perform- 
ing a  detailed  analysis  of  the  impact  of  any  proposed 
new  payment  system  on  rural  providers  before 
adopting  such  a  system. 

In  addition  to  evaluating  potential  new  health 
policies  for  their  impact  on  rural  facilities,  the 
Federal  Governtnent  could  take  a  number  of  specific 
steps  to  identify  and  protect  essential  rural  health 
services^  and  to  enhance  the  abilities  of  all  rural 
providers  to  respond  appropriately  to  changes  in  the 
health  care  and  economic  environment.  Options  for 
undertaking  these  steps  are  presented  below. 

Options  for  Congressional  Action 

Identifying  and  Supporting  Essential 
Rural  Health  Facilities 

In  some  rural  areas,  particularly  thoM;  with  high 
poverty  or  very  low  population  density,  a  single 
facility  may  be  the  only  provider  of  some  of  the 
community's  vital  services.  At  a  min'mum.  these 
vital  Services  include  basic  emergency,  primary, 
acute,  and  long-term  care. 

At  present  there  are  several  program*,  aimed  at 
identify  ing  (and  supporting)  fai^ilities  providmg  one 
or  more  of  these  services*  specifically  the  C/MHC 
grant  programs  and  Medicare's  payment  exceptions 
for  designated  RHCs*  Sole  Community  Hospitals 
(SCRs),  Essential  Access  Community  Hospitals^ 
and  Rural  Prmi^  Care  Hospitals.  The  assumption 
of  each  of  these  programs  is  that  Federal  subsidies  or 
special  exceptions  to  payment  rules  will  enable 
services  to  be  provided  to  populations^  whose  health 
ciire  access  might  otherwise  be  severely  unpaired. 
Existing  programs*  however — most  notably  the 
SCH  program — imperfectly  idertiJ^  these  facilities. 
Furthermore^  each  program  has  its  own  unique 
criteria  that  may  not  be  relevant  iO  other  appbca- 
tions.  One  potential  direction  for  Federal  policy  is  to 
undertake  a  more  concerted  effort  to  identiJ^  (option 
1)  and  protect  (suboptions  lA-lC)  a  broad  range  of 
essential  facilities. 

Option  1:  Develop  criterid  to  identify  health 
facilities  that  provide  essential  emergency, 
primary^  acute,  andlong*ter  mcai  cin  specified 
rural  area^,  and  develop  programs  to  provide 
support  for  these  facilities* 
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The  Department  of  Health  ^nd  Human  Serv  ices 
(DHHS)  could  be  directed,  with  asSLSttance  from  the 
States,  to  make  a  comprehensive  effort  to  develop 
criteria  that  could  be  used  to  designate  essential 
facilities  and  services,  which  would  then  be  eligible 
for  a  variety  of  Federal  and  State  protections. 
Criteria  could  distinguish  among  facilities  for  which 
no  reasonable  alternatives  ejcist,  facilities  for  which 
alternatives  ejcist  but  are  more  distant  or  otherwise 
less  accessible,  and  all  other  facilities.  Programs 
using  the  facility  designations  thusmight  be  applied 
to  eithe^^  the  most  narrowly  or  the  more  broadly 
defined  group  of  *'essential**  facilities. 

Designation  aiteria  for  essential  facilities  might 
include: 

*  distance/time  to  nearest  comparable  and  near- 
est higher  level  service  or  facility,  considering 
geographical  and  transportation  limitations; 

*  level  of  medical  underservice  and  indigence  of 
the  area  population; 

^  institution's  areamaiketshare  andmeasures  of 
community  acceptance  (e.g.,  utilization  pat-^ 
terns); 

*  evidence  of  plans  or  actions  by  the  facility  to 
serve  critical  unmet  needs  of  the  local  commu- 
nity; and 

•  otherrelevant  factors  (e.g.,  number  of  Medicare 
beneficiaries  served). 

From  the  State  perspective.  Federal  critenw  often 
seem  inflexible  and  not  adaptable  to  relevant  local 
conditions.  To  minimize  this  problem^  the  develop* 
ment  of  designation  criteria  should  include  the  input 
and  active  involvement  of  Stat j  governments.  State 
flexibility  would  be  further  enhanced  by  the  estab- 
lishment of: 

♦  minimum  criteria  to  aid  the  Feueral  Gov- 
ernment m  basic  and  fair  allocation  of  fundb 
among  States;  and 

•  less  restrictive  crnena  to  enable  States  to  use 
and  modify  the  designations  for  then  uwn 
purposes,  and  to  enable  more  Hexibtbty  in  the 
application  of  Federal  programs  to  variously 
identified  facilities. 

Some  of  the  difficulties  of  applying  detailed 
criteria  from  the  perspective  of  the  Federal  Govern- 
ment could  be  avoidul  by  requiring  States  to 
actually  apply  the  criteria  and  make  the  designations 
(see  option  2)*  The  Federal  role  could  be  restricted 
y   technical  support  and  assistance,  reviewing  and 


approving  designations  and  affmiung  that  the  desig^ 
mited  facilities  were  eligible  for  relevant  Federal 
programs.  Facilities,  once  designated,  could  also  be 
periodically  ''recertified"  in  order  to  remove  those 
facilities  no  longer  meeting  the  criteria. 

Option  lA.  Pro\ide  direct  grams  and  subsidies  to 
eligible  facilities. 

These  corld  include: 

•  Time-limited  subsidies  to  mamtain  operations, 
and  to  plan  and  implement  strategies  to  change 
the  scope  or  delivery  of  services  (e.g.,  1-  to 
S  year  grants  through  an  expanded  Rural 
Health  CareTiansition  Grant  Program). 

•  Continued  grant  support  and/or  special  altera- 
tions in  puMic  sources  of  rfimbursement  to 
maintain  and  enhance  operations  for  facilities 
deemed  unable  to  achieve  self-sufficiency  due 
to  isolation  or  high  levels  of  Uiireimbursed  care. 
For  example,  designated  hospitals  could  con^ 
tinue  to  receive  reimbursement  exceptions 
under  the  Medicare  program.  Alternatively,  the 
SCH  exception  could  be  phased  out  altogether, 
and  general  subsidy  grants  analogous  to  those 
provided  to  C/NfflCs  could  be  made  available 
to  all  ehgible  hospitalsi  separating  the  subsidies 
from  the  Medicare  program* 

Option  IB:  Require  the  Farmers  Home  Admin- 
istration (FmHA),  the  Department  of  Housing 
and  Urban  Development  (HUD),  and  other  Fed* 
eral  agencies  to  give  special  attention  to  the 
needs  of  essential  rural  health  facilities  when 
making  available  loans  to  institutions  for  capital 
improvement. 

Many  essential  rural  hospitals  and  clinics  :aay 
lack  adequate  access  to  capital  for  diversifying 
services  and  converting  facilities  to  othei^  functions* 
Many  of  these  providers*  basic  facihties  and  equip- 
ment also  may  need  upgiading  to  maintain  quality  of 
care  and  conform  to  Federal  and  State  regulations. 
Increased  availability  of  capital  through  FmHA 
direct  and  guaranteed  loans  and  HUD  loan  guarantee 
programs  could  help  to  ensure  the  fmancial  stability 
and  presence  of  these  facilities. 

Option  iC.  Proteu  essential facihtic:.  from  Federal 
fiaud  Mid  abuse  regulaiions  that  inhibit  their 
ability  to  recruit  and  retain  physii^ians  or  to  be 
acquired  by  physicians. 
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Close  organizational  association  ^ith  physicians 
may  be  the  only  financially  feasible  strategy  for 
long-term  survival  for  some  rural  facilities,  and  for 
essential  facilities  the  benefits  of  financial  stability 
may  sometimes  outweigh  the  dangers  of  potential 
conflicts  of  interest,  A  specified  safe  harbor"  &om 
firaud  and  abuse  regulations,  or  a  legislative  exemp- 
tion to  these  laws,  could  provide  for  the  arrange- 
ments these  facilities  might  make  to  ensuie  the 
availability  of  a  local  physician  (e,g*,  free  onsite 
office  space).  In  addition,  specified  ''safe  harbor'' 
practices  could  encompass  the  purchase  of  small, 
failing  hospitals  by  local  physicians  wishing  to 
etisure  the  availability  of  this  resource.  Whole  oi 
partial  physician  ownership  of  health  care  facilities 
may  be  an  especially  attractive  option  in  the  case  of 
small  '^alternative  licensure"  facilities  that  provide 
mostly  primary,  emergency,  and  Subacute  care. 

To  guard  against  abuse  of  this  exemption,  resiric- 
tions  could  specify  that  incentives  be  independent  of 
the  number  of  patients  the  physician  refers  to  the 
facility,  or  that  a  facil****  wishing  to  acquire  a 
physician  practice  couk  *iot  exclude  other  local 
physicians  from  its  staff.  Also,  facilities  could  be 
precluded  from  listing  recruitment  and  retention 
costs  on  their  Medicare  cost  repons. 

Option  2:  Provide  assistance  to  Slates  to  help 
them  identify  essential  facilities,  remove  regU' 
latory  barriers  applying  to  these  facilities,  and 
offer  StatG*based  financial  support  to  a  more 
flexible  set  of  designated  facilities. 

Option  2A:  Provide  time-limited  (l-  to  3-year) 
grants  for  the  development  of  State-destgnated 
offices  of  rural  health  to  enable  States  to  better 
support  rural  health  efforts. 

The  Federal  ORHP  is  an  important  part  of  the 
Federal  effon  to  assess  rural  health  program  needs 
and  respond  to  information  needs.  Organizations 
that  can  cany  out  equivalent  duties  at  the  State  level 
are  likewise  important.  As  of  February  1990,  19 
States  had  instituted  (and  5  more  had  plans  for) 
State-designated  offices  of  rural  health  (426,627). 
Ouocations  of  existing  offices  were  almost  evenly 
divided  between  State  agencies  and  nonprofit  organ- 
izations.) Thirty-four  States  reported  the  existence 
of  legislative  ^  executive  task  forces  or  committees 
to  address  State  rural  health  issues  (627),  Thirteen 
States,  however,  have  neither  an  office  of  rural 
'  O  \  nor  a  State  rural  health  task  force. 


Option  2B.  Proude  time-Hmtled  or  ongoing  grants 
to  States  tu  help  them  undertake  spectfii.  aUtvtties 
relating  to  essential  and  other  rural  health 
facilities. 

Such  grants  could  enable  States  to: 

•  identify  e^nd  designate  essential  facibues  anj 
services; 

•  monitor  the  fmaui.'  '  wadition  of  essential 
facilities  and  services*  protect  against  un- 
desirable closure,  and  examine  the  compa- 
rability and  acceptability  of  the  nearest  health 
care  facilities; 

♦  provide  technical  assistance  to  enhance  leader 
ship  and  management  skills,  suppuii  strategic 
planning,  encourage  reconfiguration  of  serv- 
ices and  cooperative  afiiliadons  with  other 
institutions,  and  recruit  critical  staff, 

*  help  subsidize  existing  statewide  capital  fi- 
nancing sources  and/or  imcompensated  care 
pools,  making  them  more  accessible  to  essen- 
tial facilities; 

«  encourage  special  local  tax  initiatives  and  the 
creation  of  health  service  districts,  where  ap- 
propriate, to  maintain  and  expand  services; 

»  study  the  impact  of  Federal  and  State  regula- 
tions on  essential  facilities,  dissenunate  infor- 
mation clarifying  State  and  Federal  regulator}' 
requirements,  and  develop  model  State  legisla- 
tive and  regulatory  language;  and 

•  identify  areas  without  access  even  to  essential 
primary  and  other  care  facilides,  and  provide 
fiinds  to  establish  new  facilities  in  these  areas. 

Encouraging  Comprehensive  and 
Coordinated  Rural  Health  Care 

Rural  patients  and  providers  are  often  both 
physically  and  professionally  isolated.  As  a  result 
they  may  be  unable  to  obtain  consultation  and 
information  and  unaware  of  appropriate  alternative 
sources  of  care.  They  may  receive  little  feedback  and 
few  resources  from  regional  providers. 

Option  3:  Award  small  Feder^ilgrdntb  toprujeUi> 
i^hose  goal  is  the  de\clupmcnt  uf  mudc!  rural 
health  care  networks. 

Short-term  demonstration  and  development 
grants  could  be  awarded  by  DHHS  lo  Siates  or 
nonprofit  organizations  to: 

♦  identify  special  basit.  cdn:  need  aieai>  in  geo- 
graphically  remote  and  persistent  poverty  com- 
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munities,  identify  minimum  service  needs,  and 
create  and  evaluate  the  effectiveness  of  service 
networks  in  those  areas; 

•  identify  regional  needs  and  service  resources 
for  comprebensive  and  integrated  care  in  re- 
gions not  designated  as  special  basic  care  need 
areaSf  and  create  and  demonstrate  integrated 
care  net^vorks  in  those  regions;  and 

•  develop  regional  referral  networks  for  specific 
services  and  population  groups  needing  partic  - 
ular  attention,  using  (and  expanding)  the  peri- 
natal network  model. 

Some  aspects  of  this  option  are  already  in  place; 
forexample,underPrimary  Care  Cooperative  Agree- 
ments, States  can  receive  funds  to  help  identify 
needs  in  urderserved  areas.  Private  organizations, 
however,  cannot  receive  funds  directly  at  present  for 
this  purpose. 

As  an  alternative  to  a  new  funding  program,  the 
Rural  Health  Care  Transition  Grant  program  could 
be  expandt^,  A  proportion  of  these  grant  funds 
could  be  directed  specifically  to  funding  for  con- 
sortia of  hospitals  and  other  providers  wishing  to 
develop  model  arrangements  for  transferring  and 
referring  padents,  and  for  enhancing  local  care 
through  periodic  specialty  clinics  and  comiruing 
education  seminars. 

Longer  Term  Assessment  of  the  Future  of  the 
Rural  Health  Tare  Delivery  System 

Innovative  rtiponses  to  existing  barriers  to 
change  incltide  measures  to  modify  State  hospital 
licensure  laws  to  permit  the  operation  of  facibtie^ 
that  provide  less  than  full-service  hospital  care.  Two 
examples  are  Montana's  Medical  Assistance  Facili- 
ties and  California's  proposal  for  basic  facilities 
whose  license  category  would  depend  on  the  extent 
of  services  they  cffer.  The  Federal  Government  has 
taken  similar  steps  with  the  enactment  of  the 
Omnibus  Reconciliation  Act  of  1989  (Public  Law 
101*239),  which  permits  Medicare  payment  to  small 
rural  facilities  that  are  designated  Rural  Primary' 
Care  Hosphals  (RPCHs)  in  a  limited  number  of 
States.  But  the  RPCH  is  not  necessarily  the  only  or 
the  best  model  for  all  rural  areas,  and  the  ability  of 
other  facility  models  to  be  eligible  for  Medicare  and 
Medicaid  payment  remains  highly  uncertain. 

The  need  for  such  ^^alternative  licensure*' facili- 
ties, the  variety  of  proposals,  and  the  potential 
^  Sparta  nce  of  the^e  facilities  to  the  rural  health  care 
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System  Vi^arrant  a  Lompr^ihcnsne  anJongoing  anal- 
ysis to  ease  their  incorporation  into  the  system. 
Adapting  the  system  to  accommodate  these  facilities 
introduces  a  myriad  of  questions,  how  to  pd>  for  the 
semces  the>  pro^Me,  how  to  integrate  them  mto  a 
comprehensive  and  coordinated  s>stem  of  care,  ano 
how  to  ensure  that  the>  continue  to  provide  services 
vital  to  their  communities.  Answering  these  ques- 
tions requires  the  input  and  cootdmation  oimforma- 
tion  from  a  ariety  of  Federal  and  State  agencies. 

The  recently  established  ORHP  and  the  National 
Advisory  Committee  on  Rural  Health  wer^  created, 
in  partf  to  address  such  issues.  At  present,  ORHP  has 
a  very  small  staff  and  a  wide  range  of  responsiDjlity; 
the  Advisory  Conmrutt/^e  considers  a  similarly  broad 
range  of  issues  and  meets  only  four  tmies  each  year. 
These  limitations  at  present  prevent  an  immediate^ 
intense  examination  of  the  structure  of  the  rural 
health  care  system. 

Option  4;  Establish  a  short-term  (18-24  month) 
advisory  task  force  whose  purpose  is  to  exam- 
ine the  fmure  of  rural  health  delivery  systems 
and  to  provide  guidance  on  the  implementa- 
tion of  new  service  delivery  structures. 

Ideally,  the  task  force,  comprising  both  pubiic- 
and  private-sector  experts  in  rural  health  and  health 
care  financing,  would  meet  frequently  and  would 
advise  DHHS  and  Congrf^ss.  It  could  he  coordinated 
with  the  current  Advisory  Committee — for  example, 
by  having  representatives  from  the  Advisory  Com- 
mittee serve  as  part  of  the  short  term  task  ft- '*^e.  The 
task  force  could  be  staffed  by  an  augmented  ORHP 
to  eliminate  duplication  of  effort. 

The  immediate  objectives  of  the  task  £brce  could 
include: 

1.  a^sistirig  DHHS  m  the  development  of  cntena 
for  identifying  essential  facilities  (see  option 
1); 

2.  developing  guidclmes  under  which  projects 
may  demonstrate  the  feasibility  of  alternative 
facility  and  service  delivery  models  and  (if 
necessary)  obtain  waivers  from  Medicare  and 
Medicaid  certification  requirements; 

?  expanding  and  coordinating  discussion  on 
potential  methods  of  payment  to  these  facili- 
ties (e.g.,  prospective  payment  groups,  inte* 
grated  payment  for  physician  and  hospital 
services);  and 
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4.  pTovidiDg  direcdoDS  for  research  and  dem^ 
(mstrotioD  efforts  supporting  the  developmect 
of  model  service  delwery  networks  in  rural 
areas  (see  option  6). 

lb  ensure  that  the  recommendations  of  the  task 
force  could  be  implemented,  DHHS  would  neet^  to 
mamtain  or  develop  complementaiy  expeitise.  For 
example,  DHHS  staff  mi^t  need  to  be  able  to: 

•  coo^e^analyzef  and  inake  available  mfbnnation 
on  existing  efforts  to  develop  model  service 
stnictures  and  networks: 

•  help  States  and  lrx;al  communities  to  identiiy 
regional  needs  and  determine  standards  for 
acceptable  acces*  to  comprehensive  services; 
and 

«  participate  in  the  development  of  both  new 
projects  to  demonstrate  innovative  service  and 
facility  categories  in  rural  areas  (e.g.,  subacute 
care  facilities)  and  networks  involving  such 
providers. 

Addressing  Information  Needs 

Option  5:  Expand  ba^ic  research  on  access  to 
health  care  in  rural  areas. 

Specific  topics  diat  DHHS  could  be  encouraged  or 
mandated  to  study  include: 

•  Nationwide  migration  patterns  of  rural  resi- 
dents for  health  slices  outside  dieir  local 
communities,  why  th^^v  occur,  and  their  impact 
on  the  economic  viability  of  local  healdi 
services  (particularly  obstetrics  services). 

•  How  travel  distances  and  transportation  limita* 
tbns  affect  access  to  hospital  carc  in  rural 
areas. 

•  The  costs  to  rural  hospitals,  under  different 
conditions,  of  restructuring  their  organization 
and  slices  in  various  ways  (e.g.,  csqjital, 
operating,  and  regulatory  costs  of  downsizing 
hospitals  to  allmiative  delivery  models). 

»  The  availability,  accessibility,  and  general  op- 
erating characteristics  of  rural  C/MHCs,  pprtic^ 
ularfy  those  in  persistent  poverty  and  frontier 
region^,  special  problems  diese  centers  face, 
whether  these  centers  arc  able  to  provide  a 
sufficient  scope  of  care,  particularly  obstetrics 
carc;  and  how  critka)  they  are  as  a  source  of 
primary  care. 


Option  6:  Expand  funding  to  the  Office  of  Rural 
Hedlth  Policy  to  administer  an  extended  clear- 
inghouse of  information  on  innovations  and 
successes  in  rural  health  delfvery. 

Many  States  and  communities  would  Lke  to 
investigate  and  implement  improved  forms  of  healdi 
^rvice  delivery  but  do  not  have,  and  arc  unable  to 
purchase,  the  necessary  knowledge  and  expertise. 
Tlie  Federal  Government  has  a  unique  capabilit)'  to 
act  as  a  central  point  for  infomiation  collection  and 
dissemination.  1^  aduition,  the  Federal  Government 
has  an  interest  in  providing  assistance  relating  to 
State  and  local  implementation  of  current  programs 
in  order  to  enhance  the  effective  u^^e  of  Federal 
funds. 

ORHP's  current  eftotts  to  develop  an  infoimation 
clearinghouse  could  receive  supplemenva!  suppou  lo: 

•  contract  researchers  to  develop  extensive  case 
studies  of  various  rural  service  delivery  innova- 
tions; 

•  work  closely  with  private  groups  funding 
innovative  rural  health  delivery  demonstration 
projects  to  document  and  disseminate  infomia- 
tion on  pmject  activities  and  findings;  and 

^  routinely  analyze  information  collected  on 
innovative  strategies,  identify  diose  that  appear 
to  have  the  broadest  benefit  and  transferability^ 
and  'dentify  factors  diat  will  affect  dieir  appli- 
cations in  odier  arcas. 

RURAL  HEALTH  PERSONNEL: 
ISSUES  AND  OPTIONS 

Availability  of  Personnel^* 

Physicians — Physicians  have  htstoncally  been 
die  cornerstone  of  die  healdi  carc  system,  and 
physician  supply  has  been  increasing  for  many  years 
in  bodi  ruraJ  and  urban  areas  (table  1-2)  (673). 
Despite  die  overall  increasCr  however,  rural  areas 
have  fewer  dian  one-half  as  many  physicians  provid- 
ing patient  carc  as  urban  areas  (91  v.  216  per  100^000 
residents  in  1985)  (table  1-2)  (673).  In  die  least 
populated  counties  (diose  with  fewer  dian  10,000 
residents),  diere  are  only  48  physicians  for  every 
1(X),000  people-  <about  one  physician  for  every 
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Table  1-2*-^hyslclan-to<PopulBtion  Ratios  (MDs  only) 
by  County  Type  and  Population,  1379  and  1988* 


Percent 


1979 

1933 

1979- 

3a 

TotAl  tOtt  por  100^ 

000  rosldanU^ 

M«tro 

219,3 

262,6 

19 

7 

HonmetrQ 

37,2 

106,5 

2* 

^ 

50 f 000  «nd  over 

116,3 

146,7 

2b 

25,000-49,999 

36,6 

106,2 

22 

10,000-24,999 

$2,0 

74,7 

ZO 

i 

0-9,999 

43,6 

53, r 

b 

U.S.  total 

186,4 

227,7 

20 

Bttlent  c«z«  ICs  pftr  100,000  rftsldent^^ 

Metro 

174,3 

215,6 

23 

7 

Honmetro 

73,3 

90,5 

23 

* 

jOjOOO  md  over 

97,5 

122,2 

2^ 

3 

29,000-49,999 

73,3 

39.9 

^2 

6 

10,000-24,999 

52,0 

61,3 

17 

9 

0-9,999 

40,5 

47,5 

17 

4 

U,S,  total 

150,7 

137,2 

24 

3 

^  MD  d4t4  for  1983  ^re  as  Of  Jan,  1*  Prior  to  1933, 
dete  ere  a«  of  Dec,  31, 

^  1937  population  ^fftimatott  w«re  uaed  to  calculate 
1938  W  ratios,  Prior  to  1988,  population  esti- 
netes  use4  were  for  the  yeex  »  MD  d^te, 

SOURCE;  U,S,  Department  Of  Health  and  Kumein  Ser- 
vices, Health  Reeourcea  and  Services  Admin- 
istration, Bureau  of  Health  Professional 
Office  of  Dats  Anslysis  end  Hana^ement, 
Rocjcville,.  HD,  unp' blished  data  from  the 
Aree  Resource  Pile  system  provided  to  OTA 
in  1989  and  1990, 

2,000  residents.  Over  100  U,S,  counties  have  no 
practicing  physicians  at  all  (665), 

The  availability  of  primary  care  physiciaQs  m 
rural  areas  is  of  particular  concern,  Pnmary  care 
physicians  make  up  well  over  one-half  of  all 
physicians  who  provide  patient  care  in  rural  areas 
(table  1*3),  but  these  areas  are  increasingly  compet- 
ing with  urban  practices  (such  as  those  associated 
with  health  maintenance  organizations)  for  pnmary 
care  physicians.  Osteopathic  physicians  (DOsJ^  who 
constitute  about9  percent  of  the  total  U,S,  physician 
population^  make  up  a  large  proportion  rural 
primary  care  physicians.  In  small  rural  counties  ip 
some  States,  as  many  as  three-fourths  of  the 
physicians  are  DOs  {318). 

Midleyel  Practitioners—Nurse  practitionm  (^fPs), 
^hysician  assistants  (FAs),  and  certified  nurse-^ 


TBble  1-3^AvailBbiUty  of  F^imm^y  Care  Physicians  by 
County  Type  and  Pdpuration^  1988'' 


 Primary  cara  ohysiciana 

Hud^or  Proportion  of 

par  100,000  all  active 

rasidonts  physicians'^ 


Metro 

86,8 

38Z 

Honmatro 

55,3 

57 

50,000  and  o^ar 

61,8 

48 

2S,000  to  49.999 

56,1 

58 

10,000  to  24,999 

48,5 

71 

S,000  to  9,999 

45,9 

81 

2,500  to  4,999 

43,4 

82 

Fa^^r  Cjian  2,500 

25,6 

78 

U,S,  total 

79,7 

40 

^Includoft  Jan,  1,  1988  MD  data  and  1987  DO  daca, 
Primeiry  cara  physicians  includa  profasaionally 
active  HD9  i^  $an«ral/£ainily  practice,  internal 
madiclna,  padi atrics^   and  obstatrics/gynacoloay ; 
and  all  doctors  of  osteopathy  in  patient  coro, 

'^Professionally  active  physicians  include  physicians 
In  research,  administration,  and  teachina,  and 
phyftlclana  in  Fadaral  service, 

SOURCE;  U,S,  Department  of  K&alth  and  Human  Ser- 
vlcesf  Health  Hosources  and  Services  Ad*^ 
ministration.  Bureau  of  Heal'^.h  Frofessions, 
Office  of  Data  Analysis  and  Hana^em^nt, 
Rockville,.  KD,  unpublished  data  from  the 
Area  Resource  File  ^ystem  provi4ed  to  OTA 
in  1939  and  1990, 

midwives  (QMMs)  have  become  important  medical 
care  provideis  in  rural  areas  aiiu  are  the  only  licensed 
providers  of  primary  health  care  in  some  areas  with 
no  physicians.  Their  small  numbers  arc  increasing, 
although  there  appears  to  be  a  very  ;p^ual  trend 
toward  specialization  and  urban  practice  even  for 
diese  practitioners.  The  distribution  of  midlevel 
practitioners  varies  enormously  by  State;  these 
professionals  are  most  likely  to  be  found  in  States 
with  midlevel  practitioner  schools  and  in  States  that 
permit  more  independent  practice. 

Certified  registered  nurse  anesdietists  <CRNAs) 
are  an'^ther  midlevel  profession  that  is  especially 
important  to  small  rural  hospitals  ttat  wish  to 
provide  basic  surgical  services  but  carnot  support  or 
attract  physician  anesdietists.  The  natioiial  supply  of 
CRNAs,  however,  appears  to  be  in  decline. 

Nurses — Rural  hospitals  have  ma'-kedly  fewer 
registered  nurses  (RNs)  and  lower  raH  ^s  of  RNs  to 
licenced  practit.a]/v<>cational  nur&es  than  do  dieir 
urban  counterparts  (677),  The  proportion  of  RNs 
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who  work  in  niral  ai^as  has  decreased  in  recent 
years,  and  rural  areas  probably  continue  to  be  at 
a  disadvantagi,  when  competing  for  the  shrinking 
national  supply  of  n^  ^:s,^^  On  average,  nurses  in 
smaller  rural  counties  di'"  considerably  older  than 
other  nurses  and  are  less  lively  to  have  baccalaureate 
nursing  degrees,  making  upgrading  to  midlevel 
degrees  (e,g,,  NP)  more  difficult. 

Dentists — As  with  physicians,  the  number  of 
dentists  and  the  proportion  of  dentists  entering 
specialty  practice  have  inaea.^ed  considerably  over 
the  past  two  decades*  However,  rural  areas  have 
consjtlerably  fewer  dentists  per  capita  than  urban 
3rP4>,  anJ  projected  future  shortages  of  dentists  are 
likely  to  worsen  the  situation  (673,686).  Despite  the 
large  number  of  dentists  in  general  at  the  present 
lime,  there  remains  a  small  but  constant  demand  for 
dentists  in  areas  with  chronic  or  occ^ional  difficulty 
recruuing  these  practitioners, 

Phannacists — There  has  been  no  national  census 
of  pharmacists  since  the  1970s,  and  the  number  of 
pharmacists  practicing  in  rural  areas  js  unknown. 
The  national  supply  of  pharmacists  is  projected  to 
inaease  {673).  A  handftil  of  State  studies  suggest 
that  uxbanyiiiral  differences  in  distribution  ar^  less 
severe  for  pharmacists  than  for  many  other  health 
professionals,  but  little  is  known  about  the  existence 
of  local  areas  of  shortage. 

Optometrists — Optometrists  may  be  important 
providers  of  vision  care  ii^  rural  areas  without 
ophthalmologists.  One-thud  of  all  optometnsts  (and 
one-fifth  of  ophthalmologists)  were  practicmg  m 
communities  of  25,000  or  fewer  residents  m  1983 
(42).  As  with  phannacists,  the  national  supply  of 
optometrists  is  increasmg  {673),  although  some 
local  shortages  may  exist 

Allied  Health  Professionals—The  allied  health 
professions  include  a  wide  variety  of  laboratory 
personnel,  therapists,  technologists,  emergency  per- 
sonnel,  dental  hygienists,  and  other  professionals.  A 
study  by  the  Institute  of  Medicine,  which  examined 
10  different  allied  health  proiessions,  predicted 
serious  impending  shortages  in  the  national  supply 
of  physical  and  occupational  therapists,  radiologic 
technologists,  and  medical  records  specialists  {288). 
Tbt*  available  anecdotal  evidence  and  small-area 
sinidtes  suggest  that  some  rural  facilities  are  alread> 
suffer'ng  critical  shortages  of  physical  and  occupa- 
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Some  ruraJ  communrties  have  (infwted  access  to  basic 
ddntaJ  servrces, 

tional  therapists  and  some  radiologic  and  laboratory 
personnel. 

Barriers  to  Rural  Practice 

Barriers  to  the  availability  and  willingness  of 
health  professionals  to  locate  in  rural  areas  intervene 
at  two  levels.  F'  ,t,  because  rural  areas  often  have 
populations  too  sparse  ur  dispersed  to  support  many 
subspecialty  physicians,  an  inadequate  supply  of 
primary  care  physicians  and  midlevel  practitioners 
is  a  bat  rier  to  the  availability  of  health  care  services 
in  rural  areas  even  if  there  is  an  oversupply  of 
physi\^iatis  overall.  Although  the  supply  of  physi- 
cians has  grown  dramaticaOy  in  the  p^t  two 
decades,  moM  of  the  increase  ha6  been  arnong 
nonprimaiy  care  £>pecialist$.  The  backbone  of  the 
rural  health  care  sjMem,  however,  is  pnjnary  care 
phyMcian^) — those  who  can  provide  a  wide  anay  of 
ba6ic  health  scrvico  to  small  communities  that 
cannot  support  a  full  complement  of  specialists. 
Recent  Federal  polii,ies  have  addressed  this  bamer 
by  redesigning  Medicare  payment  to  enhance  pay- 
ment for  man>  primary  care  services.  Further 


'^urstng  school  CDioUmctti  nclually  incicasod  5li£]hll>  in  ataJcmiv  year  1967-8a,  bul  long^-fcrm  piojcmoiis  wc  %U)\  pcisimi^iK. 
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Satellite  d^ntcs  that  are  statfed  part-time  c;an  be  a 
vital  source  of  primary  caro  servi^  in  many  rural 
oommunftles. 

Federal  optioiis  discussed  below  include  suppuiuug 
primary  care  physician  and  midlevel  education 
directly  or  through  cha  ^ges  in  Medicare  reimburse- 
ment for  direct  medical  education. 

Second,  within  a  given  group  of  professionals 
(e.g.,  primary  care  physicians),  personal  concerns^ 
perceived  lower  financial  rswards,  professional 
isolation^  and  lack  of preparation  for  rural  prauice 
prevent  many  practitioners  from  locating  and  stay- 
ing in  rural  areas.  Strategies  to  address  these 
barriers  aad  concerns  througli  rural-oriented  training 
programs  and  direct  financial  incentives  for  rural 
practice  have  had  some  success  in  the  past.  Federal 
measures  to  address  disincentives  to  rural  practice 
have  been  in  plao.  for  two  decades,  out  dunng  the 
1980s  their  funding  declined.  Options  for  reinstating 
Federal  interventions  include  targeting  fimdmg  to 
rural-oriented  health  professions  programs  and  of- 
fcxing  direct  incentives  to  health  professionals 
tbrcugh  scholarships,  educational  loan  repayment, 
and  special  payment  or  practice  provisions  diat 
apply  to  health  professionals  in  underserved  xxaral 
areas.  The  Federal  Government  cocld  also  choose  to 
enhance  otherresources  available  to  rural  practition- 
ers (e.g,,  technical  assistance,  continuing  education, 
lonig^distance  constiltation  resources).  Combinations 
of  strategies,  rather  than  any  single  strategy^  are 
likely  to  be  the  most  effeaive  in  improving  the 
^  ^liability  of  health  pnfessionals  in  rural  areas. 

ERiC 


Options  for  Congressional  Action 

Influencing  the  Supply  of 
Primary  Care  Physicians 

Option  8;  Reorient  or  augment  existing  Federal 
funding  for  graduate  medical  education  to 
direct  resources  to  primary  care  specialties 
(family  practice,  general  internal  medicine, 
general  pediatrics,  and  obstetrics/gynecology)^ 

Option  8A:  Expand  Federal  grant  funding  for 
primary  care  undergraduate  and  graduate  medi- 
cal education. 

The  Federal  Government  p '  ^vides  grants  to  fam- 
ily pmctice,  general  inter^ial  medicine,  and  general 
pediatric  residency  programs,  but  these  grants  de- 
clined substantially  between  1980  and  1988.  Grants 
for  the  development,  improvement,  and  mainte- 
nance of  undergraduate  departments  of  family  medi- 
cine have  also  decreased  in  recent  years,  iWgeted 
funding  for  primary  care  education  is  one  strategy 
for  overcoming  some  of  die  disincentives  for  spe- 
cialty training  in  primary  care- 

Option  8B:  Weight  Medicare  reimbursement  for 
direct  medical  education  costs  to  give  preference 
to  primary  care  specialties. 

Medicare  reimbursement  to  hospitals  for  direct 
graduate  medical  education  expenses  does  not 
distinguish  among  specialties.  By  altering  die  pay- 
ment formula  to  give  greater  weight,  and  thus 
provide  greater  resources,  to  specified  primary  care 
specialties,  it  ma^  be  possible  to  alter  die  mix  of 
physician  specialists  widiout  further  increasing  die 
total  number  of  physicians,  A  difficulty  in  imple- 
menting diis  option  ^ould  be  diat  of  developing  an 
dderi^aate  rationale  for  die  specific  weights  to  be 
assigned  to  each  specialty .  An  advantage,  compared 
widi  option  8A,  is  diat  it  could  be  adopted  \\ithout 
increasing  overall  levels  of  funding. 

Enhancing  Traitnng  and  Prcparatiun 
of  Rural  Health  Personnel 

Option  9:  Within  Federal  grant  programs  for 
priniary  care  medical  education,  target  fund- 
ing to  rural'oriented  programs. 

Ophon  9A.  Target  a  fixed  percentage  of  grant  funds 
for  graduate  meJi*.al  education  specifit^ally  to 
programs  that  emphasize  preparation  for  prac- 
tice in  rural  and  underserved  areas. 
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To  be  eligible  for  grants,  programs  could  be 
required  to  encourage  mraVunderserved  practice  b> 
incorporating  into  their  ciirricula  activities  such  a& 
requiring  rotations  for  residents  in  rural  practice 
seftings  and  providing  enhanced  training  in  mental 
health.  Alternatively,  eligibility  for  residency  pro- 
gram grants  could  be  made  contingent  on  outcome — 
e.g,,  the  demonstration  that  a  requisite  proportion  of 
graduates  were  practicing  in  rural  or  under&erved 
areas  a  year  after  graduation* 

Option  9B:  Target  a  percentage  of  grant  funds  for 
undergraduate  medical  education  specifically  to 
program  that  emphasize  preparation  for  pri- 
mary care  practice  and f^r  practice  in  rural  and 
underserved  areas. 

Students  entering  undergraduate  medical  edu- 
cation with  an  interest  in  pdmaiy  care  often  s^vitch 
to  subspecialty  preferences  by  graduation.  Under- 
graduate exposure  to  primary  care  practice  in  rural 
settings  has  been  shown  to  positively  infiuence  the 
choice  for  rural  primary  care  practice*  Federal  grant 
funds  for  undergraduate  medical  educatioa  could  be 
targeted  to  program^  providing  such  opportunities. 
Funding  could  also  be  targeted  to  schools  servmg 
areas  of  greatest  need  (e,g,,  allopathic  and  osteo- 
pathic medical  schools  in  regions  of  low  primary 
care  physician  supply),  and  funded  progranns  could 
be  targets  for  National  Health  Service  Corps  scholar- 
ship awards. 

Option  10:  Expand  funding  to  training  programs 
for  midlevet  professionals,  giving  preference  to 
programs  that  emphasize  preparation  for  ru  ral 
practice* 

Midlevel  professionals  are  vital  components  of 
the  rural  health  care  syst^,  but  they  are  relatively 
few  in  number,  FurthemorCi  the  rise  of  HMOs  and 
the  expansion  of  other  urban  opportunities  for 
midlevel  professionals  makes  it  more  difficult  for 
rural  areas  to  recruit  and  retain  these  providers. 
Compared  with  funding  for  physician  education, 
funding  for  midlevel  training  programs  and  continue 
*mg  education  is  very  limited.  In  1988,  only  11 
rural-focused  NP  programs  and  1  rural-focused 
CNM  program  were  funded-  Thirty-eight  PA  train 
ing  programs  are  currently  supported)  many  of 
which  are  required  to  develop  and  use  methods 
designed  to  encourage  graduates  to  work  in  health 
^  Yi^^^*  shortage  areas. 


Current  grant  programs  to  health  pivjiessions 
schools  that  train  imdlevel  providers  could  be 
expanded  and  directed  towards  those  programs  that 
incorporate  rural-oriented  curricula,  or  that  demon- 
strate success  in  placing  graduates  in  rural  ana 
underserved  areas. 

Option  11:  Provide  grants  and  trainceships  to 
ruraMriented  multiple  competency  training 
programs  for  allied  health  professionals. 

The  availability  of  trained  allied  health  personnel 
and  particularly  of  pv*ionneI  who  can  perform  more 
than  one  function,  is  becoming  increasingly  impor- 
tant to  the  survival  of  small  rural  hospitals.  The 
small  grant  program  currently  authorized  to  fund 
mulddisciplinary  training  programs  does  not  explic- 
itly include  aoss-training  of  allied  health  personnel. 

To  enhance  the  effectiveness  of  a  cross-training 
program,  continuation  of  funding  rould  be  contin- 
gent OA  an  outcome  requirement — e,g,,  training 
programs  could  be  required  to  demonstrate  thai  a 
substantial  proportion  of  graduates  were  practicmg 
in  rural  areas.  The  availability  of  traineeshipsmight 
Iso  enhance  the  effectiveness  of  a  general  program^ 
b>  providing  students  from  nual  and  underserveu 
area:  the  financial  kicentive  and  capabtlit)  to  enroll 
in  such  a  program. 

Option  12:  Expand  tunding  for  rural  Area 
Health  Education  Centers*  with  special  em- 
phasis on  training  and  continuing  education  of 
nonphysician  health  professionals. 

The  original  AH  EC  concept  was  to  develop 
multidisciplinary  educational  experiences.  Although 
AHECs  have  become  increasingly  involved  in  such 
activities  in  recent  yeorsi  most  of  their  resources 
have  been  spent  on  physician  education,  AH  ECs  are 
a  model  for  en<.ouraging  State  and  locai  participa- 
tion in  activities  addressing  the  jeograpbic  maldis- 
tribution of  health  professionals.  The  program  is 
designed  to  create  lasting  networks  that  would 
eventually  be  supported  entirely  through  State  and 
local  funds.  To  extend  the  usefulness  of  the  AH  EC 
mOilel  and  encourage  mor;  comprehensive  service 
dehvery  systems,  future  AHEC  startitp  grants  could 
be  directed  to  programs  that  emphasize  the  trainmg 
and  continuing  education  of  midlevel  providers, 
mental  healdi  providers^  and  odier  nonphysician 
hedlui  piofessionaL,  AHEC  "'special  initiative** 
funds  could  be  targeted  to  oti^tuig  AHECs  fur  the 
same  purposes.  The  authority  for  AHECs  could  be 
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expanded  to  enable  nur&ing  schooh  to  receive 
AHEC  funds  directly. 

Offering  Direct  Incentives  for  Rural  Practice 

Option  13:  Expand  the  National  Health  Service 
Corps  (NHSC)  by  increasing  finding  for  both 
the  State  and  Federal  components  of  the  NHSC 
Loan  Repayment  Program  and  by  reinstating 
a  targeted  Scholarship  Program. 

In  1988,  29  percent  of  all  rural  residents  were 
living  in  federally  designated  HMSAs  {665\  This 
nuniber  has  not  changed  ^preciably  during  the  past 
3  years,  indicating  a  need  for  ensuring  die  avaiJabtl 
ity  of  health  professionals  who  have  at  least  a 
short-term  commitment  to  serving  in  diese  areas. 
Federal  investment  in  the  NHSC  declined  diamati 
cally  in  the  1980s  and  is  now  embodied  primarily  in 
Federal  and  State- administered  loan  repayment 
programs.  The  Federal  Loan  Repayment  Program 
was  folded  at  $3.9  nnUion  in  1989  and  diat  year 
recruited  112  professionals,  mostly  physicians.  At 
present,  diere  are  only  se\'en  State  NHSC  Loan 
Repayment  pro^rams.*^ 

The  Loan  Repayment  program  provides  an  incen- 
tive to  recently  graduatv^  practitioners  diat  is 
particularly  appropiate  for  recruiting  physicians 
and  dentists^  for  three  reasons.  First,  it  does  not 
require  any  commitments  until  die  practitioner  has 
finished  his  or  her  education,  leading  to  less 
likelihood  of  default.  Second,  recipients  are  availa- 
ble almost  immediately.  Third,  the  level  of  indebted- 
ness among  medical  and  dental  students  has  in- 
creased dianiadcally  in  recent  years,  and  die  pool  of 
interested  applicants  to  an  expanded  loan  repayment 
program  is  likely  to  be  large. 

TTie  State  and  Federal  components  of  die  loan 
repayment  program  have  complementary  advantages. 
TTie  State  prpgrant  efforts  are  more  localized  dian 
Federal  efforts*  and  diey  attract  providers  who  are 
willing  to  serve  but  want  die  assurance  diat  diey  can 
carry  out  their  service  obbgadon  widiin  dieir  State 
of  residence.  In  addition,  the  program  requirement 
that  States  match  Federal  funds  encourages  greater 
State  participation  in  healdi  personnel  distribution 
^  ctivities. 

Maintaining  die  Federal  program  would  ensure 
diat  some  obligated  providers  were  avadable  to 
serve  in  underserved  areas  in  States  widiout  dieii 


own  loan  programs,  and  it  would  attract  pioviders 
interested  in  new  locations. 

Available  data  indicate  that  die  original  NHSC 
Scholarship  Program,  while  expensive,  was  highly 
successiul  at  placing  providers  in  shortage  areas.  A 
renewed  scholarship  program  would  be  especially 
approj^ate  for  midlevel  providers  TTieir  lelatively 
low  educational  costs  (compared  widi  diose  for 
physicians)  lead  to  correspondingly  lower  educa- 
tional indebtedness,  making  loan  repayment  a  rela- 
tively weaker  policy  tool,  while  making  a  scholar- 
ship program  le^i  expeii^ive  foi  die  Federal  Govern- 
ment. Scholarships  for  odier  health  professions 
students  could  be  targeted  to  those  &om  low- 
income,  minority,  or  rural  backgrounds.  These 
students  are  somewhat  more  likely  than  odiers  to 
practice  in  underserved  areas  after  graduation*  and 
diey  are  less  likely  to  be  able  to  afford  die  economic 
burden  of  a  health  profession  education. 

Odiex  measures  could  also  be  taken  within  both 
die  Loan  and  Scholarship  programs  to  cr.hance  die 
cap^HlitiV  of  obbgated  professionals  and  to  in- 
crease the  likelihood  diat  diey  would  remain  after 
dieir  obligation  expires.  For  example: 

•  Preference  could  be  given  to  students  who  have 
enrolled  in  a  piogram  w  idi  a  rural,  primary  -c  are- 
oriented  cttrriculum. 

•  Participants  could  be  permitted  to  serve  dieir 
obligations  at  a  single  site  regardless  of  any 
change  in  the  area's  designation  status  during 
their  period  of  obbgation. 

•  The  NHSC  could  actively  coordinate  widiodier 
programs  (e.g.,  die  AHEC  program)  to  ensure 
Support  for  scholarship  recipients  during  their 
education  and  periods  of  obligation.  Support 
might  mclude  such  features  as  niral  preceptor* 
ships»  practice  management  training,  *v\,hnical 
assistance^  and  continuing  education. 

A  renewed  NHSC  would  be  a  major  investment. 
If  diis  option  were  implunented,  die  program  would 
warrant  accompanying  oversight  (e.g.,  by  die  Gen- 
eral Accounting  Office)  in  its  first  years  to  ensure 
diat  funds  were  approj^ately  and  efficiently  admin- 
istered. 

Option  14.  Encourage  or  require  States  to  offer 
bonuses  under  Medicaid  to  physicians  pro\id- 


jJ^^'  '^T^*  5CVM1  Stale*  aie  Miimcsoia.  West  Virguua,  Teixas.  Flonda^  North  CaroUna,  Spath  Caiolmau  and  Ncm^  Mcxh^ 
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ing  services  in  designated  HMSAs,  paralleling 
the  current  policy  unier  Medicare, 

Tliis  option  would  extt'^nd  the  benefits  of  in- 
creased access  to  Medicaid  as  well  as  Medicare 
beneficiaries.  It  %.ruld  also  increase  incentives  for 
physicians  le:^  I'^efy  to  provide  services  to  Medi- 
care beneficiaries  {e.g.,  pediatricians,  obstetrician/ 
gynecologists).  Medicaid  bonuses  might  be  espe- 
cially q>propriate  for  physicians  providing  obstetnc 
services  in  areas  with  shortages  of  obstetrii  tans- 

Option  IS;  Offer  tax  incentives  to  health  provid- 
ers in  Specified  rural  and  underservcd  areas. 

I>irect  and  dirie-limited  tax  incentives  for  pnmaiy 
care  providexs  (physicians  and  niidlevelprofessjon- 
aU)  serving  underserved  populations  nught  over- 
come perceived  or  real  financial  disincentives  to 
locating  and  practicing  in  rural  areas.  Tax  incentives 
could  be  offered  to  providers  in  idl  rural  areas,  but 
this  policy  could  be  expensive  without  improving 
availability  in  the  areas  of  greatest  need.  Ii  these 
incentives  are  linked  to  federally  designated  short- 
age or  underserved  areas,  however,  their  continua- 
tion should  not  be  dependent  on  the  continued  status 
of  the  designation  {Le.,  if  the  area  is ' '  dedesignated'  * 
during  the  term  of  the  incentive,  the  incentive  should 
not  be  removed). 

Option  16;  Allow  a  **grace  period**  before  de- 
designating  HMSA  areas,  populations^  and 
faciliticir 

For  HMSAs  with  small  populations,  the  addition 
of  a  single  physician  (or  the  retention  of  an  NHSC 
physician  past  his  or  her  period  of  obligated  service) 
can  mean  the  loss  of  designated  status.  The  sudden 
loss  of  resources  dependent  on  continued  designa- 
tion (e.g..  Medicare  physician  bonus  payments, 
placement  of  NHSC  personnel,  and  qualification  as 
a  Rural  Health  Clinic  under  Medicare  rules)  may 
produce  unintentional  negative  consequences. 

A  "grace  period"  could  encourage  existing 
providers  to  stay  while  permitting  tlie  Ftedersd 
Government  to  direct  new  available  personnel  to 
more  needy  areas.  For  example,  if  the  addition  of  a 
provider  in  a  designated  HMSA  raises  the  provider- 
to-population  ratio  above  the  allowable  limit  and  the 
HMSA  is  targeted  for  dedesignation  during  pencdic 
levieWf  that  HMSA  could  be  placed  on  a  provisional 
list  that  received  clui>e  monitoring.  HMSAs  on  tlie 
Usr*  might  receive  no  new  resources  but  could 
^^^Q — c  existing  .resources  linked  to  designation.  If 


at  the  end  of  the  2-year  period  the  ratio  was  sull 
above  the  allowable  limit,  that  HMSA  could  be 
dedesignated.  Such  a  policy  could  be  limited  to 
primary  care  HMSAs  or  applied  to  all  types  of 
HMSAs. 

Option  17:  Authorize  and  implement  a  State 
rural  he£tlth  personnel  grant* 

A  drawback  to  all  rural  health  personnel  progr^^s 
operated  j&om  the  Federal  level  is  the  inability  to 
adapt  strategies  to  local  concerns  and  conditions.  A 
State  widi  a  school  ro  train  physician  assistants,  for 
example,  may  most  effectively  address  health  pei- 
^rmel  shortage  problems  by  eiihancing  this  school's 
curricula  and  providing  scholarships  to  its  students. 
In  another  State,  absolute  health  personnel  shortages 
might  be  less  a  problem  than  the  provision  of 
specific  services,  such  as  obstetrics;  such  a  State 
might  find  that  paying  malpractice  premiums  for 
rural  obstetrics  providers  was  a  more  effective 
strategy  than  direct  recmitment  of  more  physicians 
to  rural  areas.  A  broadly  defined  grant  to  States 
would  transfer  responsibility  to  the  individual  States 
to  decide  how  they  choose  to  alloc?te  the  funds 
among  health  professions  programs  and  direct  in- 
centive programs  to  enhance  the  supply  of  health 
professionals  in  rural  areas-Such  a  grant  could  either 
augment  existing  Federal  programs  or  replace  some 
of  them. 

Under  a  rural  health  personnel  grant  program. 
States  could  be  allocated  grant  funds  based  on  a 
formula  developed  by  DffflS  (e.g.,  percentage  of 
population  that  is  rural;  number  of  rural  residents 
living  in  underserved  or  personnel  shortage  areas). 
Within  the  grant.  States  could  spend  funds  on  any  of 
a  list  of  relevant  specified  activities  such  as: 

•  grant.'  to  State  health  professions  ^^hools  wi^ii 
rural-criented  curricula; 

•  Medicaid  payment  incentives  for  serviu;;*  piu- 
vided  in  underserved  areas; 

•  Medicaid  bonus  payments  for  ''dispropor- 
tionate  share^'  providers  (those  with  unusually 
high  caseloads  of  Medicaid  and  uninsured 
patients); 

•  scholarship  and  loan  programs; 

•  uther  recmitment  mechanisms  (e.g.,  placement 
services.  State  tax  incentives), 

•  purchase  of  malpractice  in:>urance  premium^ 
for  rural  obstetrics  providers  (ubstctricians, 
family  Factitioners^  CNMs,  NPs), 
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♦  innovative  cofitinuing  education  program^^  for 
Tural  professionals;  and 

♦  development  of  appropriate  curricula  and  es- 
tablishment of  commuiiity  training  programs 
(e.g,f  in  local  hospitals  and  community  col- 
leges) for  rural  residents  interested  in  one  of  the 
allied  health  piofessionSf  and  for  current  allied 
health  personnel  wishing  to  extend  their  ac- 
creditation to  more  than  one  area, 

TheeKpertL^t^amongStategovernmentST^arding 
the  administration  of  rural  health  programs  vanes 
considerably.  Some  States  are  capable  of  designing 
and  administering  a  detailed  array  of  incentive  and 
grant  programs,  while  others  have  much  more 
limited  capability  at  present.  As  a  prerequisite  to 
receiving  fimds  under  such  a  grant.  States  could  be 
reqiiired  to  provide  a  plan  outlining  the  activities  to 
be  funded  and  indicating  that  the  State  has  ait 
adequate  administrative  capability  (e,g,,  an  Office  of 
Rural  Health  or  analogous  body)  to  cany  out  the 
funding  activities.  In  addition,  States  could  be 
required  to  provide  the  Federal  Government  \^ith 
basic  information  on  the  programs  actually  funded 
over  the  preceding  year  as  a  prerequisite  for  renew  - 
ing  the  grant.  Tliis  iirformation  would  not  only 
enable  some  oversight  of  expenditures  but  \^ould 
provide  the  basis  for  the  Federal  Government  to 
assist  in  information  transfer  am^ng  States  regard 
ing  innovative  p  gramSw 

Removing  Barriers  to  Midlevel  Practice 

Option  18:  Require  States  to  reimburse  under 
Medicaid  for  the  services  of  NF&  and  PAs  in 
rural  areaSt  as  long  as  these  services  arc 
permitted  by  State  practice  acts. 

Current  Federal  policy  rei^uires  States  to  reim- 
burse under  Medicaid  for  services  provided  b> 
pediatric  and  family  NPs  (Pi'blic  Law  101-2G9).  it 
also  allows  States  to  exercise  the  option  of  reimburs- 
ing for  other  NP  and  PA  .services,  and  nearly 
one^half  of  all  States  now  do  so  to  some  degree.  The 
Federal  pohcy  requiring  States  to  provide  Medicaid 
reimbursement  for  CNM  services  provides  a  prece- 
(fcnt  for  a  more  general  pohcy.  As  with  CNMs, 
Federal  policy  could  prevent  State  Medicaid  Pro- 
grams from  requiring  the  direct  personal  supervision 
of  a  physician  during  the  dehvery  of  isP  and  PA 
services.  Restricting  the  requirement  to  rural  aiea^ 
might  provide  an  additional  incentive  fyi  NPs  and 
PAs  to  locate  in  these  areas,  \^hile  a  broader  pohcy 


might  encourage  their  expanded  use  m  urban  as  wi.ll 
as  rural  settings. 

This  option  carries  weight  only  where  State  laws 
permit  midlevel  practitioners  to  operate  under  off- 
site  supervision.  The  Federal  Government  has  tradi- 
tionally not  dictated  the  scope  of  practice  that  States 
permit  of  their  hcensed  health  professionals.  (Option 
19  addresses  apotential  Federal  role  in  the  reexami- 
nation of  State  licensure  restrictions.) 

Option  19.  Encourage  DHHS  tosponf  or  a  confer- 
ence to  discuss  models  and  g^iicelines  for  State 
nurse  and  medical  practice  act  revision  that 
would  enhance  the  capabilities  o^  midlevel 
practitioners  to  provide  primary  health  care  in 
rural  and  underserved  areas. 

Midlevel  practitioners  can  provide  a  lunited 
number  of  basic  health  services  in  area&  not  ade- 
quately served  by  physicians.  Then  ability  to  do 
ho\^ever,is  legally  restricted  in  many  States,  partic- 
ularly for  PAs.  A  conference,  sponsored  by  DHHS, 
^ould  give  representatives  from  different  parts  of 
the  government  and  health  care  an  opportunity  to 
ree\aluate  the  suitability  of  existing  limits  !o midlevel 
practice.  Participants  might  ini.  *ade  experts  from  the 
medical,  PA,  and  advanced  nursing  professions^ 
representatives  from  State  and  Federal  agencies,  and 
representativ  es  from  other  sectors  of  die  health  care 
industry.  Guidelines  developed  by  such  a  panel 
could  help  States  evaluate  a.*<l  implement  appropri- 
ate changes  to  dieir  own  regulations. 

Improving  the  Information  Base 

Cation  20:  Improve  munitori4ig  of  the  Medicare 
Physician  Bonus  Payment  Program  to  find  out 
how  well  it  works. 

The  Medicare  physiciu*i  bonus  program  was 
lecenUy  expanded  to  provide  a  10-peicent  bonus  for 
all  physiciiin  services  in  all  primary  care  HMSAs,  Ui 
order  to  incie^^e  av^cess  to  services  for  Medicare 
beneficiaries,  h  is  not  clear  whetlier  a  10-percent 
bonus  on  Medii^are  pdyment  is  sufficient  to  attract 
physicians  to  area^  where  they  would  otherwise  not 
choose  to  locate*  or  vvhedier  it  improves  die  retention 
of  providers  already  in  these  areas.  The  Medicare 
caseload  varies  gieatly  fiom  physician  to  physician, 
and  the  ..vugth  of  the  bonus  incentive  probably 
varies  accordingly.  To  improve  DHHS's  ability  to 
evaluate  die  program,  tarriers  could  be  required  to 
submit  to  die  Healdi  Cart  f  uiancing  Adimnistration 
data  regarding  the  number  of  physii^ians  receiving 
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bonus  payments  and  the  distribution  of  services  for 
which  bonus  payments  are  made. 

Option  21;  Establish  a  program^  through  the 
Burea  u  of  Health  Professions^  to  provide  small 
grants  and  technical  assistance  to  States  and 
professional  associations  to  establish  and  im- 
plement uniform  data  collection  procedures 
among  the  health  professions* 

Better  data  on  the  supply  and  distribution  of 
health  professionals  would  iniprove  the  Federal 
Government's  ability  to  monitor  trends  in  the 
availability  of  these  personnel  in  rural  areas.  Most 
professional  associations  collect  data  on  the  mem- 
bers of  their  profession,  but  these  efforts  are 
sometimes  very  limited,  and  the  data  are  no^ 
compatible.  States  likewise  collect  data  on  licenced 
health  professionals,  and  rhe>  ma>  include  some 
professionals  not  reptesented  in  profe^^iunal  associ- 
ation databases.  To  enhance  these  efforts  with  a 
minimum  amount  of  Federal  resources,  the  Bureau 
of  Health  Professions  in  the  Health  Resoufces  and 
Services  Administration  could  establish  cntena  for 
uniform  data  collection.  The  Bureau  could  then 
provide  States  and  associations  with  techmcal  assis- 
tance on  survey  sample  selection  methods  or  on 
census  collection  methods,  make  available  startup 
funds,  and  offer  other  appropriate  assistance  (e.g., 
for  hardware,  software,  and  other  resources). 

TWO  SPECIFIC  SERVICES 

/sswes  and  Options  in  Maternal  and 
Infant  Care^"^ 

Fetal,  infant,  and  maternal  mortality  are  all 
disproportionately  high  in  rural  areas  {647,050),^^ 
These  indicators  of  relatively  poor  rural  maternal 
andinfanf  health  persist  despite  pivate  and  government- 
funded  programs  that  have  successfully  reduced 
infant  mortality  in  targeted  areas.  Two  potential 
contributors  to  the  relatively  poorer  health  of  rural 
mothers  and  infants  are  the  limited  avatlabtltry  of 
obstetric  provid^'rs  and  access  to  specialized  care 
for  women  with  difficult  pregnancies  and  deliveries. 

The  avaOabilitj'  of  rural  obstetric  providers  has 
declined  sharply  in  recent  years,  and  over  500,000 
residents  of  rural  counties—  many  of  them  in  the 


South — are  without  any  physicians  who  provide 
obstetric  care.  In  many  rural  areas^  physicians 
trained  to  provide  obstetric  services  are  not  doing  so. 
Unwillingness  is  often  due  to  concerns  about  inade- 
quate sources  of  backup,  consultation,  and  referral 
that  are  shared  by  rural  physicians  in  all  specialties. 
In  addition,  however,  many  physicians  are  limiting 
or  eliminating  their  obstetric  practices  as  a  direct 
consequence  of  the  high  cost  of  malpractice  insur- 
ance and  fears  of  lawsuits,  The^e  trends  are  particu- 
larly disturbing  in  rural  areas  because  altematrve 
sources  of  obstetric  care  may  be  a  considerable 
distance  away. 

Where  there  are  obstetric  providers*  they  are 
usually  general  and  family  practitioners  rather  than 
obstetricians.  And  although  rural  hospitals  are  much 
more  iikelj?  than  urban  hospitals  to  offer  obstetnc 
:are,  they  are  much  less  Ukely  i^j  offer  specialized 
care,  Consequently,  rural  ^omLU  with  complicated 
or  high  risk  pregnancies  may  hc^ve  to  travel  consid- 
erable distances  to  reLei\especiiilized  care.  Region- 
alized perinatal  care,  successfully  promoted  in  the 
past  by  Federal  programs,  can  enhance  access  to 
specialty  services  when  obstetric  or  neonatal  emer- 
gencies arise,  but  regionalized  systems  of  care  have 
deteriorated  o^er  the  past  sevenl  years. 

In  some  rural  areas,  women  who  are  able— 
particularly  those  with  higher  ircomes  and  private 
insurance  coverage — are  bypassing  local  facilities 
to  deliver  in  distant  hospitals  offering  sophisticated 
services.  One  result  may  be  to  leave  locU  physicians 
and  hospitals  with  an  increasingly  higher  proportion 
of  patients  who  cannot  pay  the  ftili  costs  oftJieircaie, 
Rural  physicians  under  these  circumstances  may 
find  it  particularly  difficult  lu  afford  obstetnc 
liabilrty  insurance,  possibly  prompting  them  to 
reduce  their  obstetric  praai^es  and  further  in- 
creasing the  burden  oa  remaintr.g  obstetric  provid- 
ers. 

Federal  maternal  and  infant  health  programs  (c.g„ 
Medicaid,  the  Maternal  and  Child  Health  block 
grant,  and  C/MHC  funds)  are  esp'^cially  important  in 
rural  areas,  where  the  inability  to  pay  for  obstetric 
services  is  a  serious  problem.  In  i982,  i  ^tal  delrver- 
res  accounted  for  nearly  one-half  of  all  uncompen- 
^ted  deliveries  T/MHCs  arc  paiiicufarly  important 


i^Scc  also  optima  5  aod  pcrsonnd  options  gcoenilly  Copuoiis  7  through  22) 

^^niisfuidil^  holds  Inic  aft^radjusUog  for  race  and  sct.  Umu>ju&<c<t  ntral  t»fani  moTuM^  mics  ^rc  ^i^-iU'tily  ioihcr  thitri  urbun  rates.  txxjiu'kC  oi  tho 
"jg*  -  picvflleflct  of  white  lofanu  id  mral  areas. 
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Many  rural  community  health  centers  attfacl  a  large 
cfoss-sedian  of  community  residents  and  may  be  vital 
Soiirces  or  local  obstetric;  care. 

sources  of  prenatal  care  for  many  rural  women* 
because  they  accept  all  Medicaid  patients  and 
provide  discounted  care  for  low-income  uninsured 
patients.  But  the  expense  of  malpraatce  msuraiice 
has  redi^ced  the  ability  of  some  federally  supported 
OMHCs  to  proude  obstetric  tare  (289),  Ensunng 
survival  of  essential  rural  CMHO  (and  their  ubilitj 
to  provide  obstetric  services)  is  as  important  to 
maternal  and  inlant  health  as  ensunng  survival  ot 
essential  rural  hospitals. 

Option  22:  Extend  liability  coverage  under  the 
Federal  Tort  Claims  Act  to  C/MHC  staff  and 
contract  providers  engaged  in  obstetric  care. 

The  Federal  Tort  Claims  Act  currently  insures 
both  commissioned  officers  of  the  NHSC  and  NHSC 
scholarship  graduates  who  work  as  civilian  employ- 
ees of  the  Public  Health  Service,  Many  C/MHC 
obstetric  providers  placed  through  the  NHSC,  how- 
ever, have  no  federally  provided  insurance  coverage 
because  they  are  paid  through  the  center.  Providing 
insurance  coverage  might  increase  the  willingness 
of  obstetric  providers  to  join  C/MHC  staffs*  to 
remain  at  these  locations,  and  to  continue  to  provide 
a  full  range  of  obstetric  services  to  C7MHC  patients. 

Option  2i:  Enhance  the  information  base  for 
federal  rural  maternal  and  infant  health 
policy. 

Opnon23A  ■  Investigate  in  tnore  depth  the  urban  and 
rural  differences  in  perinatal  health  status  indi- 
cators. 


Whether  the  excess  of  rural  fetal  deaths  is  real  or 
occurs  because  of  differential  reporting  in  rural  and 
urban  areas  is  unclear  and  deserves  further  investiga- 
tion. The  underlying  cause  of  the  excess  mortality  in 
late  infanc>  likewise  deserves  to  be  investigated. 
Clarification  of  perinatal  health  status  in  rural  areas 
would  be  useful  in  targeting  programs.  Programs  to 
improve  care  for  pregnant  women  might  curb  excess 
fetal  deaths,  while  improved  pediatric  care  could 
potentially  reduce  high  mortality  rates  among  older 
infants.  Congress  could  direct  the  National  Center 
for  Health  Statistics  or  the  Agency  for  Health  Care 
Policy  and  Research  to  investigate  these  issues. 

Option  23B  Develop  a  database  that  Moutd  atlow 
Federal  policymakers  to  target  resources  to 
States  and  to  thetr  rtiral  areas  with  perinatal 
health  problems, 

\  number  of  programs  have  i>hown  success  in 
improving  access  to  prenatal  care  m  the  pa^t,^*^  The 
Federal  Government  could  build  on  theu  success  by 
targeting  resources  for  :>uch  programs  to  areas  with 
high-risk  populations,  high  perinatal  mortahtyt  and 
a  high  proportion  of  women  seeking  late  or  no 
prenatal  care.  Such  areas  could  be  identified  in  part 
with  information  available  on  vital  records  (e,g,, 
birth  certificates).  The  National  Center  for  Health 
Statistics,  in  ±e  Centers  for  Disease  Control  could 
undertake  this  activity. 

Option  24:  Enhance  the  DHHS  Office  of  Mater- 
nal and  Child  Heahh's  (MCH's)  ability  to 
provide  useful  information  and  technical  sup- 
port to  rural  maternal  and  itifant  care  efforts* 

Option  24A:  Enable  and  encourage MCH  support 
additional  demonstration  projects  in  rural  areas, 
Futtded  projects  could  evaluate  the  feasibility  of 
innovative  approaches  to  improving  access  to 
perinatal  services  in  rural  areas. 

Demonstration  projects  funded  tlirough  MCH 
could  be  used,  for  example,  to  compare  the  relative 
cost  and  effectiveness  of  bringing  providers  into 
isolated  mral  ;ueas  with  providing  transportation 
services  to  the  patients  themselves.  Among  the 
current  MCH-funded  rural  projects  i,s  an  evaluation 
of  the  use  of  an  outreach  consultation  team  of 
perinatal  specialists  to  visit  rural  healtli  districts 


'*CotDj)OiKn<$  or  successful  programs  include  put>lKty  supported  ohstctrK  ptondci^.  nudlcMit  priK*ittuncr\.  pcrirxaui  iuiii^p'.>rt,UKm  sVsitms. 
interagency  coordination,  and  use  of  outrc-ich  worLcis  lo  r<xruji  pi*tjcnis  jnd  provide  iollawup  cind  tf^(v>portaiion 
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{6S7).  DemonstratioQ  project  funding  could  be 
expanded  to  include  more  model  projecu  ^hdi. 

•  employ  nonphy&ician  providers  as  rural  out- 
reach workers, 

•  promote  regional  approaches  to  solve  access 
problems, 

•  promote  linkages  of  available  perinatal  re- 
sources, and 

•  incoiporate  home  visits  by  nu'^s  or  para- 
professionals. 

Projects  could  be  required  not  only  to  evaluate  the 
effectiveness  but  the  costs  of  these  models. 

Option  24B:  Provide  additionai  funds  (or  earmark 
a  proportion  of  future funds)  to  better  allow  MCH 
to  offer  technical  assistance  on  request  to  States 
tltat  are  developing  regionalized  perinatal  care 
services  tltat  include  rural  areas. 

A  p<;Ainatal  care  network  is  an  essential  compo- 
nent of  a  functional  network  of  comprehensive 
health  care  services  to  rural  residents.  Resources 
from  various  Federal  sources  are  available  to  help 
States  develop  regional  and  local  networks  and 
services*  Greater  availability  of  technical  assistance 
from  MCH  might  help  States  and  communities  use 
both  Federal  and  local  funds  most  effectively. 

Issues  and  Options  in  Mental  Health  Care^^ 

The  prevalence  of  mental  disorders  in  rural 
Americans  is  similar  to  that  of  their  urban  counter- 
parts. Despite  the  similarity  in  mental  health  prob- 
lems, the  little  information  that  exists  suggests  that 
rural  areas  have  substantially  fewer  mental  health 
resources  than  urban  areas.  Furthermore,  where 
resources  exist,  they  are  likely  to  bt^  narrower  m 
Scope. 

As  with  other  health  fecilities,  mental  health 
facilities  face  problems  in  serving  populations 
spread  over  vast  distances.  In  addition,  they  are 
caught  between  competing  needs  for  servaes  for  the 
chronically  mentally  ill  and  services  for  acute  and 
less  serious  conditions.  Because  recent  Federal  and 
S*  ite  policies  have  tended  to  emphasize  the  former, 
the  ability  of  many  rural  mental  health  providers  to 
off^r  services  such  as  suicide  prevention,  educaaon, 
crisis  intervention,  support  groups>  and  individual 
counseling  foi  less  severe  mental  health  problems 
has  waned.  Furthermore*  other  sources  of  service^ 
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Acos^b  to  ioosl  mental  heaJth  services  «s  severely  kmrted 
En  many  rural  areas. 

(e.g.,  from  nonpiofi  oundations)  are  less  available 
to  fill  the  vacuum  in  rural  than  in  urban  areas. 

Rural  mental  health  professionals  face  problems 
similar  to  those  of  other  rural  health  professionals. 
They  have  fewer  training  opportunities,  fewer  col- 
leagues ^ith  whom  to  consult  and  to  discuss 
professional  issues,  and  more  diverse  demands  on 
their  time  than  do  their  urban  counterparts.  Primar>' 
care  physi:ians  provide  much  of  the  mental  health 
care  in  both  urban  and  mral  areas,  but  they  receive 
relatively  little  training  in  mental  health  dia;;nosis 
and  treatment.  Master's  level  mental  health  profes- 
sionals, paraprofessionals,  allied  professionals  (e.g., 
the  clcrgjO*  and  volunteers  are  also  vital  providers  of 
rural  health  services. 

The  severe  shortage  psychiatrists  and  doctoral 
It^Ycl  psychologists  in  rural  areas,  the  proportion  of 
ment^  health  care  provided  by  nonpsyctuatrii 
ph>sicidns,  and  the  types  of  services  likely  to  be 
most  acceptable  to  rural  resider^ts  all  suggest  that 
integrating  m^rMl  htalth  and  other  health  (.j/c  ij 
especially  important  m  rural  areas.  Social  workers, 
psychologists,  clinical  psyLhiatric  nurse  :>pc<,ialists, 
and  paraprofessionals  play  an  important  tult  in 
extending  rural  mental  healrh  serviLCs  lo  iliose  in 
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Staffing  cnsis  hoUtnes  is  a  possibtd  mental  health  rde  for 
trained  volunteers  in  rural  areas. 

need,  and  in  linking  these  services  with  physical 
health  services.  These  linkages  may  include  such 
feature's  as  health  and  mental  health  clinics  shanng 
a  single  service  site,  routine  consultation  between 
physicians  and  mental  health  center  staff,  or  a 
fuU'time  social  worker  providing  counseling  an^l 
educational  services  in  a  community  health  clinic  or 
physician's  office.  Recent  legislation  has  expanded 
the  reimbursement  available  for  certain  ''linkage" 
services,  namely  the  mental  health  services  provided 
by  clinical  social  workers  and  psychologists  in 
community  health  centers.  Federal  stimulation  of 
linkage  eflforts  themselves,  however,  has  declined 
since  the  implementation  of  the  mental  health  block 
grant  in  198  h 

Option  25:  Provide  grants  to  mental  health 
professions  training  programs  that  inclttde 
rura^oriented  curricula  and/or  train  pro- 
fess ^nals  most  likely  to  locate  in  rural  areas. 

For  example,  the  provisions  of  Public  Law 
100-607,  which  provided  special  project  grants  to 
professional  schools*  training  programs  for  clinical 
psychologists,  could  be  extended  to  include  masters ' 
programs  for  social  workers  and  clinical  psychiatric 
nurse  specialists.  Or,  grants  under  this  law  could  be 
targeted  or  limited  to  projects  emphasizing  training 
for  niral  practice. 
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Option  26;  Require  States  to  reimburse  under 
Medicaid  for  mental  health  services  provided 
by  midlevel  mental  health  professionals  to  the 
extent  that  these  services  are  permitted  under 
State  licensure  law.  Reimbursement  could  be 
limited  to  those  ser  vices  that  were  provided  in 
HMSAs  or  MUAs  and  would  be  covered  if 
provided  by  a  physician* 

It*  rural  communities  without  psychiatrists  or 
doctoral  psychologists,  primary  mental  health  care  is 
provided  by  either  nonpsychiatric  physicians  or  by 
midlevel  mental  health  professionals  (master's  level 
clinical  psychologists,  clinical  social  workers,  and 
clinical  psychiatric  nurse  specialists).  Current  Fed- 
eral policy  covers  reimbursement  for  the  services  of 
psychologists  and  social  workers  only  in  certified 
RHCs.  Expanding  the  services  for  which  midlevel 
mental  health  providers  or  their  employers  can 
receive  reimbursement  would  probably  increase 
access  to  these  services  in  rural  areas. 

Option  27:  Encourage  the  development  of  link* 
ages  between  rural  health  and  menfal  health 
Services  and  professionals. 

Greater  enhancement  of  linkages  nught  mctude 
measures  to  encourage  case  management,  share 
building  space,  develop  lefenal  patterns,  and  make 
better  informed  decisions  about  patient  care.  ''Link- 
age workers"  could  be  expanded  to  include  master's 
level  nurse  specialists.  Federal  miuatives  of  this 
kind  are  currently  underway  for  health  and  substance 
abuse  treatment,  but  a  more  permanent  and  consis- 
tent policy  of  linkages  for  subst^^nce  abuse,  mental 
health,  and  other  health  services  could  be  adopted. 
Specific  Federal  strategies  could  mclude; 

♦  reimbursement  for  lin'cage  workers'  services 
(e.g.,  social  workers'  services  provided  in 
physicians 'offices^UiCludingconsultative  serv* 
ices  provided  to  the  physician); 

^  funding  for  the  salaries  of  clinical  social 
workers  and  other  mental  health  providers  in 
grants  to  federally  funded  C/MHCs; 

♦  tiinding  for  inservice  training,  intenushipb.  and 
shared  training  .sites;  and 

♦  rujuiring  States  to  demonstrate  that  a  portion  of 
Federal  mental  health  block  grant  funds  is 
being  used  to  support  linkage  efforts  m  rural 
areas  as  a  prerequisite  to  contmued  block  grant 
funding. 
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Option  28:  Invest  more  resources  in  data  collec- 
tion and  analysis  activity  oriented  at  urban- 
rural  comparisons  of  mental  health  and  sub^ 
stance  abuse  epidemiology,  and  at  the  availa^ 
biiit;  of  mental  health  services  and  personnel 
in  rural  areas. 

The  infonnation  available  on  rural  mental  health 
epidemiology  and  services  is  extremely  thin  and 
provides  :*  poor  basis  for  both  monitoring  mental 
health  status  and  implementing  Federal  policies. 
Even  the  most  basic  national  data  on  community 
mental  health  centers  have  been  virtually  nonexist- 
ent since  1981,  and  there  are  few  reliable  studies  on 
mental  health  problems  in  nural  areas.  Congress 
could  direct  the  Alcohol,  Drug  Abuse,  and  Mental 
Health  Administration  (ADAMHA)  to  place  more 
emphasis  on  these  research  activities  (e.g.,  through 
the  National  Institute  of  Mental  Health's  recently 
created  Office  of  Rural  Mental  Health). 


Option  29:  Encourage  or  require  ADAMHA  to 
fund  projects  intended  to  demonstrate  the 
utilization  of  volunteer^  and  paraprofessionais 
in  Service  delivery. 

One  way  to  help  address  mental  health  personnel 
Skliortages  is  to  include  p^japrofessional^  and  com- 
munity volunteers  in  service  delivery.  However, 
little  is  known  about  effective  ways  to  increase  the 
use  of  these  providers^  their  acceptance  in  the 
community,  and  the  effectiveness  of  the  services 
they  provide.  Incentives  to  be  tested  in  the  demon- 
stration projects  could  include  training  programs  for 
parapTofessionals  and  clergy,  reimbursement  for 
professional  activities  to  develop  and  train  commu^ 
nity  ^Aorkers,  and  educational  support  for  commu- 
nity workers  in  the  form  of  tuitjon  for  college 
training. 
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Chapter  2 

Rural  Populations 


INTRODUCTION 

**Rural''  evokes  images  of  wheat  fields  and  dairy 
faims^  long  stretches  of  de5^»  and  smaU  Appala- 
chian  communities.  This  chapter  presents  back- 
ground on  the  rural  populattor.  who  it  includes^  the 
economic  and  demographic  characteristics  ^f  rural 
residents,  and  some  basic  indicators  of  rural  health 
status. 

The  adjectives  **urban''  and  **rural'*  encompass 
enormously  diverse  populations.  Urban  people  may 
be  residents  of  large  inner  cities,  suburbs,  or  smaller 
cities  and  towns,  each  with  its  own  charaaeristics 
and  cultures.  Similarly,  rural  people  may  live  in 
towns  or  open  countryside;  their  nearest  neighbors 
may  be  across  the  street  or  10  miles  down  a  dirt  road. 
E3dsting  measures  cannot  convey  the  full  diversity 
of  urban  and  rural  populations,  but  they  can  provide 
a  starting  place  for  examining  the  siinilarities  ^nd 
differences  between  these  groups.  An  overview 
contrasting  these  basic  characteristics  is  the  goal  of 
this  ch^ter.  Where  possible,  information  summariz- 
ing aspects  of  rural  diversity  is  also  presented. 

WHO  IS  RURAL?i 

The  term  **rural"  is  inruitively  associated  with 
areas  of  small  and  sparsely  settled  population.  Two 
more  specific  definitions  are  commonly  used  for 
statistical  and  health  program  purposes:  the  "ru^al 
population,"  as  defined  ty  the  Bureau  of  the  Census, 
and  the  "norunetropolitan  population/'  those  peo- 
ple hving  outside  of  metropohtan  (metro)  areas  as 
defined  by  the  OjQTice  of  Management  and  Budget. 

The  Census  Bureau  defmes  the  niral  population  as 
the  population  not  categorized  as  urban,  The  uiban 
population,  ui  turn,  isdeiined  as  those  people  living. 

•  in  an  urbani^jed  area — a  central  city  (or  cities) 
and  Its  contiguou:^  closely  settled  territory ,  w  ith 
a  conlbmed  population  of  at  least  50,000.  and 


»  in  places  (towns,  vU^^ges,  etc.)  outside  of 
urbanized  areas  with  populations  of  at  least 
2,500  (6JJ). 

The  nonmetropoli^an  (noDinetro)  populatior^  con- 
sists of  those  people  living  out<^ide  of  metropohtan 
statistical  aiieas  (MSAs).  An  MSA  is  a  coimty,^  or 
group  of  countie.,  that  includes  either: 

•  a  city  of  50,000  or  more  residejits.  or 

•  an  urbaiiized  area  with  at  l:;ast  50,000  people 
that  is  itself  part  of  a  county  oa:  counties  with  at 
least  100,000  total  residents  {634)} 

To  be  included  in  an  MS/^,  a  county  that  does  not 
itself  have  a  central  city  must  ha^'c  a  specified  level 
of  commuting  to  the  central  county(ies)  and  must 
meet  certain  other  standards  regaling  metropolitan 
character,  such  es  population  density.  Figure  2-1 
shows  the  MSAs  in  the  United  States  as  of  1986. 

About  one^fourth  of  the  U.S.  population  is  either 
"rural"  by  the  Census  definition  or  hves  in  uon- 
meno  area^,  but  these  two  groups  of  people  arc  by  no 
mears  identical.  About  14  percent  of  the  population 
hvmg  in  MSAs  is  designated  by  the  Census  Bureau 
as  rural,  while  about  38  percent  of  the  population 
hving  omside  of  MSAs  is  designated  as  urban  (633). 
This  occurs  because,  on  the  one  hand,  MSAs  are 
county-based  and  may  include  large  tracts  of  sparsely 
populated  land  in  outlying  areas  of  the  county.  On 
the  other  hand,  the  Census  ''urban"  designation 
mcludcs  people  m  towns  in  otherwise  sparsely 
populated  areas.  Roughly  15  percent  of  the  U.S. 
populatronis  *'rural"  by  both  defmition^ — i.e.,  h\es 
neither  in  places  of  2,500  or  more  residents  nor  in 
metropohtan  counties. 

Each  defuiition  has  its  advantages.  The  Census 
designations  are  more  specific,  because  th*y  are 
based  on  smaller  geographic  units,  such  as  census 
tracts  and  tow:.s.  Census  tract  boundaries  vary  over 
time,  however.  In  contrast,  coimties — the  basic  units 
fiom  which  MSA  designations  are  maden-havc 
boundaries  that<^erelau\ely  stable,  amajor  advan 
tage  for  collecting  and  reporting  statistical  data  that 


>Se£  like  telatod  OTA  Sufif  P&ptt  for  a  mme  detailed  discussioti  <255). 

whet  tban  wbole  couqqcs.  Standards  tot  tliesc  MSAs  srt  based  pntfonly    pt^puUtiim  Jctuit>  atut  Lon>mutm^  paitcriu  (6.^4) 

^^'^uliition  i£  gencr^^f  calculated  based     tbc  mt^st  iiccccu  dci^arual  ^tn^usr  attiiuti^  ^oinc  iater^cibiis  MSA  Jc^igtiatj  jds       tyc^  u 
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Figure  2^2— Frontier  Counties:  Population  Density  of  Six  or  Fewer  Persons  Per  Square  Mile 


SOURCE.  u.S.Departrnont  olHoaitri^l^mwSor^c»s,  KoalUiRe^^rt^^s^iOo^  ^ic«3A0FTiini5tratiDa  Butea^jof  H^a^h  Prde$.'jris^  O^^^c^f  DataETid 
M0itag«tT]<int./^e&B«soufCdn)&,  Juno  16, 1d$6. 

are  cvimparable  over  time.  Data  on  "rural"  resi^ 
dents  presented  in  this  and  later  chapters  are 
actually  data  on  nonmetro  residents,  unless  a 
different  definition  is  specified* 

A  problem  of  both  definitions  is  that  they  are 
dichotomous;  they  pennit  classification  into  only 
two  categories  (urbanAnetro  and  ruralAiomnetro). 
Neither  can  describe  the  urbatt^iiral  continuum,  nor 
can  theydescribein  any  detail  the  range  of  variation 
that  exists  within  luial  areas.  Some  researchers  have 
developed  more  extensive  typologies  in  an  anempt 
to  overcome  these  disadvantages^  relying  on  combi- 
nations of  measures  such  as  population  Mze,  popula 
tion  density,  adjacency  to  a  metro  area,  and  urbani- 
zation. None  of  the  available  typologies  has  so  fat 
found  general  application  to  health  care  pr^gram^, 
althou^  several  of  them  are  being  used  in  rese^^ch 

O   \  (255). 


A  particularly  useful  concept  for  the  purpose  of 
examining  health  care  resources  and  access  is  that  of 
"frontier"  areas,  defined  as  counties  with  popula 
tion  densities  of  six  or  fewer  people  per  square  mile 
(480).  in  such  areas,  physical  access  to  he^th  care  is 
impIiciUy  difficult  for  a  substantial  proportion  of 
residents.  Frontier  counties  are  concentrated  in  the 
Great  Plains  and  Western  States  and  often  extend 
over  a  large  physical  area  (480)  (see  figure  2-2). 

THE  RURAL  POPULATION 

Size  and  Geographic  Distribution 

During  America's  brief  history  as  a  nation,  the 
composition  of  the  VS-  population  h^s  changed 
from  one  that  wai  o^erftfaelmingly  rural  to  one  that 
h  predominandy  urban.  According  to  Census  esti 
mates,  95  percent  of  the  population  was  rural  in 
179U;  about  60  percent  was  rural  at  the  turn  of  the 
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Table  2-1— United  f^tates  Rural  and  Rural  ^£irm  Population,  Selected  Years,  1 92^8 


Farm  PotHilation 


Huraiber  (In         Percf»nt  of  total  Humbet  (in  Percent  of  Percent 

Y&ar  thou^an^ls)  U.S.  popuLatlom  tbousan^ls)         tuX^l  population  of  total 


L920   51.553  A9 

1930   53.820 

igAD   57,2^16  AA 

1950**   5A.230  '5 

1960   5A,05*  30 

1970   53,887  26 

1980   59,^isJ5  26 

1986   63,133  27 

1987   63,889  27 

1986   6A.798  27 


31,359 

60 

30 

30,529 

57 

25 

30,5A7 

S3 

23 

23,0A8 

A2 

15 

L3.A7S 

2A 

9 

a,  292 

5 

6,05L 

ID 

3 

5.225 

8 

2 

A.  986 

8 

2 

A, 951 

a 

2 

^Base^l  on  the  C«nsu«'de lined  rural  pop^jla  'on. 

"The  rural  populattofi  figure*  from  1950  on  reflect  definitional  tbanges*    Had  the  previous  definition  been 
us«d,  th«  1950  rural  population  would  have  been  60,9A8,000,  or  AO  p^rc^ent  of  the  total  U.S.  population. 

SOURCE:  U.S.  Department  of  C-  -^^rte.  Bureau  of  the  Census,  ftnd  U.S.  Department  q1  Agri^julture,  Rural  and 
Rural  Farm  Population  1988,"  Cun-ettt  Poinjlation  Reports.  Serie*  P-20>  Hq.  a39  CWasbington,  DC. 
U.S.  Government  PrintinS  Offitn.  September  1969). 


20th  century;  and  only  27  percent  of  the  Nation's 
estimated  241  million  people  lived  in  rural  areas  b> 
1988  (table  2^1)  (652).  In  1988,  an  estimated  23 
percent  of  the  population — 56,343,000  people — 
lived  in  nonnietro  areas  (657). 

'fhe  absolute  size  of  the  rural  population  has  not 
declined  overall,  but  in  recent  years  it  has  grown 
much  mare  slowly  than  the  urban  population.  The 
notmietro  population  grew  at  a  rate  of  only  0.6 
percent  per  year  during  the  1980s  {after  a  mild  boom 
in  the  19705^  when  the  growth  rate  was  twice  as 
high)  {631).  In  contrast,  the  metro  population  has 
contmued  to  grow  at  rates  of  over  1  percent  per  year. 

The  rural  farm  population"*  has  undergone  an 
absolute  and  marked  decline  during  this  century 
(table  2-1).  In  1920,  an  estimated  51  nnllion 
Americans  lived  on  farms.  In  1988,  in  contr.ist,  the 
Census  Bureau  estimated  the  farm  population  to  be 
slightly  fewer  than  5  million — about  8  percent  of  the 
Census-defined  rural  population,  and  about  2  per- 
cent of  the  total  U.S.  population  {632y 

Of  the  four  m^or  regions  of  the  country,  the  South 
has  both  the  highest  proportion  of  its  population  (30 
percent)  and  the  highest  number  of  people  (25 
million)  living  in  nonmetro  areas.  The  next  most 
rural  region  by  this  measure  is  the  Midwest  (29 


percent),  followed  by  the  li\fe&t  (16  percent)  and, 
finally,  by  the  Northeast  02  percent)  {631). 

States  vary  tremendously  in  their  degree  of 
"ruralness"  depending  on  the  criterion  used.  Of  the 
10  States  whose  nonmetro  populations  are  largest  in 
absolute  size,  for  example^  only  two  (Mississippi 
and  Kentucky)  have  more  than  50  percent  of  then- 
population  residing  in  these  areas  (table  2-2)  {631). 
Contrasts  between  States  according  to  the  defmition 
Cf  *  rmal"  are  striking;  less  than  one-half  of  Idaho's 
population  is  rural  according  to  the  Census  defini- 
tion, but  over  80  percent  of  this  State's  population 
lives  in  noiunetro  areas,  the  highest  percentage  in  the 
United  States  {631). 

Demographic  and  Income  Characteristics 

In  general,  rural  residents  are  more  likely  than 
urban  residents  to  be  white,  native-bornt  and  living 
in  a  family  headed  by  a  married  couple  {table  2-3) 
{633).  They  are  also  more  likely  to  be  children 
(under  age  18)  or  elderly  (age  65  or  older).  They  are 
less  likely  to  be  employed  and  to  have  completed  a 
high-school  education  {633). 

Rural  residents  have  relatively  low  mcomes.  The 
dveiage  median  family  mcome  m  ruial  area^  in  1987 
wai.  $24,397t  about  three-quarters  of  the  average 
urban  family  income  of  $33,131  (629).^  One  out  of 
eight  urban  families  lived  in  poverty  m  1987, 


^Tbe  Census  Biit«av  defines  tbc  farm  population  as  people  h^iof  mrut;il  <krcas  on  prvpcruc^  i^J    jca^-k^  J  jicieul  jAfij  ^hae  ai  Ica^^i  Si. iXX>  worth 
of  ogncuIturaJpfCMJucts  wassold  (or  would  havct>ccasjld)  durmg  ilie  previous  12  nwnihs  {6^2} 
O    ^  ^tio  has  Ttoi  chaniged  since  the       census  i633). 
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Table  and  Percentage  of  Population  in  Nonmetfopolitan  and  Rami  Areas,  by  State,  1987 


Percent  of 

Percent  of  total 

Size  of  ndnmetro 

total  pop^tLotion 

popijla^iop  in  Cenius- 

popu Lation 

m  nonmetro  areas 

d^flnad  rural  areas 

Stat« 

(in  thousands) 

(1987) 

(1980) 

Alabama  

  1.336 

32.0 

40.0 

A 

ALaska  ..................... 

-  -  303 

57  6 

35  7 

Arizona  

  805 

23.8 

16.2 

Arkomaaft .................. 

. . . .  1.4A4 

60  5 

48.  A 

CAlifomia  

  1.182 

4.3 

a  7 

Colorado ................... 

603 

18,3 

19  A 

Connecticut. ................ 

. ...  233 

7. A 

21 . 2 

Delaware. ................  . 

219 

34  0 

29  A 

District  of  Columbia  

  0 

0,0 

0.0 

Florida  

....      I. no 

9.2 

15.7 

Georgia. ..........  ......... 

. ...  2.20A 

35  A 

37  6 

Hawaii  

252 

23  3 

13  5 

Idaho  

6D3 

60. ^ 

46,0 

Illinois  

2.022 

17  5 

16  7 

Indiama  

  1.768 

32.0 

35.8 

Iowa. ..................  .... 

.     -  1.612 

56  9 

4l .  4 

Kansas ............. H  

  1.169 

47.2 

43  3 

Kentucky  

2.019 

54.2 

49  1 

Louisiana  

.   ..  1.362 

31.0 

31  4 

Maine. ............ 

758 

63  9 

52.5 

^^aryland. ...............  . 

. .   .  322 

7  1 

19  7 

Massachusetts .......... 

546 

9  3 

16.2 

Michisan  

.   *  1.820 

19  8 

29  3 

Minnesota. ............. 

1.435 

33.6 

33.  1 

Mississippi . .  

1.829 

69  7 

52  7 

Missouri  

1.736 

34  0 

31  9 

Montana. .......  .  **  * 

  613 

75  8 

I 

Nebraska* .................  . 

  842 

52  8 

37  1 

Nevada. ........... 

175 

17.4 

14  7 

New  Hampshira  

.   .  462 

^3.7 

47  8 

New  Jersey. ...........  ... 

0 

0  0 

a  0 

New  Moxico. ....... 

774 

51 .6 

27  9 

Now  Yorfc. ........ . ... 

1.696 

9  5 

15  4 

North  Carolina  

2.868 

^4  7 

52  0 

North  Dakota  

417 

62  0 

51  2 

Ohic  

2*276 

21  1 

26  7 

Oklahoma. ...      . . . . ,  . 

1.350 

41  2 

32  7 

Orejon  

963 

32  4 

Z2  1 

Permsyivania  

1.828 

15  3 

30  7 

Rhode  Island  

73 

7  4 

13  0 

South  Carolina  

1.35S 

39  6 

45  9 

South  Dakota  

506 

71.1 

53  6 

Tennessee* ......... 

1.603 

33  0 

39  6 

Texas  

:^.194 

19  0 

20  ^ 

Utfth  

384 

22  8 

15.6 

Vermont. ......  .  .  .  . . , 

421 

76  9 

66  2 

Virslnia  

1.66B 

28  3 

44  0 

Washington  

854 

18  e 

26  5 

West  Virginia.. .   

  1.209 

63  7 

63  S 

Hiaconain  .............  . . 

1.610 

33  5 

35  8 

Vf/Orting  

  346 

71  0 

37  3 

*The  nonmatropolitfln  population  in  Alaska  is  determiutU  using  t^nsus  tract  and  bo.ou^h  bounclacAes  ratb^f  than 
county  boundflrit^s. 

SOUKCE.     U.S.  Bijreau  of  the  Census.  Statistical  Abstract  of  the  UniL&d  States      im^.   I09tb  <»dl  iW^shington. 
X:    U.S.  Govertimont  Printine  Office.  1989) 
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Table  2-3^haracteri5ttcs  of  Metropolitan  and  Nonmetropolltan  Populations 


Metro  Konmetro 


GOa«ir«l  dlittTActttri sties  (19S7) 

Total  popuLfttlon   187,072,000  56,33^,000 

FopuUtlon  donsity  p&r      ml                                                 .  .  328  19 

Soci^  «a)d  ilo*oftrs[taic  chared terl sties  (1980) 

Medi^  S8ft   30.0  30.2 

Percent  of  |>opuL^tion  vender  ase  18   27.31  29. 4t 

Percent  of  |>opulatlon  Age  65  end  over   10.71  13.01 

Percent  **hito   81. SI  88,21 

Percent  Hiftpanic   7.61  3,21 

Percent  nonwhlte   18.21  11.81 

Percent  bLeck   13, 7i  6,81 

Percent  Americen  Indien   0  5t  1,31 

Percent  Aslen/Peciflc  Islander   2,01  0,6t 

Percent  netivo-bom   92.^1  98.01 

Birth  re te  (birthc/1,000  poptilatlon/yeer,  1977-1980)   1.5  1.8 

Percent  of  households  heeded  by  women   28.31  23.91 

Percent  of  children  living  with  two  parent*   75. Al  60.11 

Educa(ti€)b,  ewipIoTraiti  md  incane  charecteri sties 

Median  year*  of  education  comploted  (1960)   116  10,9 

Percent  high  achool  s^eduates   S5.01  63  11 

Percent  ifith  college  education  (4  or  more  years)..    ....       .  .  12  61  9.21 

UnemployjMnt  rete  (1985)   6.91  6,Al 

Median  faajily  income  Cl9$7)   ,  .  S33,131  $2^,397 

Percent  with  family  incOTDea  below  poverty  level  (1967)..   .   .  12.51  16.91 

White   9  61  13.71 

Biack   30. 7i  AA.ll 

Hispanic                                                                                      .  37.61  35.61 

Percent  of  poor  families  with  2  or  more  worker*  (1^83)   IS. 41  28.91 


SOURCES;  U  S  Department  of  Comnerce,  Bureau  of  th&  Census^  St.ittatical  Abstract  of  the  United  States:  1989 
109th  ed.  (Wa^hinBton,  DC.  \S  S.  Government  Printing  Office^  1989)^  tJ,S.  Department  of  Cojranerce, 
Buresu  of  tha  Censut,  1960  Census  General  Social  and  Econocnlc  CharActeristlca.  vol,  I 
(Washinston,  DC:  US  Governn:ent  PrintinS  Office,  Septei}:i>er  196l)>  U.S.  Department  of  Comiierce. 
Bu*'e«u  of  the  Census^  "Koney  Income  and  Poverty  Status  in  the  United  States.  1967,"  Cyrrent 
Pomlation  Reports.  Series  ^SO,  Ho  161  CWashmSton,  DC.  U.S.  Government  Printing  Office,  August 
ldd6);  D.L  Brown  and  K.L  Deavers.  "Rural  Change  and  the  Rural  Economic  Policy  Asenda  for  the 
1980's,"  D.L.  Brown,  J.K.  Raid,  H.  Bluestone  et  al^  (eds.),  Rural  Economic  Development  in  the 
1980'SJ  Prospects  for  the  Ff-t^^j  CWashinston*  DC  U,S.  Department  Of  Agriculture*  September 
1986), 


compared  with  more  than  one  out  of  every  six  rural 
families  (table  2-3);  the  ratio  approaches  one  out  of 
two  for  black  families  in  rural  areas  (629),  The  rural 
poor  are  much  lefts  evenly  distributed  throughout  the 
United  States  than  the  urban  poor;  over  one-half  (53 
pa-cent)  of  poor  rziral  people  under  age  65  live  in  the. 
South  (530). 

The  vast  majority  of  employed  people  both  within 
and  outside  q£  metro  areas  are  employed  in  personal 
services,  manu&ctudng,  and  retail  trade  (figure 
2-3),*The  most  striking  employment  difference,  not 
unexpectedly,  is  in  agriculture,  which  is  the  primaj:^ 


oct^upation  of  over  7per*Kent  of  employed  persons  in 
nonmctro  areaA  (v.  1,5  percent  of  employed  metro 
residents)  (633), 

A  major  caveat  to  this  picture  of  the  rural 
population  is  that  the  definition  of '  'rural'  *  used  can 
affect  even  some  of  f]ie  most  basic  conclusions 
regarding  urban/rura^  differences.  For  example,  as 
stated  above,  norunetro  areas  have  a  relatively  high 
proportion  of  elderly  residents.  By  the  Census 
Bureau's  definition,  however,  urban  areas  have  a 
higher  proportion  of  elderly  residents  {633).  This 
apparent  discrepancy    resolved  by  i^^vsti  ejtamina* 


^  ^^Thcic  three  occtipatfomJ  groups  aoouqi  for  5S  and  74  pcitenlt  rcspc^tivcl}^  of  ciuploycd  tsictio  ^md  noiuncin^  reside  ni»  i6Jj). 
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Rgure  2-3^nduStry  of  Employed  Poj  oons  Over  Age 
16  In  Metropolitan  and  Nonmetropolttan  Areas> 
1980 


ManulMtvr)>nr 

A0riouitiir« 
CoA«tructlen 

rhiyin«/^»i  •out** 
Mining 


35 


e        10       IS       20       25  30 
P«rc«nt  <A  Bnipky«(t  PBrann» 

^mi^pottation.  oommuntcalfon^.  and  putHc  utilitfos. 
^nance^  Inauranoo.  and  r«a)  estata. 

SOURCE:  Offioa  of  Tvchnotogy  A»s«$»vwm,  199C.  Data  from  U.S. 
rapartmMltofGoan^rc«.Buro«uof1}i«C«nsu9.  IQSOC^nsus. 
Gon9t^Sod3Jan^Econon^Ctiafact«tt3iks,visL\  (Washing- 
ton* DC:  U.$.  Governm»nt  PtMn^  OHoft.  S^embar  19&1 ). 

don  of  the  distnbudon  of  the  elderly  population^ 
which  shows  it  to  be  concentrated  in  small  or 
medium-sized  towns  in  both  metro  and  nonmetro 
aitas  (table  2-4). 

Within  the  nojometco  population^  die  generalities 
teganiing  rural  residents  obscure  substantial  re- 
gtooal  differences.  For  example^  nonmetro  areas  in 
the  West  have  a  much  higher  proportion  of  children 
man  do  metro  areas  (reflecting  the  profile  for  the 
Nation  as  a  whole)>  but  Midwestern  nonmetro  areas 
actually  have  proportionately  fewer  children  than 
metro  areas  in  that  region  (table  2-5)  (447). 


THE  RURAI.  ECONOMIC 
ENVIRONMENT 

The  Nation^s  rural  areas  are  economically  as  well 
as  demogr£^cal}y  diverse.  The  US.  ]>epartment  of 
Agriculture  (USDA)  has  identified  seven  groups  of 
nonmetro  counties  according  to  the  principal  eco- 
nomic activity'^  or  other  predominating  characteris- 
tics:* 

L  Farming  dependent  counties— y02  counties, 
concentrated  in  the  Midwestern  plains  region, 
in  which  fanning  contributed  20  percent  or 
more  of  total  income. 


Table  2^Proportion  of  the      Population  Age  65 
end  Older>  by  MetropoIltan/NonmetropolUan  and 
Urban/Rural"  Status^  1980 

U.S.  population      Percent  age 
Axaa  (in  thousands)       65  and  over 

Metro   169,^30  10.7 

Hoimatro   57,115  13.0 

Urban   167,055  11.* 

Rural   59,^91  10.9 

Metro 

Urban   1*5.^51  10.9 

Rural   23,979  9.0 

tlonmatro 

Urban   2l,603  14.3 

Rural   35,512  12.2 

^"Urban"  and  "rwral"  as  daflnod  by  the  U.S.  Census 
Bureau . 

SOCRCE.  U.S.  Departinent  of  Comnerca*  Bureau  :i£  the 
Canau*.  1980  Cenaua  G&naral  Social  and 
EconoiDlc  Charact^tlsttca.  vol .  1  (Washlns- 
ton*  DC:  u.S*  Governroant  Printing  Office, 
Septembar  19dl). 

2.  Manirfacturing-dependentcoimties — 678  coun- 
ties>  concentrated  in  the  Southeast^  in  which 
manufacturing  contributed  30percent  or  more 
of  total  income. 

3.  Mining^ependentcounties — 200counties>  con- 
centrated in  the  West  and  in  Appalachia*  in 
which  mining  contributed  20  percent  or  more 
to  total  income. 

4.  Specialized  government  couniies — 315  coun- 
ties>  scattered  throughout  the  country,  in  which 
government  activities  contributed  25  percent 
or  more  of  total  income. 

5.  Persistent  poverty  counties — 242  counties* 
concentrated  in  the  South,  in  which  the  per 
capita  i  <miily  income  in  the  county  was  in  the 
lowest  quintile  in  specified  years  between 
1950  and  1979. 

6.  Federal  lands  counties — ^247  counties*  con- 
centrated in  the  West^  in  which  Federal  land 
was  33  percent  or  more  of  the  land  area* 

7.  Destination  retirement  counties— 515  coun 
ties^  concentrated  in  the  South,  Southwest,  and 
northern  Lake  StateSt  in  which  the  net  immi- 
gration rates  of  people  aged  60  and  over  during 
the  1970s  were  15  percent  oj  more  of  the 
expected  population  in  this  age  group  in  1980 
(52). 


J^^  l  370  cotmtiM  did  not  mixi  the  fcquifeiLtsts  for  an^  of  ibc  7  ^iiinl>  groups  and  are  anclas^ined  b>  tbi&  t>p>lug>. 
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Table  2*S— Age  Distribution  of  the       Population  Across  Metropolitan  and  Nonmetropoutan  Areas, 

by  Geographic  Region,  1980 


Oeographio  region 
attd  residence 


Population 
(in  thous^d^) 


tJnd^r  17 
year* 


United  Stetes 

Hetro   I50ie36 

Homnetro   70.650 

North«a»t 

Hetro   38.861 

Honmetro   10.067 

Hidw«st 

Metro   38,919 

Hownetro   19*574 

South 

Metro   Al*036 

Hownotro   31,467 

West 

Metro   32t0ai 

Honmotro   9,5*2 


25  or 

27.5 


24. 
26. 


26 

26. 


26.3 
27  a 

25.1 
23.0 


17-44 
Yoers 


43  91 
40.7 

42  0 
41.2 

43.9 
41  5 

44.2 
40.0 

45.6 
40  3 


4S-64 
years 


19  St 

19.6 


21. 

19 
19 


19  5 
19  9 

19.0 
18.8 


65  year* 
and  Over 


10  4t 
12.3 

11,7 

12  B 


9. 
12 

10 

12. 

10 
10 


SOURCE:    C.H.  Norton  and  M  A    McHanus,   ^Background  Tabl^j*  on  DemoSraphic  Characteristic**  Health  Statua  aTid 
Health  Service*  Utilization/*  t^ealth  Servires  R*iA^jn-rh  23<6)  725-756,  February  1989 


Rural  America  has  undeigooe  a  major  economic 
testnicturing  over  the  past  half  century.  In  1940, 
induslries  based  on  natural  resources — agriculture, 
forestry,  fishing,  and  mining — employed  40  percent 
of  the  rural  labor  force  (93).  By  1980,  these 
industries  accounted  for  fe^ver  than  10  percent  of 
jobs,  while  service,  manufacturing,  and  construction 
industries  had  become  as  dominant  as  they  were  in 
urban  areas  (95). 

The  changes  in  the  rural  economy  have  not  been 
consistently  accompamed  by  prosperity*  Rural  areas 
in  the  l97(te  experienced  both  population  growtl^ 
and  economic  prosperity.  The  disparity  between 
rural  and  urban  incomes  narrowed  during  the  early 
part  of  the  decadCt  with  rural  per  capita  income 
reaching  a  high  of  78  percent  of  urban  income  in 
1973  (255).  During  the  1980s,  however,  the  rural 
economy  slowed  dramatically.  The  rural  unemploy- 
ment rate  skyrocketed  fiom  5,7  percent  in  1979  to 
10.1  in  1982,  and  by  1985  it  was  still  considerably 
high^  than  the  urban  rate  (8.4  v.  6.9  percent).  When 
the  unempbyment  rate  is  adjusted  to  account  for 
discouraged  workers  (those  no  longer  looking  for 
jobs)  and  involuntary  part-time  workers,  differences 
were  even  more  extreme  (13.0  percent  for  rxiral 
workers  v  9.9  percent  for  urban  workers  in  1985) 
(/06).  The  rural  poverty  rate  increased  by  nearly 
one-third  between  1973  and  1983  {106),  despite 
iniprovements,  it  was  still  35  percent  higher  than  the 
urban  poverty  rate  in  1987  {629). 

-ERIC  : 


Individual  rural  communities  are  highly  vulnera- 
ble to  economic  shifts,  because  they  are  so  often 
dependent  on  a  single  major  industry  (e.gtt  agricul- 
ture). The  slow  employment  growth  in  rural  areas 
also  means  that  workers  who  lose  their  jobs  often 
cannot  find  alternative  employment.  Regional  cluster- 
ing of  particular  industries  and  other  characteristics 
of  rural  employment  also  amplify  the  effects  of  some 
economic  changes.  Rural  manufacturing  employment, 
for  example,  is  heavily  concentrated  in  blue-collar 
occupations  in  low-wage  industries.  Thus,  rapid  job 
losses  in  the  manufacturing  sector  are  likely  to  have 
a  disproportionately  negative  effect  on  rural  areas 
(706).  In  addition,  rural  manufacturing  is  heavily 
concentrated  in  the  South,  in  large  regions  that  may 
thus  experience  simultaneous  employment  pcoh- 
lems.  The  agricultural  sector  expenenced  this  situa-* 
tion  in  the  early  1980s,  leading  to  the  **farm  crisis'* 
that  devastated  much  of  the  Midwesl. 

Not  all  rural  areas  fared  badly  dunng  the  past 
decade.  Rural  areas  with  retirement-  and  government- 
based  economies  experienced  economic  growth  as 
high  as  that  in  urban  areas,  at  least  dunng  the  early 
part  of  the  1980s  {253).  But  counties  dependent  on 
farmingT  mining,  and  manufacturing  suffered  very 
slow  economic  g^wth.  In  farming  and  mming  areas, 
real  per  capita  income  (adjusted  for  inflation) 
actually  decreased  between  1979  l984  (253). 
The  economii.  upswing  of  the  early  1980&  for  the 
most  part  left  rural  areas  behind,  two-thirds  of  new 
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jobs  during  this  period  were  in  service  industries, 
and  over  85  percent  of  those  service  jobs  were  in 
urban  areas  (253). 

THE  HEALTH  OF  RURAL 
POPULATIONS 

Health  Status 

Table  2-6  presents  some  infonnation  on  basic 
health  indicators  for  urban  and  rural  populations. 
Compared  with  urban  residents,  rural  residents 
overall  have  lower  mortality  rates^  higher  rates  of 
chronic  disease,  and  comparable  rates  of  acute 
health  problems. 

After  accounting  for  differences  in  age,  sex,  and 
racial  distribution  between  urban  and  niral  areas, 
mortality  rates  ^e  lower  in  rural  areas  than  in  urban 
areas  (table  2-6)  (626).  Two  exceptions  are  notable. 
First,  infant  mortality  is  slightly  higher  in  rural  areas. 
Second,  deaths  resulting  &om  accidents  are  a 
striking  40  percent  h^her  in  rural  dian  in  urban 
areas. 

The  frequency  of  acute  illness,  and  the  ra^  of 
disability  due  to  acute  disease,  is  similar  for  rural  and 
urban  populations  (table  2-7)*  Rural  residents  in 
1986  had  a  slightly  higher  incidence  of  acute 
conditions  than  did  urban  residents,  and  they  had 
more  days  in  which  their  activities  were  restricted 
due  to  these  conditions,  but  they  were  less  frequently 
confined  to  bed  as  a  result  of  acute  illness  (648),  An 
interesting  and  slightly  different  pattern  is  found  for 
the  subcategory  of  injury;  rural  residents  have 
relatively  fewer  injuries,  but  greater  levels  of  injury 
disability  (table  2-7)  (648), 

Chronic  disease,  on  the  other  hand,  is  a  significant 
problem  in  rural  areas.  Some  common  chrcnit, 
conditions  (e*g.,  heart  disease,  hypertension,  diabe 
tes,  arthritis,  and  certain  vision  and  hearing  impair^ 
ments)  are  especially  prevalent  in  rural  populations 
(table  2-8)  (648).  The  high  rates  of  chronic  impair- 
ment in  rural  areas  result  in  slightly  higher  reported 
overall  days  of  activity  Utnitation  (including  both 
acute  and  chronic  conditions)  among  rural  than 
among  urban  residents  (648), 

High  rates  of  chronic  disease  may  explain  the 
urbanMiral  differences  in  self  assessed  health  status. 


The  proportion  of  people  who  consider  themselves 
to  be  iii  only  fair  or  poor  health  has  been  declining 
in  both  urban  and  nnal  areas  (table  2-9).  Nonethe- 
less, rural  residents  remain  20  percent  more  likely 
than  urban  residents  to  consider  themselves  to  be  in 
this  category  (65J), 

Urban  and  rural  residents  differ  in  their  practice  of 
preventive  behaviors.  Rural  residents  are  much  less 
likely  than  urban  residents  to  use  seatbelts  regularly 
(table  2-10),  a  characteristic  that  is  consistent  with 
their  higher  motor  vehicle  accident  fatality  rates 
(649)?  Rural  residents  are  also  less  likely  to  exercise 
regularly,  and  they  are  more  likely  to  be  obese. 
Fewer  rural  residents  smoke,  but  those  who  do 
smoke  more  heavily  than  their  urban  counterparts 
(649), 

In  general,  rural  residents  also  appear  to  use 
preventive  screening  services  less  often  than  do 
urban  resident  (table  2-10)  (649),  This  difference 
may  be  attributable  to  differences  in  access  to 
medical  services,  so  it  is  difficult  to  interpret.  In  at 
least  one  area  of  preventive  medical  care,  however, 
rural  residents  participate  on  agreal^r  level  dianU.S. 
residents  as  a  whole*  Children  in  rural  areas  are  more 
likely  Him  urban  children  as  a  group,  and  inner  city 
children  in  particular,  to  be  immunized  against 
childhood  diseases  (table  2-11)  (651), 

Health  Insurance 

Rural  residents  are  less  likely  dian  urban  residents 
to  be  insured  for  their  health  care  costs,  particularly 
by  private  insurance  (table  2-12).  For  children, 
differences  in  private  insuredness  among  urban  and 
rural  residents  is  slight,  but  rural  children  are 
considerably  less  likely  to  be  covered  by  Medicaid 
(513),  The  opposite  is  true  for  nonelderly  rural 
adults,  they  are  much  less  likely  dian  urban  adults  to 
be  privately  insured,  but  diey  have  ordy  slightly 
lower  Medicaid  coverage  {513),  In  1987,  17,4 
percent  of  rural  residents  had  no  healdi  insurance 
(557),^^ 

Differences  in  private  coverage  between  urban 
and  niral  residents  are  strongly  related  to  employ- 
ment. Rural  residents  are  much  less  likely  than  v^rban 
ones  to  have  employment-related  insurance  (table 
2  13)  (557),  In  fact,  differences  in  piivate  coverage 
betweenurban  and  rual  populations  \\ouldprobdbl) 


^^nchdcs  ojsly  civiUan  and  notiinstihitionolUed  persons 

ERIC  ^^ 
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Table  2-&--Metropolltan/Nonmetropolltan  Differences  in  Selected  Hearth  Indicators 

Indicator  Metro  Norunfttro 

Infant  mortality  (deaths  per  L  OQQ  Livebom  infants  und^r  «se       19&7>   9.&S  t0.07 

Mortality  from  all  causes  (per  1,000  population,  i960)                                        9  ZI  8.S7 

Major  cardiovascular  disoaso. .......................                                      4. 61  4  .  a5 

Malignant  neoplasms                                                                                         1.99  1.73 

Chronic  obstructive  p^Lnonory  disease.  ............     . .     ............        . .      .26  .25 

Pneumonia  aiid  inf luonza. .................................     ...............      .26  .24 

Motor  vehicle  accidents                                                                                .21  31 

All  other  accidents  22  29 

Diabetos  mollitus  16  .16 

Suicide  12  .11 

Hovticide  and  lesal  intervention                                                                        11  .07 

hsxA%  dis«astt  (per  person  per  year,  1987) 

Number  of  conditions   1.73  1.73 

Restricted  activity  days   6.72  7.07 

Bed  days     2.93  2.95 

Work^loss  days  (employed  adults)   3.13  3.00 

School^loss  days  (children)   3.36  3  48 

Cbxcciic  dlftoftso^  (percent  of  respondents  with  activity  limitation,  198&) 

Total  limited  in  activities  due  to  chronic  conditions    12.61  14.91 

Limited  in  major  activity   8  7S  10.71 

Unable  to  perform  major  activity   3.71  4.31 

Limited  in  emount  or  scope  of  major  activity...             ..              .....  5  01  6  41 

Limited,  but  not  in  major  activity     3  91  *  21 

07er«dl  health.  includlTis  both  «cute  and  chrtcmlc  cooditions 

Numher  of  restricted  d^ys  per  person  per  year,  1987: 

All  types  of  restrictions   14.1  14.7 

Bed  days   6.2  60 

Work" loss  days  (employed  persons) ..............  .....  S2  4.9 

Self^assessed  health  st/itus.  percent  of  respondents,  1938 

Fair  or  poor                                                                                                 .9  01  H  01 

Cood                                                                                                                     22.21  24.81 

Very  Sood  or  excellent                                                                                  69  Ol  64.31 

'^rtaiity  rates  Are  adjusted  to  acconmodate  the  dxf£cE<!nt  a&e.  S9X,  and  racial  distributions  of  the  urban  and 

rural  populations, 
^ates  in  these  cfttegorles  are  age-adjusted. 
^Numbers  do  not  add  to  100  percent  due  to  roundins 

SOURCES:  Mortality  rates  from  Nationsl  Center  foj:  Health  Statistics,  unpublished  and  published  data  as 
adjusted  by  Office  of  Tjch.-olosy  Assessment  (se^  refs.  626  and  650).  Restricted  activ^jty  data  from 
C.f]  Norton  mid  H.A  McHanus,  "Background  Tables  on  Demosraphic  Characteristics  Health  Status  and 
Health  Services  Ut  111  lati  on  ■  "  Health  Services  Research  23  (6)  .  725'756  ,  February  1989,  and  U.S. 
Depertment  <>f  Health  and  Human  Services.  Centers  for  Disease  Control,  National  Center  for  Health 
Statistics,  "Current  Estimates  From  the  National  health  Interview  Survoy,  1937,'  Vit^l  ano  Health 
Statistics,  Series  10,  Ho  166,  DHHS  Pub.  No.  (PHS)e6-1594  (Hashinston  DC.  U.S.  Government 
Frintins  Office,  September,  1988).  Activity  limitation  snd  self-assessed  nealth  status  data  from 
1967  National  Health  Interview  Survey  data  as  published  in  U.S.  Department  of  Hoalth  and  Human 
Services,  Public  Health  Service,  National  Center  for  Health  Statistics,  Health.  United  States. 
1988  and  Health.  United  States.  1989  (Hashinfiten.  DC  U  S.  <A?vernment  Printins  Office,  March  1989 
and  March  1990). 


be  even  greater  except  for  the  fact  that  rural  residents 
are  more  likely  than  their  urban  counteiparts  to 
purchase  non-employnient  related  private  coverage 
(table  2-13),  Employment-related  insurance  cover 
age  is  lower  for  agriailtural>  forestry',  and  fishery 
workers— occupations  that  art  predoniinantl>  rural  - 
than  for  workers  in  any  other  industries  (figure  24) 
(557). 


Rural  residents  have  lov^ci  average  income^^  Jian 
urban  residents,  aiid  lo%er  incomes  die  associated  m 
both  rural  and  urban  areas  v^iHx  lo^\e^  ratt^  of  pnvate 
insurance  coverage  (table  2- 14)  {530).  At  any  given 
level  of  income,  however,  poor  rural  residents 
(iflcomeb  beluw  200  percent  of  the  Federal  poverty 
threshold)  are  more  Ukel>  than  urban  residents  to 
have  some  private  insurance.  On  the  other  hand,  for 
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Table  2*7— Acute  CondltJons  Involving  Activity  Limitation  an(!/or  Medical  Attention 
in  Metropolitan  and  f<onmetropolitan  Populations^  1986 


 Htimb&r  par  100  Persons  per  year*   

Conditions  Reatricted  activity  days  Bod  days  

Type  of  acute  condition  Mev^ro      Nonmetro  Metro        NoruneLro  Metro  Nonmetro 


All  acute  conditions  

  172.6 

173.0 

671.9 

707. 

3 

298  Z 

295.  A 

Infective/parasitic  diseases 

  2Z.7 

24.6 

73, A 

78, 

6 

35.1 

36.9 

80.2 

263,9 

265, 

8 

131.0 

136  5 

Digestive  eyatom  conditions. 

  5,6 

5,3 

24,9 

31. 

1 

12.1 

12 . 0 

UrinaT  conditiona  

  a. 3 

4.0 

11,0 

13. 

9 

5. A 

5.1 

Hu5Cu lo  ske 1 e  ta 1 /ek  in 

  5.0 

2,7 

29.0 

28 

3 

i0,5 

6.2 

Ear/eye  conditions  

  10.7 

li.i 

25.5 

20. 

4 

11.0 

7.7 

Unspec  i  f i  ed  fever /he  ad  «c  h  e 

2.7 

8,d 

9, 

1 

A.i 

A. 6 

2A  g 

15&.6 

180 

2 

52. A 

56  8 

Dolivecy/conditiona  of 

1.7 

25,1 

zs 

9 

10.7 

9.1 

Disorders  o£  the  female 

genital  tract  

  1.5 

l.l 

8.0 

8. 

0 

A.I 

2.5 

All  other  acute  conditions.. 

  11.0 

11  0 

A2.8 

A5 

$ 

20.2 

13.0 

^ere  eatimatea  are  baeed  on 

a  sample  of  fewer 

than  123 

OCO  people. 

Estimates  for  low- incidence 

Conditions 

thus  have  a  high  potential  rate  of  error 

Source.     U,5,  Department  of 

Health  and  Human 

Services, 

National  Center  f^r 

Health 

Statistics 

,  'Current 

Estimates  From  the  Natlor^al  Health  Interview  Survey.  United  States*  1987f  "  Vital  and  Health 
Statistics.  Series  10,  Ho.  166.    DHHS  Pub,  Ho    (PHS)  88-159A  (Washington*  &C.    U.S.  Government  Prin 


Table       Selected  Chronic  Conditions  Among  Metropolitan  and  Monmetropolitan  Residents 

(prevaEonce  par  1,000  parsons,  1987)* 


Type  of  chronic  condition 


Metro 


Honmetro 


Selectwl  circiiI:-tOCT  conditioos 
Rheumatic  fever  with  oz  without  heart  disease. 
Heart  diaaase. 

High  blood  pressure  (hypertension)... 
Cerebrovascular  disease. 

Hardening  of  the  arteries  

Varicosa  veins  of  l</--er  extremities.. 
HetDorrhoida ............................... h  . 

Selected  rMpir«toEj  cooditiono 

Chronic  bronchitia  

Aathma, . ,  

Hay  fever  or  allergic  rhinitis  without  ai»thma. 

Chronic  sinusitis  

Deviated  Tta^al  septum, 

Chronic  disease  of  tonsils  or  ^^denoids  

Etophyseajft  

Seleotwl  aikln  aod  maoulAakolat^  cooditioos 

Arthritia  

Goutr  including  SoutX  arthritis  

Intervertebral  disc  disorders .........  .  . . . . . 

Bone  spar  or  tendinitis,  unspecified  

Disordera  of  bone  or  cartilage, ... 

Trouble  with  bunions  

Bursitia»  unclassified  

Sebaceous  akin  cXst  

Trouble  with  ncne. .......  ......... 

Pdorl aaia H  ....  .       ,  . . ,  


8, 
77, 
113 

n 

9. 
30. 
41 


51.8 
39  9 
97. B 
125  0 

7.0 
12  3 

e  I 


123.6 
9  2 
16 

4 
10 
19 

5 
19 

e 


7.6 


99. 
135. 


33 
51 


11  8 

12  9 


59.2 
40  9 
d6  0 
158  e 
3  2 
15  4 
10  2 


158 
11 
'6 
U 

5 

7 
20 

5 

1$  8 
9.5 


(continued  on  next  page) 
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Dable  2^  Selected  Chronic  Conditions  Among  Metropci.ian  and  Monmetropohtan  Residents 
(prevstcince  per  1,000  persons,  1987)*- Continued 


Type  of  chronic  coftdltloft  Metro  Homnetro 


SoLoctvd  fikiii  mad  nusculAflk«L«tal  coodittooi — CoDtimiod 

DsrmatiLts,   , ,  *  *  * 

Trouble  with  dry^  itchijiS  skin  C«nciaa*lti0d>  

Trouble  with  ingrown  nails.  ,    ,  .      .  ..... 

Trouble  with  com3  and  calluses    

Visual  impairment-  , . ,   .  .  ► 

Color  blindness.   .   

Cataracts  

Glaucoma,   .  .   ►      ■  ■  ■ .   .  ■  ■  ■ 

9eftrin&  -^iPaitmcnt  

Tinnitus   ^  .  .  > .  ^ 

Speech  iropairmsnt, ...............   . .  ,  ...  ... 

Absencs  of  extremities. 

P^r^iyttis  of  extremities^  complete  or  partial,   .... 

Deformity  or  orthopaedic  ioipeirnierht    ...  .... 

Back  

Uppor  extrenities. .   

Lowe    sxtremitit,^.  .......  

SeloctfMl  dlSestlT*  ^^^Adltloos 

Ulcer.  

Bemia  of  abdominal  cavity  

Gastritis  or  duodenitis  ...   

Frequent  iJdiSestion  ...  

Enteritis  or  colitis  

Spastic  colon............. 

Diverticula  of  intestiiie^   

Frequerit  constipation. ....... 

Otliot     ^WiXjffA  coDditloiiS 
Goiter  or  other  disorde     ot  the  thyroid 
Diabetes, 
Anemias, 

Epilepsy,   .  , ,  , 

Hi$raine  headache. ... 
Neuralgia  or  neuritis^  unspecified 

Sidney  trouble, . ,  , 

If^^ddvr  disorders  ... 
Diseases  of  prostate.. 
Diseasof  ot  f^tnaie  senital  organs 

^Theite  estimates  are  bas^d  on  a  sample  v?^  fewoi  thari  123,000  p«apie 
thus  have  a  hi^  potentijtl  rate  of  error. 

SO*JRCE,  U  Department  of  Health  end  Uamaii  Seivi^e^t  Kat^o  l  C^*Tit<yr  lor  Hoalt.h  fltatlstlcs.  Current 
Estimates  From  the  NatloneJ  H**alth  Intervl^^w  Survey  United  States.  1967^  Vital  and  Health 
Statistics.  Series  10.  H^.  166,  DHUS  P^^b  No  (PHS)  8B-159*  (Washington,  DC  US  Government 
Printing  Office*  September  X96S) 

States  ure  required  to  provide  Medicaid  coverdgo  to 
all  twu  pdieni  families  Wiih  mcumes  below  State* 
defLit^  poverty  levels.  They  must  also  cover  all 
pregnant  wumen  and  vuopg  children  v^ith  u..omes 
up  to  133  percent  uf  the  Federal  poverty  thicsholdp 
and  they  have  the  option  of  exteudi^.g  coverage  to 
thuse  v\ith  mcotnes  up  tu  185  percent  of  the  poverty 
threshold  (Public  Laws  99-509t  100-203.  Othei 
poor  indiv  iduals  huwev  tr.  still  qualify  for  Medicaid 
only  their  inct*  <es  fall  betov^  State-defm*?d 
eligibilir  levels). 


35. e 

38  9 

16.  e 

22  X 

19.9 

37.1 

16,1 

20  3 

31  9 

j7  H 

11 

22.2 

27  3 

S.2 

lO.S 

82.0 

108.5 

2^  2 

29  3 

9  8 

X0.9 

6  6 

7.6 

4  4 

7  A 

115,5 

118.6 

CS .  ^ 

63  3 

12.  5 

15  7 

50  4 

55  2 

If  1 

23  1 

18  0 

24.0 

12  5 

10  7 

22  6 

35  2 

7  9 

9.9 

5  9 

4  4 

6 

10  0 

le  7 

23  3 

11  4 

11  7 

31  6 

n  7 

12  2 

4  1 

4  9 

35  8 

35  8 

3  3 

5  1 

12  1 

20  0 

1  3 

18  4 

S  S 

e  7 

18  0 

16  2 

Estimates  l^>w  pre^eiciice  conditions 


any  given  income  level>  poor  rural  KSidents  are 
much  l^ss  Ukely  than  Pooi  urban  residents  to  be 
covered  by  Medicaid,  For  farm  residents,  flie  lack  of 
Medicaid  coverage  is  striking;  fewer  than  6  percent 
of  farm  residents  with  incomes  below  th  Federal 
poverty  threshold  were  covered  by  Medicaid  in 
1987,  compaf  ^  ith  ever  44  percent  of  belov^- 
povert'/  *  ;nts  ^and  38  pi^cent  of  nonfarm 
rural  rei>idi*  '  0).  A  jJcely  explanation  is  that 
poor  farm  ^  tend  tu  two- parent  households 
^«/ho  are  often  ineligible  tv.  vledicaid,  {As  of  IWO 

.5 
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Table  2-9»  Proportion  of  Metropolitan  and 
Nonmatropolftan  Residents  Who  Rated  Tlwlr  Health 
as  Fair  or  Poor,  Selected  Years,  1975-88 


Vaar 


Hatro 


1975  

1980  

1983  

198S  

1987  

1988  


11.2 

no 

10.0 

9.0 
9.0 
9.0 


U.2 
14  0 
12  0 
12  0 

10  G 

11  0 


NOTEt  Kwobera  are  adjusted  for  age  Ci  «  .  account 
for  dlfferencoa  in  aS«  distrtbutiona  between 
metro  and  noiusetro  areaa). 

SOUHCESt  U.S.   Departitien^  of  Health  nnd  Huro«n 
Servlcea^  Centers  for  Disease  Control. 
Kational  Center  fc^r  Health  ::t4it istlcs . 
Health.  United  States.  1982.    Health.  Unit- 
ed Stateb.  1986>         Health,  ijnlted  States 
1988.      and     Health.  Jni_ted  States.  1989 
CWtttthlnston,  DC      U,S    Govetrrmietit  Prl..titi& 
Office,  1982;  T^'  -^*ber  1996,  March  19S9t 
and  March  1990) 


Health  Care  Utilization 

Riral  residents  have  less  contact  with  physicians 
than  do  people  in  urban  aieas.  Based  on  responses 
from  the  National  Health  Interview  Survey,  notquite 
three-fo(m*^s  (74  percent)  of  the  rural  population 
have  seen  or  teiq>hoiied  a  physician  within  the  past 
year  (table  2-15).*'  This  proportion  is  slightly  lower 
than  that  for  the  urban  population  (76  percent), 
whose  visits  were  also  longer  m  duration  (651), 
However,  both  urban  ^nd  rural  populations  have 
increas  1  the  nuinb^  and  frequency  of  physician 
contacts  over  the  past  two  decades  (table  2^16) 
(6511 

Compared  with  urban  residents,  rural  residents 
are  much  more  likely  to  visit  a  physician  specialis- 
ing in  family  medicine  ^xtd  much  less  likely  to  visit 
one  specializing  in  internal  medicine  (table  2-17) 
{447),  These  differences  axe  pn.  bably  largely  due  to 
the  geographic  distribution  of  the  different  special- 
ties (see  ch.  10)- 

Trends  for  visits  to  dertists  piirallel  those  for 
physician  contacts.  Rural  residents  a^^eragc  fewer 
visits  per  year  and  are  less  likely  to  have  had  a  recent 


Table  2-10— Selected  Preventive  Behaviors  and  Risk  ^cposure  of 
Melropofltan  and  Nonmetropolltan  Residents,  1935 


fercent       fdult  PotJutatlan  with  bahavior 


Behavior 

M^trc 

Konni^tro 

Uae  aeatbelta  all       naoat  of  titat  .....        ......                    .  . 

36 

9 

25 

ExercU*  regularly    

41 

5 

3S 

Had  ^^P  amear  in  past  year  (wonten  only)   h.... 

46 

\ 

41 

a 

Hftd  btreaat  exam  in  pwt  yw  (>«men  only)    ..      ,  ... 

51 

8 

4S 

Had  blood  preasiire  check  itt  past  year  .............  . 

3 

33 

7 

Have  been  told  h(!tv«  high  blood  preasur^  at  innst  2  tim^n 

lb 

6 

19 

Of  those  with  hi&h  blood  pressure,  taking  tnedlcctlon 

64 

9 

67 

9 

20  porcont  or  toore  above  desirable  body  w*Uht  

23 

1 

?6 

9 

Currently  snaoke  cigarettes. .........  ^ .  . .  .  .  . . . .  h    .      ^  .  , .  .  . 

:o 

3 

'/^ 

4 

Of  aiDOkors,  smoke  25  or  toore  ciB«re^tas  per  da^  

26 

0 

Of  wocnen  aged  18  to  44  giving  birth  *n  p^kst  S  years 

Smoked  in  12  loonths  bafore  givlns  birth    .  . 

31 

7 

31 

9 

<hiit  smoklnS  ^en  pregnant  

22 

0 

IS 

Reduced  sinokins  tth^n  «  remnant  

3S 

4 

0 

Of  drlhkora,  in  the  past  yeart 

Constvned  5  or  more  drinks  In  one  day  on  at  l^ast  S  (Occasions 

24 

26 

0 

Have  drivan  car  when  had  too  much  to  drink  

16 

6 

IT 

E^o»*d  tf    t  least  one  Job-r*lated  health  hazard  in  current  Job 

59 

5 

68 

7 

SOURCE.    U.S.  Department  of  Health  and  Hunan  Servicea,  Centers  for 

Disease  Control. 

Hyattivi Lift.  MD. 

Center  for  HeiiJth  Statistics,  unpublished  data  fr^cn  th4?  198^  MatJionaX  ti^aith  Interview  i^nfj^y. 
Health  Promotion  and  DtseAs«  Prevention  componfjnt . 


^y^se  dAta  ^  &(^sttd  for  th^  diffeitnces  tn  age  dutnbution^  b«iA^cn  urban  cind  niial  populatjt 
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Table  2-11— immuRisaUoft  Status  of  Children  Ag^  1-4, 1935 


Vaccination 


total 

C^^^tral  cvtias 

Otbar  ii>6t,^o  ar«*iii 

55  3 

60  a 

.'i5.^ 

53  3 

52  * 

53.9 

6*  ^ 

55  5 

9 

tol-io   . 

rfeasiaa.   ... 

rtoRiPs  

RubeUa  

Diphtbecia/pecttiEfii^/tatantifiH , . . . . 

NOTE:    These  cataa  aca  aeLf-ci^pof  te-.*  nrd  h^aad  on  ^ostor^d^itt '    ci^ti^ovy  ^    Rataa  i^portad  by  raepondan^s  vrbC: 

confftiLted  vaccination  records  somewhat  biChtc 

SO[JRCEr     ^ata  tzQft  tba  United  Staffs  IimM:i.££tttOl>  Sur<r«V,        pvbli>hed  Iti  U  3.  Dapa^taient  of  tTe.^Ltb  eud  Ht:nan 

Servicaa,  Cej^t^rs  for  Uiseasc  Cor.trol,  H*itJon&l  Center  i^^  Health  Statistics,  H^tlth^  United^tatc^. 

1989  (Hasblngton*  X:    U.S.  C^verncifrnt  Pvititlns  Office.  M*r:;f,  l990). 

Table  2-12— Pefcerrt age  of  Population  vw:*^,  H^jQltti  Sn^ujcincw  Co^^srage,  by  Age  and  Residence,  1S84* 


years 

65+  y^ars 

Typo  of  Insut&nce 

Kotro 

tloikWAro 

W^tro   Honm  rtro 

Uttro 

?tivat«  insacanc^.  . 

.   .     77  2 

?2.e 

72  3 

^6  9 

76,2 

75  G 

:i  s 

.     . .  .111 

13  7 

I 

J  jb 

1 

9S 

96  1 

Publ-ic  assistance 

(Hadicaid,  otbor). 

  6  1 

5  3 

Jl  5 

'  0 

3  0 

5.6 

7  6 

Hllitary/Vot^rans* 

Admin istcatiou. . 

3,2 

3  9 

3  7 

3  1 

^  ; 

G  1 

No  insurance.   . ^  ^ . ^ 

  12. .3 

14  5 

]3  0 

13  8 

If:  7 

0  9 

0  9 

^iimbars  do  not  Cd<1 

tp  tc>  100  p^cc«ntp  inil^ 

" t Jails  nwY 

be  covtted 

by  mor^ 

thfln  one 

type  of 

ii^sur^*;  e 

(^.e.,  tl&dlcat^  and  private  insurance). 
^uRiibac  applies  to  all  |s»cs'>ns  tindec 

SOURCE'  P.  Kies*  "Health  Cara  C^w^raee  hy  i.jdMrtogr^iphlc  and  BtaLtb  Cbaiat  teriSvic*,  United  Stat*^s.  196*," 
Vital  andjTealth  Statiabicj.  Sp^ios  ,  Ho  1B2 .  DHHS  Pub  Ho  CPHS>  87-1590  (Washington,  IXJ  US. 
CoCemiQent  Printing  Ofitica,  HovKr5iJ*r  :^(*7) 

Table  2-13— Private  Irsuiance  C^t^crageofr^otfopolitanand  Nonmetropontan  ResidentSf  19^7 


Place  o*"  residensa 

2C  largest  tcatco  act'as 
Other  netcc  acCas. . 
Nonniatr::?  araaj(  . 


, ^ ,       _      Percent       population  with  type  of  health  insurancg*  

£i?.ploy(a(»nt-rtil,^terf        Other  privata       Public  cov&ra^e 
prUate  covorafte  coviirago  only  po  co-^erj^e 


65  0 
67  * 
57  * 


9 

0.9 
13, if 


10  2 
9  0 


If.  1 
U  7 
L7  ft 


SOURCE 


P  F,  Short,  A  Monheit.  and  K.  flaaure^.  A  Ptf  iVa  of  Uninsured  Amaricanh.  DflHS  Pui>  Ho  <PHS) 
3^*3  CRoc>viLl^,  HD     US    Depaitj^ient  of  SeaHh  and  Hujii^n  Services,  Septembor  1909) 


dentaj  visit  (table  2-1^)  {65^)  Eleven  percent  of 
rural  residents  have  never  visited  a  dentist  (65/), 

Hospital  utilization  differences  between  rural  and 
urban  populations  are  less  consistent,  Ptoportion" 
ateiy  more  rural  than  urban  people  a*e  hospitalized, 
but  their  hospital  stays  are  shorter,'^  and  rural 


residents  ha  '  only  slightly  mo-c  hospital  days  per 
100  residents  in  1988  (table  2-18)  (65/),  Rural 
residents  al^.o  have  fevver  emergency  room  visits 
{447).  As  with  ph>>t*_ian  contacts^  however,  trends 
in  utilization  are  uirriilar,  oibdu  and  njal  groups 
have  decreased  both  tlicir  rates  of  hospital  adiTiiS" 
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l^Datflftomtbc  National Hcalthlntcrylcv^  S^irvcy  ^h<yw  tb;.:  ^^ratre&idcntsi^i^mmtic  to  report  ^tu»nerbu^pttal$taysUianuit>anrt$idc^  Since  t9&7, 
bowfvcTt  ruial  bosptuUs  have  aciualJy  been  qjortiug  slighlly  longer  avtx^c  sra>s  than  urban  hospiial?  (s«  th  ^)  Die  rojon  l'>r  tftc  djscrcpflticv  a 
"*iclear. 
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Fl0Ufo  2-4— Health  Insurance  Status  of  Working  Adults  and  Their  Families, 
by  Type  of  Industry,  1987 


M  tALfO&turliiQ   '  — ~ —  '  


Cof^olrjclloi    'fe:^iSOTi3raS^!S3m3  ^ 


A9r<ovlt<jr0/rdr*«lf  y/  J~™*™IZ!!!!r  ' 

0  50      30      xo      SO      60      ro      eo  ioo 

Percent 

f  mpioyr^dnt-rolatad     ^^^^^  Un^Att^fOd 

Uitt«ur«d  toprfcflrt*,  IWHSJ  p,Av.  rK>,  {PriS^  ^9-:  *i5  '^lw>v*H«»  MO;  U,S  D«parhi>*f.(  o*  Health  and 
Human  S«ni^,  Sftpt«a£^^  1^). 


Tflable  2-^4 — insuranc*  Coveiagt  of  the  Populat'crt  Und'^r  Age  65,  by  Residence  and  Income,  198? 


Iwocwjo  (percent  of  Federiil  ^   Pt^rc&tit  oi  population  covp-od 


poverty  level)  atid  Ijhii^iput^d  Hedl';aid  Private/other 


BoLcnr  poirertj 

^^&tro                       .  37  0  ift^  U  \^  ^ 

KonmiJtro             ....  303  V>  b  Z 

Farm  ...  ^2  56  S 

Metro                                                       .  i6  U  n  5  50  1 

NonmofcEO   3]  ^  -W  5 

No/ifam      .        .      ,  :J2  '  "  58  1 

f^rn  ...  ;a  7  ^9  714 

Metro                                                    .  2t  1  6  1  67  e 

KfWr.>tro   ILJ  S  5  3  74  9 

Non£am       ,     .  .                                -  :>C  ?  5  r  74  7, 

Farto.  -        .      ,   .  I'j .  1  11  A3 

Motro .   J     ^  11  &6 

Hotunetr^.  ,        .  11  ?  0  9  &6  a 

Not^fam                          .                                  0  10  09  0 

Fami. ...                          ....  l*-  4  0  3  85  3 


SOURCE      A<itapted  f^om  D    Rowland  ar,d  B    LVon^,     Triple  Jeopard/    Rural.   Poor,  and  UninsurffJ,  Jitalvh^SenM^ 
Rj?frflrch  23(6)  975*1004,  febniary  1989 


i:RlC 


50  o  Health  Care  in  Rural  America 


Tabfe  2-15— Interval  Sfnce  last  Contact  With  Physician  (1988)  and  Dentist  U^t»^Uor 
Metropolitan  and  Nonmetropolitan  Residents 


Residence 

Tut 

orval  since 

last  visit 

Numboc  ci£  contacts  per 
peraoti  in  Paat  year* 

<  1  yr 

1-2  yrs 

2  or  moTC  yr^^ 

Metro  

5.5 

77  BX 

10  21 

12 

OX 

Horitietro. ,  . .  

4  8 

75  OX 

n 

n 

Dentist  visits 

Metro  

  2  0 

58  83£ 

7. 11 

n 

Hoiunetro*  ........ 

I.? 

51.81 

8  91 

39 

3X 

HOtE:    Data  are  adjusted  ff^r  diff^reMce*  iM  age  distribution  between  rtJetro  and  nonm  .ro  areas 


Physician  contact*  incli.de  telephone*  office  viaita,  hoapital  viaita*  and  other  DeMttst  contnicti  iTiclude 
only  viaita. 

Includea  thoae  who  have  never  viaited  a  phValcian  or  der^tist. 

SOURCE:    U  S    Department  of  Health  and  Human  Servicea*  Centera  for  Diaeaae  Control.  xNational  Center  for  Health 
Statiatlca,   Health,  l^nltod^t^taa,   1^9  CWaahinSton*  DC.     U  S    Government  Printing  Office*  March 


sions  and  their  average  lengths  of  stay  during  the 
1980s  (table  2>19)  (65/). 

TWO  SPECIAL  POPULATIONS: 
A  CLOSER  LOOK 

The  rural  population  includes  many  subpopula- 
tions,  each  with  its  own  characteristics.  This  section 
briefly  examines  Vm  such  subpopulations  itj.  greatet 
detail:  the  rural  elderly  and  migrant  and  seasonal 
iarmwoikers- 

The  Rural  Elderly 

Population  Characteristics 

The  ^eat  majority  of  people  age  65  and  over  in 
the  United  States — 71  percent— Uvt  inmetropobtan 
counties  (6iif).  Nonetheless,  elderly  persons  make 
up  a  greater  proportion  of  the  nonmi^tro  than  the 
metro  population  (13  v.  K  percent)  (table  2-20) 
{6S3).  The  elderly  arc  especially  prevalent  in  to\^us 
of  2,500  to  10,000  rtsid-nts,  where  they  make  up 
nearly  15  percent  of  the  population.  Even  the  oldest 
ages  are  wey-representedin  these  town.,  the  propor- 
tion of  the  population  that  is  age  85  arJ  over,  fur 
example,  is  higher  in  towns  of  this  size  than  in  an> 
other  urban  or  rural  category  (table  2-20)  (633). 

Among  geographic  regions,  the  South  has  by  far 
the  greatest  number  of  rural  elderly  persons.  One- 
third  of  the  Nation's  elderly  live  in  this  region 
(figure  2*5),  and  38  percent  of  them  iive  in  nonmetro 
aii^as  (633).  Nearly  16  percent  of  farm  residents  in 
the  South  are  elderly  (table  2-21).  The  Midwest  is  a 
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close  second  witti  26  percent  of  the  U.S*  elderty. 
over  one-third  of  whom  live  in  nonmetro  areas,  If^ 
contrast,  the  West  and  Northeast  have  a  relatively 
low  rural  elderly  presence  (633)* 

The  rural  elderly  have  incomes  lower  than  those 
of  the  urban  eiderly  (table  2-22),  Based  on  the  l980 
census,  the  median  income  is  lower  for  nonmetro 
than  metro  elderly  residents,  and  within  both  groups 
"rural"  residents  (by  the  Census  definitioa)  have 
lower  median  incomes  than  "urban"  residents.  In 
1979,  nearly  one-third  of  nonmetro  elderly  persons 
had  incomes  that  were  le^;S  tha:»  125  percent  o^  the 
Federal  poverty  threshold  (633). 

About  28  percent  of  boti)  mclio  add  nunmetio 
elderly  residents  hve  alone  (table  2-23^  \6J3). 
Within  nonmetro  areas,  however,  tht^re  tire  substan- 
tial differences  in  U\i?jg  airangementi,  OiAy  16 
percent  of  elderly  [;erit>ns  on  farms  hvc.  alcne,  for 
example,  75  percent  Uve  with  their  spoa:jCs.  la 
contrast,  only  a  little  more  than  one-half  ot  elderly 
individuals  residing  in  small  cuits  and  towns  bve 
with  their  spouses,  while  u^er  30  pcrvent  hve  alone 
(633).  Thus,  tliere  is  cunwdcrable  vanation  wnhiji 
rural  area,  in  the  hume-baicd  fain:J>  and  M>i;ial 
resources  available  to  elderly  people. 

The  gre**i  majority  of  rur*d  elderly  persons — 96 
percent — are  coveied  by  Medicare  <see  tabic  2-12); 
less  than  1  percent  1*  ck  any  health  insurance 
l^o^ever.  the  luial  elderly  are  somewhat  ntore  iuely 
than  the  urban  elderly  to  rely  on  Medicaid  other 
pubil-  assistance,  and  they  are  less  likely  to  have 
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Tablo  2-1&-^Percent  of  Metropolitan  and 
Nonmetropolitan  Resldonts  Who  Kavo  Had  a 
PhysicEan  Visit  Within  tho  Past  2  Years, 
Selected  Years*  1964-88 


V«4r  ^!H^o  Honmetro 

196*   7S  1 

1975   56.6  8^1.8 

1980   86.6  8*. 7 

1982   J7.5  85.2 

1S85   85.9  B^i.O 

1987   87.6  85  6 

1988   88.0  86.5 

HOTE:  Huinbers  are  Adjiiste<j  for  Age  Cl.o  ,  account 
for  differences  in  a8«  dlstrxtvitxonft  between 
metro  4nd  noiunetro  sraaa). 

SOURCES^  U.S.  Department  of  Health  and  Human 
Services,  Centers  for  Disease  Contt-ji, 
Hat^ftnal  Center  for  H<>nltb  Stafistics, 
ge_aidh._  United  Stataa.  1982.  Health.  Unit- 
&<L_St^te_y .  1^66.  He.ath>  Uttlt&d  States. 
1938  "  z  Ti'-i  H&alth^  United  States.  19S9 
CWashinston,  DC:  U  S,  Govommant  Printing 
OfCice,  1982,  Decembej:  1386*  Wa^ch  I3d&. 
and  March  1990). 

private  insuraiice  to  supplemei.t  theii  Medicare 
policies  (5/ J). 

Health  Status  and  Health  Care  iJtiiizauon 

Rural  elderl>  rt^idents  are  more  likely  than  urbao 
elderly  residents  to  have  chrgoic  health  l  itpainn&nt:^ 
(41  V.  36  percent)  (:able  2-24)  (^-^5),  ind  they  are 
n;arc  likely  to  consider  themselves  ni  a^l>  fair  or 
poor  health  (table  2-25).  It  appvjrs  that  disability  due 
to  acute  illness  is  lower  among  rural  than  among 
urban  elderly  residents,  because  when  both  chronic, 
and  acute  causes  of  illness  are  considered,  rural 
elderly  residents  actuahy  report  slightly  fewer  total 
days  of  disability  (table  2-26)  {645). 

Health  care  utilization  trend;*  for  the  rural  elderly 
parallel  many  of  the  trends  for  the  urban  elderly  and 
for  the  United  States  as  a  whole.  For  example,  the 
number  of  physician  visits  rural  elderly  person 
per  year  rose  between  1983  and  1987,  and  v.  ithjji  the 
elderly  group  the  frequency  of  visits  rises  with  age 
(table  2-27)  {645).  Similarly,  the  proportion  of  the 
rural  elderly  population  who  had  seen  a  physician 
within  the  past  year  has  risen  over  time  (table  2  28). 
Nevertheless,  [^ysician  utilization  among  the  ruial 
elderly  continues  to  lag  behind  utilization  by  the 


Table  2*17— Distribution  of  Physician  vfsits  in 
Metropolitan  and  Nonmetropolitan  Areas, 
by  SpeclaUy,  1985 


Physician  specialty  Metro  Hotwnetro 

General  and  family  practice^ ^ ^ . -  11. 9X  52. 6X 

Internal  medicine   51.7  10.0 

Pediatrics   6.0  7.1 

Obatetricsy  syne  CO  logy.   ^.7  5.9 

Genoral  agra^ry   2.0  6.7 

Orthopedic  aurgery. 2.6  31 

pphthaLnoloay   3.*  3.6 

Other   17.4  11.1 

Total   lOCl  1001 

SOURCE:  1935  National  AOibglatory  MMical  Care  Surv^^y 
data  as  cited  in  C.H.  Norton  and  K.A.  He 
Kanus*  **Background  Table^  on  Demographic 
Characteristics,  Haalth  Status  and  Health 
Services  Utilization*'*  Health  Services 
Research  23(6) :725-756.  February  1989. 

urbaii  elderly  in  nearly  every  category  {645).  This 
lower  utilization  cannot  be  adequately  explained  by 
less  illness  and  disability  among  the  rural  elderly.  It 
is  consistent,  however,  with  relatively  more  difficult 
physical  and  economic  access  to  physicians  for 
residents  of  rural  areas. 

Hospital  ijtiiization  patterns  for  rural  elderly 
persons,  on  the  other  hand,  are  not  so  easily 
explained  by  lessened  access  to  hospital  facilities. 
Riual  elderly  individuals  report  more  hospital  di^ 
charges,  but  substantially  shorter  av^.age  lengths  of 
stay,  than  do  *heir  urban  counterparts  (table  2  29) 
{64sy  This  pattern  seemingly  conflicts  with  the 
image  of  hospital  scarcity  in  rural  areas,  and  it 
cannot  be  eAplained  by  ahigher  availability  >^fhome 
caregivers  for  the  rural  elderly  (since  just  as  many 
iionmetro  a^  metro  residents  live  alone). 

A  study  of  Medicare  beneficiaries  in  five  States 
(Alabama,  Califorma,  Illinois,  Montana,  and  Texasj 
lends  some  insight  into  the  enigma.  In  this  study, 
Medicare  hospital  admissions  decrea^^ed  18  peicent 
for  urban  beneficiaries  and  a  draniw.tiL  22  percent  for 
rm:al  beneficiaries  between  1984  and  1986  U^*^^^' 
Not  >nly  dtd  the  rural  tre^i  foDow  the  urban  trend, 
but  thv  greater  decline  Ji  admi^^Mons  for  rural 
beneficial;^,  suggests  the  possibility  tliat  rural 
patients'  hoS|  ital  utilizati^:.  becoming  more  lil^e 
that  of  urban  patient^^.  Furthermore,  when  adnii^^ 
Mons  were  categorized  by  type,  by  far  the  greatest 


'^TlicscnB«fcs arc  for  admissions  fordiffcrcnLC*  uiJgc  Jiul  ica  diJkL-iboiJons  Uii^^iistcd  Uiiicrcncc^  >*crc  J  i  pcr^truJoi  urbdii4ftd 

pctccntfor  njfal  beitciiatHcs. 
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Table  2-1&— Hospital  utilization  of  Metropolitan  and  Nonmetropolltan  Residents 

Measure 


Avor^«  nxsnbor  of  ^ays  per  person  hospitalized  per  year. ........ 

Percentage  of  poople  hospitalised  In  pest  year  

1  episode  

2  episodes  

3  or  jQore  episodes ............................................ 

FercftntftSe  of  people  with  emerSency  visit  iji  past  ye^ir .  ........  ^ 

SOURCES;  1966  date  frow  Robert  Wood  Johnsoii  Foundation*  Access  to  Health_Care  j.n  the  United  Statest  R^j^ilts 
of  a  19S6  Survev  (Prlncston*  HJ.  Robert  Hood  Johnson  Foundation,  1967).  1967  d*ta  from  ;j.S. 
Department  of  Hc^Llth  and  Hunuin  Services*  Centers  for  Dlseese  Control,  tfatiOfial  Center  for  Health 
Statistics,  "Current  Estimates  From  the  Rational  Health  Ifiterview  Survey.  United  States*  1967," 
ViAal  and  Health  Statlstlcs>  Series  10*  do.  166.  DHHS  Fub.  do.  (PHS)  86159^1  (Washin&tOTi,  DC. 
U.S.  Goverment  Frlntlfit  Office,  September  1966).  1966  d^ta  froie  U.S.  Depertmefit  of  Health  and 
Human  Services,  Canters  for  Disease  Control*  Rational  Center  for  Health  Statistics.  Health.  [Jnited 
States.  1969  (Washlnston,  DC;    U.S.  Go^  emment  Printint  Office,  Kerch  1990) 


rear 

bfetro 

Noiunetro 

1966 

6.7 

11.4 

196& 

6.9 

6  D 

1968 

60.6 

66.2 

1967 

e.o 

1967 

e.2X 

9.2X 

1967 

6.71 

7.31 

1967 

1. 11 

1.31 

1967 

0  41 

0.61 

1966 

16.21 

16.91 

difference  in  admission  rates  was  for  medical 
conditions  treated  in  the  local  hospital — particularly 
**high-variation''  conditions,  for  which  there  are 
considerable  differences  in  opinion  among  physi- 
cians regarding  the  apprq)riatencss  of  nospitaliza- 
tion  Jta  1986,  rural  beneficiaries'  admission  rates  for 
this  group  of  conditions,  v^hich  includes  such 
common  diagnoses  as  pneumonia,  bronchitis,  an- 
gina, and  gastroenteritis,  were  28  percent  higher  than 
admission  rates  for  urban  be.ieficiaries  {1S4). 


Thus,  a  plausible  explanation  for  <Jie  :iigher 
hospitalization  rates  and  shorter  stays  of  the  rural 
elderly  ts  that  these  individuals  are  more  likely  than 
their  urban  counterparts  to  be  admitted  to  the 
hospital  for  modest  medical  complaints,  observa- 
tion, anti  testing.  If  this  explanation  valid  it 
presents  a  perplexing  policy  issue,  because  many  of 
these  conditions  mi^t,  in  an  urban  setting,  be 
considered  insufflcient  reasoned  for  hospitaUzation 
(rendering  them  unqualified  for  Medicare  reim- 
bursement). In  rural  areas  where  access  to  urgent 
care  is  difflcult,  however,  it  may  be  that  short 
hospital  stays  to  ensure  that  a  patient's  condition  if> 
stable,  or  that  the  patient  is  available  for  testh,  are 
looked  upon  as  good  care  by  the  patient  and 
physician  (albeit  care  that  is  costly  to  Medicare).  It 
is  worth  noting  tliat,  whatever  the  reason  for  the 
shorter  stays,  the  effect  is  quite  powerful;  rural 
elderly  individuals,  on  average,  spend  22  percent 
fewer  ddys  in  the  hospital  during  any  one  stay  than 
do  urt>an  elderly  persons  (645). 


Migrant  and  Seasonal  Farmworkers 

Population  Characteristics 

V.S.  agriculture  is  heavily  dependent  for  farm 
labor  on  the  services  of  migrant  and  seasonal 
farmworkers.  The  est' mated  4  million  such  workers 
are  a  culturally  diverse  group  who  have  in  common 
a  set  of  employment  related  health  problems  and 
who  are  characterized  by  low  incomes,  a  lack  of 
health  insurance,  a  high  pmportion  of  individuals 
fircm  non-English-s^ealdng cultures,  and  (in the  c  ise 
of  rnigrant  workers)  high  mobility. 

Migrant  and  seasuna]  farmworkers  are  individuals 
''whose  principal  employment  is  in  aght^ulture  on  a 
seasonal  basis  [and  who  havel  been  so  employed 
witliin  the  last  24  monms"  ^Public  Law  100-386). 
Migratory  w  urk^rs  are  those  *  *  who  estabLf>h  ...  for 
the  purposes  of  such  employment  a  temporary 
abode/*  while  seasonal  workers  are  those  who  meet 
the  seasonal  definition  but  are  not  migrant  workers 
(Public  Law  100  386).  "Seasonal**  is  not  defined 
explicitly  in  this  law,  the  Department  of  Agriculture 
defines  a  **seasonar*  farmworker  as  one  who 
performs  25  to  149daysof  farm  wage  work  in  1  year 
(726). 

All  e.stiijiates  of  the  si2e  of  the  migrant  and 
seasonal  farmworker  population  arc  imprecise.  State 
data  and  estimates  suggest  that  there  are  approxi- 
mately 4  milhun  farmwoikers  in  the  United  Stales 
and  Puerto  Ricv>  although  this  cstmiate  includes 
some  duplicated  counts  of  migrant  farmworkers 
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l^ble  2*1&^Trends  In  Hospital  Utilization  by 
Metropolitan  a.id  Nonmetropolltan  Residents, 
Selected  Years,  1084*88 


Year 

Hetro 

Boapit«I  discbuses 

(niM2M:£  poi  lOO  po^sc 

196*  

10,8 

U.3 

1975  

  1K9 

13.6 

19S0  

  u-o 

14  1 

1985  

  10  1 

11  7 

1987  

  9  3 

10  3 

1988  

  8,7 

11  4 

AverasA  l«ttatli  of  bospit&l  sts7  (<l47V) 

196*  

9,4 

7  7 

1975  

  7.e 

6.6 

1980  

  8.3 

7.5 

1985  

7.2 

e  S 

1987  

7.1 

5  8 

1966  

6  9 

6  0 

Totel  baspltel  Inpatl^t  d^ys  (per  100  popuLstlon) 

1964  

  101,5 

87  2 

1975  

104  3 

105  7 

196D  

9l  1 

105  S 

1985  

73  3 

79  3 

1987  

.   ,  .  .       65  6 

63  4 

1988  

68  2 

NOTE      Kumbors  are 

adjusted  f^r  kx 

£or  diCrerencos  in  oge  distributions  botwo«n 
motro  and  nonmetro  areas)  These  data  are 
based  on  Interviews  and  thus  include  or,ly 
Pationts  who  were  discbaiRod  aIivo 


SOURCES:  U,S,  Department  Of  Health  ar*d  Unman 
Services,  Centers  fot  Disease  Control, 
National  Center  fot  Efealtb  Statistics, 
HoflLth,  United  Statfljt.  1982,  H&alth>  Unit- 
ed States.  1986,  health^Unit^iJ  States. 
19^,  and  Health.  Unit&d  States.  1980 
(Washington,  DC  U.S  Governnient  Frir,tJLi^R 
Office,  1982,  December  1986,  March  1989, 
And  March  1990) 

(757),  If  ratios  from  the  late  1970s  still  hold  true, 
approximately  30  p^centof  thesv  faimworkers  ^1,2 
million)  are  migrants  (726), 

Farmworkers  are  culturally  divert;.  In  the  Eai^t* 
many  are  from  Puerto  Rico,  Jamaica,  and  Haiti,  In 
tb^  Midwest  and  West,  the  great  majority  of  migrant 
farmworkers  are  Hispanic,  Native  Amencans  make 
up  a  substantial  proportion  of  the  farmworker 
population  in  the  West  and  Southwest  (720), 

The  living  conditions  of  migrant  and  seasonal 
agricultural  workers  are  typically  poor.  According  to 
one  source,  the  average  annual  family  income  in 
1983  for  migrant  workers  was  about  $9*000»  signi/i- 
cantly  below  the  Federal  poverty  threshoKl  ($1 1,000 

J  f-niiiy  of  four)  {420\ 


Health  Care  Status  and  Utilization 

There  are  few  routinely  coU<icted  national  data  on 
the  health  status  of  farmworkers;  most  that  do  exist 
are  from  fannworicers  seen  in  federally  funded 
migrant  health  centers  (MHCs),  Although  these 
clinics  serve  onl>  an  estimated  523,000  pe^^ons  per 
year — about  13  percent  of  the  target  population 
(757) — they  are  a  vital  source  of  health  care  services 
to  migrant  and  seasonal  farmworkers  and  the  corner- 
stone of  Federal  pohcies  to  promote  healtht  services 
to  this  community, 

A  1981  survey  Ci  MHCs  found  that  obstetrics  and 
hypertension  were  the  most  frequent  reasons  for 
visits  to  these  cUnics  in  1979  and  1930  (table  2-30) 
(256),  A  1984  survey  of  migrant  farmworker  fami- 
hes  identified  some  major  health  problems  in  the 
population  (table  2-31),  including: 

•  ailments  (e,g,,  urinary  tract  infections)  associ- 
ated with  poor  sanitation  and  overcrowded 
hving  conditions  (e,g*,  lack  of  toilets,  hand- 
washing facilities,  potable  drinking  water); 

•  a  prevalence  of  parasitic  infectioris  that  aver- 
aged 20  times  greater  than  in  the  general 
population; 

•  acute  and  chronic  illnesses  related  to  pesticide 
poisoning;  and 

^  hazards  affecting  the  health  of  pregnant  women 
and  children  (605), 

Most  of  the  v/orkers  and  their  famili:.^  oought 
medical  care  mainly  for  acute  Illnesses, 

In  1988>  118  MHCs  operated  clinics  in  33  States 
and  Puerto  Rico  (/5/)The  numberof  MHCs  and  the 
number  of  patient  eno^unters  (visits)  at  those  centers 
have  both  inciedsed  sligiitiy  in  recent  yoars  ^^able 

''2);  in  1988.  there  were  over  4,8  million  encoun- 
icis  (about  41^000  per  center)  (/5/),  Encounters 
specifically  from  migrant  and  seasonal  farmworkers 
increased  nearly  three  times  as  fast  ^  total  patient 
encounters.  In  1988,  farmworker  encounters  repre 
sented  about  35  percent  of  the  total;  the  number  of 
cncountf  "S  per  famnworker  averaged  3.4,  Among  the 
States*  Cahfornia  has  both  the  largest  total  number 
of  migrant  and  seasonal  fannworkers  and  the  largest 
share  of  Federal  MHC  funds  (table  2-33)  UHI). 

SUMMARY  AND  CONCLUSIONS 

Although  '^nual"  is  a  term  with  considerable 
intuitive  meaning,  tvi^j  uommonl>  used  defmitiuns 
of  the  term  describe  somewhat  different  populations. 
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Table  2-20— Age  Distribution  of  Urban  and  Rural  Elderly  Residents,  198O 


 tJcban  CO  aidant  a   Rucal  casidgtits 

Pecce'it  of  total  Honucbanized  acea 

population  In  All  United  Ucbanlzad     10,000       2,500-  Farm        Mateo  Honmetco 

area  tha'^  Is:  Sttitas         All  area       and  over      IOjQQO  All      c^&ldants    areas  acaa& 

Aga  65       over  1K3  11  *  10,9  12  9  U.7  10,9  12,7  10  7  13  0 

65-7A                                     6.9  6  9  6.6  7  5  6.5  6.9  6.6  6,5  7,9 

75-6^                                    3.4  3.5  3  3  ^.1  *.7  3,1  3  3  3.2  3.9 

65  and  over                           1,0  1,0  0.9  1.3  1.5  0.9  0,8  0  9  1,1 

SOURCE:  U.S.   Dep^ctroent  of  Comm^cco,   Bureau  of  tha  Canaus.    1960  Censua     General  Saeial  and  Economic 
Chirac  ta  ci  stic  s  >  vol    1  (Washlnston,  DC     US.  Govacrunant  Println&  Office*  Septfimbec  1961). 


Most  national  statistical  infomiation  is  available  by 
the  county-based  metroAioiimetro  designatioas,  be- 
cause county  borders  are  relatively  stable  and  enable 
consistent  compahsons  over  time.  Unfortunately, 
simple  metro^nmetro  comparisons  often  blur  im- 
portant differences  among  population  s  that  affect  the 
perception  of  their  health  and  other  characteristics* 
Good  infomiation  on  health  status  and  health 
programs  is  vital  to  the  evaluation  of  programs,  but 
when  only  metro/nonmetro  distmctions  are  ana- 
lyzed, information  rnay  be  insufficient  to  a>&ebb 
health  improvements  adequately. 

In  general,  the  picture  of  the  rural  population  over 
the  P^t  decade  has  been  one  of  sluggish  and  erratic 
economic  and  population  growth,  hnprovemcnts  in 
the  standard  of  living  of  rural  residents  have 
generally  lagged  ^^^^hind  those  of  urban  residents, 
and  rural  poverty  ^as  become  a  more  pressing 
problem.  These  gei  Cities  obscure  crucial  regional 
and  local  difTerences,  The  heavy  dependence  of 
many  regions  and  rural  communities  on  single 
industries  make  them  especially  vulnerable  to  eco- 
nomic changes  affecting  those  iiidusuies,  Ct^unticb 
economically  dependent  on  agriculture  fared  badly 
during  the  early  1980s,  for  example,  while  nual 
counties  that  serve  as  retirement  commimitieb  have 
been  relatively  successful  at  improving  then  txt^- 
nomic  well-being.  The  South  i^ontinues  to  be  ^ 
reservoir  of  rural  poverty. 

Despite  persistent  difTerences  in  important  factors 
such  as  income  and  education^  rural  residents  exhibn 
fewer  consistent  indicators  of  poor  health  than  might 
be  expected.  Mortality  rates  are  lower  in  rural  than 
in  urban  areas,  the  most  spectacular  exception  being 
for  accidental  deaths.  However,  rural  populations 
are  characterized  by  chronic  impaimients  and  pooi 
self-perceptions  of  health  to  a  substantially  greater 
extent  than  urban  populations.  The  relatively  high 


prevalence  of  i^hronic  disabihty  and  fatal  mjunes, 
combined  with  a  lower  prevalence  of  some  key 
preventive  health  behaviors  (such  as  seatbek  use), 
suggests  that  preventive  and  therapeutic  health 
programs  addressing  these  areas  might  be  particu-* 
larly  appropriate  to  rural  populations. 

Rural  residents  h?  /e  relatively  low  overall  utiliza- 
tion rates  for  hos^^^tals  and  physicians,  despite  their 
high  number  hospital  adrnissions.  Lower  rural 
incomes,  combined  with  relatively  low  insurance 
coverage  of  nonelderly  rural  populations,  suggest 
that  these  utilization  patterns  may  be  partially 
attributable  to  financial  access.  The  very  low  rates  of 
Medicaid  coverage  among  poor  rural  residents, 
especially  farm  residents,  is  of  particular  concern. 
Interestingly,  despite  continued  limitations  in  finan- 
cial access  to  health  care,  trends  in  rural  health  care 
utilization  over  time  have  paralleled  urban  patterns, 
albeit  at  a  lower  level.  Physician  visits  have  m- 
creased,  and  inpatient  hospital  use  has  decreased,  for 
both  groups. 

The  elderly  arc  dibprupoitiona^el)  re[;rebented  in 
nonmetro  counties,  with  the  South  and  Midwest 
having  particularlj  high  coni.entrationb*of  elderiy 
mral  residents.  The  broad  brubh  of  Medicare  has 
resulted  in  few  elderly  person^  without  any  health 
insurance,  but  rural  elderly  residents,  a^e  less  likely 
than  their  urban  counterparts  to  hold  private  insur- 
ance supplements  to  their  Medicaie  policies.  The 
health  care  utilization  patterns  of  the  rural  elderly 
parallel  those  of  rural  residents  generally,  with  fewer 
physician  visits  but  inoie  hospitahzations — particularly 
short  hospitalizations — than  characterize  their  urban 
counterparts. 

Although  theu  exact  dibtnbution  acro^b  metro  and 
nonmetro  aieab  ib  unknown*  migrant  and  bea^onal 
fannuorkcrji  are  another  population  of  particLiar 
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concern  to  rural  health  services*  The  health  of  the<ie 
roughly  4  million  farmworkers  is  greatly  affected  by 
diseases  related  to  their  living  and  working  condi- 
tions* Federally  funded  MHCs  appear  to  be  a  very 
important  source  of  care  to  this  population,  even 
though  only  a  relatively  small  proportion  of  fami- 
""^^'s  seek  care  in  these  centers. 


RiC 


Health  status  and  liiiancial  aLte&s  areonl>  two  of 
the  major  contributors  to  health  care  utilization.  A 
third  potential  contributor — availability  of  health 
resources — is  the  topic  of  most  of  the  remainder  of 
this  report. 
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Table  2-21— Percent  of  U^ban  and  Rural  Persons  Who  Are  Elderly,  by  Region,  1930 


Er^tire 

Urban                    Rural  resides. ta  Metro 

Jonznetro 

* 

residents                 All           Fartn  area? 

area£ 

South  

11.3                     U  1  15 

.8                   10. A 

12.9 

West   9.> 

10.0                       9.6  10 

2  9.6 

10.6 

Northeast   12^5 

12.6                      10.6            9,8  12.2 

13.2 

Widweat   11.^ 

11.3                      11  4  11 

-6  X0.2 

lA.l 

SOURCE:   U.S.   DeDftrtment  ot  CoinmerCe.   Bucsau  of  th«  Census*  1980 

Census      General  Social  and  Economic 

Characteristics,  vol    1  <MaihinRton*  DC.    US    Government  Print ing  Off ice*  Septahber  t3Bl ) 

Table  2'22-Hnconrt0  Characteristics  of  Elderly  Urt}an  and  Rural  Residents  (age  65  and  ofder^,  1979 

Metro 

Konmetto 

Total        Urban*  Rural* 

Total  Urban* 

Rural* 

Median  incoflid  

$13, ''I      313*775  $U*426 

S10,157  $11,165 

S9.633 

Perc&nt  of  olderly  with  incomes 

below  federal  poverty  level.  , 

12. a         12  ll         15  21 

20  71         16  «I 

22  21 

Percent  of  elderly  with  incomoi 

below  1251  of  Federal  poverty  Uv^I 

20  71         20.31         23  SX 

30  91         26  51 

32  61 

V±  defined  hy  the  Census  Bureaus 

SOURCE*    U  S.  Department  of  Comn^rco. 

Bureau  of  the  Census*  1960  Census. 

General  SocIjI  and  Economic  Charac- 

terifitlcs.  vol.    1  CMashlntton.  DC      iS.S    ftrtvernment  Pri ntinS  Of f ice.  September  1961  ) 

Tabfe  2*23— living  Characteristics  of  Elderly  Urban  and  Rural  Residents,  1930 

Urban  residents 

Rural  teildents 

Ifonurbanlzed  area 

Living                              All  United 

Urbanized     10.000  2,500- 

Fam  H<>tro 

Koninetro 

arrangement  Statea 

All            area       and  over      10. CCD 

All     re«ident&  areas 

areas 

Living  with  others                 66  5 

6*  e           65  9          SO  ^           60  B 

;i  6         6^  2         66  3 

66  3 

Heed  of  household/ 

llvlns  with  5pOu2.^          5S  6 

53  3           53  5           52  1           53  3 

62-1          7-15  6 

58  1 

* iving  with  other 

r«l**ulves         ...  88 

3  2           JO  0            6  3             5  9 

T  ;        6  b  9 

6  5 

Living  tfith  non- 

relatives.                        2  1 

2  3            2  ^             1  e  16 

1  ^          in         ?  3 

1 

Living  alone  27  7  26  8  26  3  31  1  30  6  *  1'.  8         2?  6  2/9 

living  in  group 

quarters   58  6^  56  B5  66         ft  I  -  58  56 

SOURCE'    U  S     Department  of  Com^ierce.   Bureau  of  tbe  Census.    1960  Ceiisus      5<^neral  Social  ^nd  Economic 
Charactertatica.  vol     1  (WasIunSton.  DC     US    Goverriment  PrintinS  Office*  SepLemb^i  1961) 
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Table  2-24-^Percent  of  Metropolitan  end  Nonmetropolitsn  Elderly  Limited  Jn  Activity  Due  to 

Chronic  Conditions,  By  Age,  1987 


M«trc 

Honiti^tro 

>65 

65-7A 

>75 

>65 

65-7* 

>75 

Total  with  limitation  of  activity  

36.2 

33.5 

40.7 

41  0 

38  Z 

45  3 

Experienced  llmitAtion  but  not  in  major 

activity*   . 

.  .  13.5 

11  9 

1$  5 

17  4 

15  3 

20  7 

Limited  i>t  amount  or  Jcind  of  ^Ajor  activity  .... 

12  7 

11  2 

15  1 

13  2 

11. 1) 

15  9 

Unable  to  carry  out  major  activity  

9  9 

10.4 

9.0 

10.3 

11.3 

e  6 

SOiJRCE:    US.  Department  of  Health  and  Human  Services.  Centers  for  Disease  Control.  National  Center  i^t  Health 
Statistics^  Hyattsville.  MD,  unpublishad  data  from  the  National  Health  Interview  Survey  provided  by 
Hakuc*  Oct.  4.  1989. 


Table  2*25— $elf*Assessed  Health  Status  Among  the  Metropolitan  and  Nonmetropolitan  £iderly,  t9&7 


Excellent  Very  z,oo6  Good  Fait  or  poor 


Metio  remidoDts 

AS«  65  and  over  

16 

2] 

31: 

32 

29 

ZX 

Asa  65-74  

  17 

7 

22 

2 

32 

8 

Z7 

2 

Age  75  and  ov^r  

.   .  14 

0 

19 

6 

32 

3 

34 

0 

B^oQBdtxo  r««idaib9 

Age  55  and  ove;. » . .  .  ....... 

13 

1 

20 

1 

33 

4 

33 

4 

Aft*  C5-7*  

13 

9 

19 

3 

31 

0 

Ase  7  5  and  over .......  . . 

...   .  11 

B 

20 

5 

30 

6 

37 

2 

SOURCE'  U.S  Department  of  Health  ar  Hunan  Services.  Centers  foi:  Disease  Controls  National  C^^nter  for  Health 
Statistic*,  HVattsvllLe,  MD,  unpublished  data  from  the  National  Health  Interview  Survey  provided  by 
D.  Makuc.  Oct    4,  1989. 


Table  2*26— Rate  of  Restricted  Activity  Days  Among  the  Metropolitan  and  Non metropolitan  Eideriy  Due  to 
Acute  and  Chronic  Conditions,  by  Age,  1987  (number  or  days  per  person) 


 Af^e  ft  roup  

65  and  ov^^r                      65-69  70-74  75  and  over 

Rostrict«d  activltT 

All  metro   30  4                             25  1  ^1  3  3<-  6 

Central  city   33  3                             2B  3  36  0  36  7 

Koncentral  city.  ^7  7                             22  9  27  fi  3?  7 

AJl  nonmetro.      .   .  30  2                             2^  J  tO  7  l 

Honfarm.   ...  30  7                             2^  ^  32  2  3^  0 

Farm   .            2^  ^                             ?l  &  U  3  9 

Ccnf  iii«d  bod 

All  matro   U  3                             11  8  n  6  9 

Central  city..,  15  9                             US  15  1  1&  3 

Honcentral  city  .  u  ^                            10  6  12  7  1^ 

All  nonmatro   13  2                             10  ^  1?  /  IS  9 

Honfatm   13  3                             10  6  n  &  IS  3 

Farm   .      12  5                                ?  6  2  7  26  1 


SOURCE*  U.S  Department  of  Health  and  Human  Services.  Cent  f^t;.  for  Disp^aSe  Control,  N^^tionaL  Cenh^^r  for  TipAltti 
StatiRtics>  HvaLtsville^  MD^  unpublished  d>TtA  ftoni  th*^  National  Health  li]t(*ivi^w  SurveV  proviHhvl  \>\- 
0.  He>idershot*  Hovombor  19S9 


20-810  0  -  90  -  J 
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TaW©  2-27— Utilization  of  Physician  Services  by 
Metropolitan  and  Non metropolitan  Elderly  Persons: 
Average  Annual  Number  o1  Physician  Visits  Per 
Person,  1983  and  1987 


As«  6 roup 

Physician  visits  Bat  Person  * 

19S7 

Metro  HonjD&tto 

.      7.9  7.1 

9.1  6.2 

7.5  6.3 

8.S  7.3 

75  and  ovor . . 

8.5  7.7 

9.7  9.7 

"Datft  fot  1983  Include  only  visits  iot  which  th^ 
location  of  visit  is  known.  Visits  in  19Q7  includv 
tho5«  In  tinspoclfi^d  places  as  w9ll 


SOURCEt  U.S.  Department  of  Health  and  Human  S«r^ 
vlcesi  Centere  fot  Disease  Controls  Nation- 
al Centftt  fot  Health  Statistics*  Hyatts- 
Vllle,  HDf  unpublish^  data  from  National 
Health  Intvtvlow  Survey  provided  by  D. 
KohuC,  Aug.  2Bi  1969. 


Table  2*28— Utilization  of  Physician  Services  by  Metropolitan  and  Nonmetropoiitan  Elderly  Persons, 

1964,1982,  and  1987 


AS«  Stoop 

Fetcent  ofU^JPtiintion  with  visite 

within  past  va;*r 

li*64 

1952 

1987 

Met  to 

Houm^tto 

Metro 

Nonmvtro 

Mptro 

Nonmetro 

65  «nd  ovst  

  69  3 

70.* 

83.0 

30.7 

65  5 

$3  6 

65-74  

  68,8 

68.9 

81.4 

70.0 

64  1 

60  7 

75  and  over.  

  70.* 

73.2 

85.7 

85.1 

67  7 

06  1 

S0\5RCE:  U.S.  Dvparttaent  of  Health  end  tjuman  Services*  Centers  for  Disease  Control,  tiatxonai  Center  fc>^  Health 
StatietlcSf  Kyettsvillet  HI),  unpubliehed  data  from  the  National  Health  Interview  Survey  provided  by 
D.  MakuCt  Aue.  28.  1989, 


Table  2-29~Hospital  utilization  by  Elderly  Metropolitan  and  Nonmetropoiitan  Persons,  1987*" 


Dlschareea  Awrase  Day?  ot  car« 

(t>er  100  popuietion)  J-enRth  <^f  stay  j:p»r  100  Populations 

A8e  stoup  Katro        Kotmotro  Hetro        Konmetto  Metre  [torwietro 

65  and  over   25.4  26.2  8  3  6  9  22\  ^  181  0 

65-74   22.4  23.6  8.7  6  9  194  6  162  2 

75  and  over   30.1  30.*,  8  6  7  0  265  7  210  2 

^Data  ar«  based  intvrviewa  and  thua  do  not  include  hospital  stays  ^f  persons  who  w^re  not  di^charSe^  alive 
Hetto  ttnd  noiunetto  atatua  refera  to  reaidence  of  tvspondentt  not  locatlo^i  of  hospital  u^^d 

SOUKCE:  UnpublUhvd  data  from  the  National  Health  Interview  Survey,  provided  by  D  MciKuc.  U  S  Dep^irtm^'nt  of 
Health  and  Human  Servlcea»  Centera  Disease  Control.  National  Center  for  Health  ^t^itrs tics, 
HyattSvtllQ,  MD,  Aus.  28*  1989. 


Chapter  2— Rural  Populations  •  ^9 


Table  2-30— Most  Frequent  Diagnoses  Reported  by 
60  Federally  Funded  Migrant  Health  Centers,  1980* 


Number  ot 

£>ia£noftis/r«a5on  {<^r  visit  oncoimtecs 


Ob*t&trles   36. 125 

Hypertension   32  *  067 

Acute  upper  rtvspiratory  infection   30.36^ 

Otitis  media   17.931 

Anoralft   17*889 

Dlaibotos  melLituft   17.266 

Urinary  tract  infection   10,705 

F«mlLy  planning   6.827 

Obesity   *  ,  322 

Iregaja   4.132 

Dermatitis   3.727 

Haert  disease   2.671 

Gastroenteritis   ^  >  594 


*Hot  aU  oi  the  60  centers  respondtnR  to  the  survey 
had  coaipLete  data* 

SOURCE:     W.  Hicks.  "Migrant  Health:    An  Analysis. 

Primary  Focus,    publication  of  the 

National  Association  of  Community  Health 
Centers,  July/AugoSt  1932.  as  cited  In  V  a. 
Wlli.  Th0  OeetiPationaL  Health  of  Hl&rant  and 
SeAsonm  FamworfceTs  in  the  United  States 
(Washington*  DC:     Farmworker  Justice  Fund> 
Inc..  1986). 


Table  2-3l--Maior  illnesses  Reported  by  Migrarc 
Farmworker  Families,  1984 


Percent  of  families 
re:)orting  at  least  on© 
member  with  sPecified 
illness  dorin^ 

Illness  the  past  year* 


Eye  problems  ► . 

35 

2 

Depression. ■ 

23 

1 

Anemia. ... 

21 

7 

Arthritis                           .  . 

13 

HiSh  blood  Pressure 

16 

e 

rtlXIblrth.  .... 

16 

2 

Kidney  problenus 

U 

e 

Obes 1 ty  

14 

3 

Problems  during  pregnane^ 

13 

4 

Asthma  .  .  ^  . . 

5 

Intestinal  parasites    ,  . 

11 

3 

Deafness  . 

11 

2 

Heart  problems 

11 

2 

Ulcers ... 

4 

Sunstroke. . 
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4 

Diabetes 
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5 

Cancer. 

4 

7 

Epi Lepsy 
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7 

FestLClde  poisoning 
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Liver  damage 
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'  Lazy  eye" . 
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e 

Infertility 

3 
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Sickle  cell  anemia 

9 

Alcohjli&m 

1 
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l^olio 

0 

9 

'^Gurvt^y  included  109  mi^r^snt  f armworkf^r  fellies 
SOURCE  R  T.  Trotter.  "Project  HAPPIER  Final  Report 
Of  Survey  Results  Migrant  Family  Survey*" 
Sept  2l>  198<^.  as  cJttod  in  V  A  Wtlk*  The 
Occupational  Health  of  Migrant  and  Seasonal 
Farmworkers  in  the  United  States  CWashinfi- 
ton.  DC-  Farmworker  Justice  Fund,  Inc  . 
1966) 


Table  2*32— Utilization  of  Fede      hounded  Migrant  Health  C<*nters,  1984-88 


P*ircf*i;t  chanf^e . 

lUBi*  l9ef>  198^^  \^3&7  1986  l98*-ft8 


Number  of  centers*  114  120  \?*^  119  ^  ?> 
Total  center  encounters 

(in  millions)  ^  ^2              4  OS                            ^72             ^                       :  ; 

Total  farmworker  encounters^ 

<in  railLlons)  ..  1  42               1                 i                  1  f.;              1                       l  ?  i 

Estimated  total  {arm^orker 

encounters  P«r  person*^  3  j^e               3  3e            1                  3  '.0               ^  ^0                    i  2 


^Nuinber  of  health  centers  receiving  Fed*»ral  fonds  aoMu^n^ed  under  r^ortinP  :i29  oi   {h^  Piiblir  HeiLth  i;Mvir^> 
Act. 

the  lie  centers*  117  were  r**ported 
^Mi&rant  and  seasonal  farmworii^ers  onL> 

SOVFCE      US.  Department  of        1th  and  Humjn  Servnce^.  IL.iUh  Ecsouicps.         o^»rvif*;  AlIjtiiu'' i  .jt  .  oti .  J'urp 
Q  Health  Care  Delivery  ar.d  Assistance    nni>iiVi  1  j  i  befl  0  p»..i  [.rovidorl  hv  ^     Kf.cin,  fior  k  v  1 1 1**^   t^D  M.ixM^ 
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Table  2*33— State  Distribution  of  Migrant  and  Seasonal  Farm;»orkers  (MSFW)  and 
Federal  Mfgrant  Health  Center  (MHC)  Funds.  Flscaf  Year  1988 
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Chapter  3 

Federal  Programs  Affecting  Rural  Health  Services 


INTRODUCTION 

Federal  programs  affect  the  avaHability  and  provi- 
sion of  rural  health  services  in  amulti^itde  of  ways. 
This  chapter  presents  -  brief  overview  of  majoi 
health  programs  that  fall  into  four  categories. 

1,  Programs  whose  primary  function  is  to  pay  for 
direct  hecdth  services — specifically.  Medicare 
and  Medicaid.  These  two  programs  fund  a 
substantial  amount  of  rural  health  care*  and 
consequently  their  policies  can  have  a  large 
effect  on  the  availabilit)'  and  provision  of 
services,^ 

2,  Federal  block  grant  programs  that  provide 
States  with  resources  to  fund  and  provide 
services.  Three  major  programs  that  affect 
health  care  generally— die  Maternal  and  QuW 
Healdi  block  grant,  die  Preventive  Healdi  and 
Healdi  Services  block  grant,  and  die  Alcrhol. 
Drug  Abuse,  and  Mental  Healdi  block  ^nt — 
are  described  here, 

3,  Federal  programs  whose  primary  purpose  is 
to  augment  the  health  resources  available  to 
underserved  areas  and  populations.  Most  of 
diese  programs,  which  augment  personnel, 
facility,  and  planning  resources,  are  adminis 
tered  through  die  U.S.  Department  of  Healdi 
and  Human  Services*  (DHHS's)  Health  Re- 
sources and  Services  Administration  (HRSA), 

4,  Health  policy  and  reyeurch.  The  Federal 
Goverrmieni  has  recen  ly  undertaken  to  ctin- 
soUdale  some  heaidi  research  and  pe'icy 
efforts,  including  efforts  focused  on  r.^oi 
healdi.  Notable  current  efforts  include  rhoss  of 
the  Agency  for  Healdi  Care  Policy  and  Re- 
search and  die  Offline  of  Rural  Healtn  PolKy 

Table  3-1  .esents  recent  approprit^-'-.n  figures  fur 
block  gr<tnt  iind  healdi  resources  progra^niis. 


HEA?.TH  CARE  FINANCING 
PROGRAMS 

Medicate 

Medicare  is  a  Federal  healdi  ^.^urance  program 
diat  serves  approximately  34  mUlion  elderly  and 
disabled  persons  and  has  an  estimated  1990  outlay 
of  $108  biUion  {146,201).  It  is  divided  broadly  into 
two  parts,  distinguished  by  dieir  financing  inecha- 
msms.  Part  A  (Hospital  I  i^^uran  e)  is  fmanced 
dirough  S^jcial  Security  taxes  and  covers  hospital 
inpatient,  skilled  -lursing  facility,  and  home  healdi 
services.  Part  B  (Supplementary  Medical  Insurance) 
is  financed  through  a  monthly  premium  and  genera! 
revenues  and  covers  outpatient  and  physician  ser\ 
iu  and  nonhospital  medical  equipment.  Table  3  2 
sunimarizes  Medicare's  basic  medical  care  coverage 
and  die  ba^^c  limits  and  copayments  it  imposes. 

Because  Medicare  pays  for  die  healdi  care  serv- 
ices used  by  a  large  proportion  of  die  population,  and 
because  its  payment  and  regulatory  policies  are 
often  used  as  models  b>  odier  third*party  pa>ers,  it 
^.an  have  a  major  effect  on  healdi  care  providers.  In 
addition.  Medicare  expUcuIy  distmguishes  between 
rural  and  uroan  providers  when  paying  for  services. 
The  discussion  below  briefly  describes  some  of 
diese  payment  policies. 

Hospital  Inpatient  Payment 

Basic  Payment  Methods — Hospitals  are  reim- 
biirsed  for  ui^  aiient  ,scr/ices  provided  to  Medicare 
beneficiaries  according  to  ^  prospective  payment 
system  (PPS),  under  which  a  hospital  is  paid  a  fixed 
amount  for  treating  each  patient  (Public  Law  98 
21).^  Tliis  payment  amount  is  linked  to  die  primary 
diagnosis  of  die  patient  and  the  diagnosis-related 
group  (DRG)  to  which  die  patient  is  assigned.  The 
system  is  b*ised  on  avera^e^  and  is  ^tended  to  footer 
efficiency,  if  a  ho,spital  i,s  able  tu  keep  its  own  costs 


MedJca]  Plogram  of  the  t^Aif^^^  SCfVjccs>  nouC\^r,  il^ir  jk^Iicks  bjvc  nwxK^h  i^s  im[>,ut  on  nir^J  U^aIW  scr^K<^  ^n^t  iKu^  fh,t  dcvriKo  i, 
rbcTiu|iAnHeallbScrviccalM>pr(7Vj<K?sand funds  scrvi^s  10 Ute^jettifi^  Us  Nl^hvi.  Aiua'      .  iIl^^ jfiio^i 

is  tbe  lopic  Qf  a  previous  orA  report  apd  is  not  dc:;rnbc()  tn  this  chapter  <^/6> 

^Certain  specialty  iKfSpiUls  ipsyth<«nc^  cancer^  /chabjJiUtJon*  and  children  ^ho^pjiajsi  jrc^i^t  nipl  ;T<>oi  ihc  p^Kii^uj^i  u  fL 
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Table  3-1— Appropriations  for  Selected  Tedefal  Programs  Affecting  Rurai  Health  Sef  vices.  Fib^ai  Years  I9d0i 

1988,1989,  and  1990 


1380  1988  1989  1990 


Maternal  and  Child  Health  S«rvi%^os  HA  526.57  554  27  553  63 

Preventive  Health  and  Health  Services^  HA  85  ^1  64  26  83  19 

ALcohOl,  Dras  Abuse,  ^nd  Mental  Hecitth  Services  HA  643  20*^  805  59*^  U192  65"^ 

Otber  proiE^au  that  Affect  ho&ltb  care  faciLibic»s 
and  sorvicQE 

Coirmunity  Health  Centers  .  £59  96  ^15  31^*^^*  435  36*^  453  $9^ 

Migrant  Health  Centers  .  37  S'i  ^7  C5  37 

Black  Luus  Clinics...  3  80  3  26  3  iZ  3  65 

Kural  Health  Car»  Transition  Grant  Program  MA  H^  B  89  17  76 

supply  and  dlatxlbubico 

national  Health  Service  Corps*  153  58  ^2  61  ^7  77  50  72 

Area  Health  Education  Centers  21  0  ]  7  23  17  0.^  16  13 

Border  Health  Education  C'^nters^  Ha  HA  KA  3  93 

Advanced  Hurse  Training  Programs  IZ  0  16  76  17  29  12  77 

Advanced  Kurse  Train^eships.  ii  0  45  !2  84  13  50 

Allied  Health  Grants  and  Contracts  5  1^*  0  0  0  7i 

Interdisciplinary  Traineeahips  for  Rural  Are^s  ^  NA  Ha  2  21 

Hucse  Anesthetist  Iraineeships  anO  Prcgtams  MA  0  77  0  79  t  13 

Nurse  Practitioner  and  Kur^e  Midwlt^ry  Prograi^s  13  ^>  H  ^9  U  85  13  A3 

Nursinfi  Special  Projects.   .  15  0  H  GB  12  05  12  65 

Hursc  Undergraduate  Scholarships^  NA  NA  NA  2  95 

Physician  Assistant  Training  Progr^^s  10  ^  ^0  4  5i  4  79 

Family  Medicine  Kesidencies^/General  ()*;ntL&t.y^  "SS  5^*  35  ^4  98  69 

Family  Medicine  Departments  (Undergraduate;  9  50  6  7C  6  62  6  68 


KEY     HA  ^  not  applicable 

^Excludes  appropriation  for  pro^^ran*  administrative  suppc '^t 

^Tbc  Alcohol  and  Drug  Abuse  Treatme:^t  arid  Ren^bi  li  t4*t  1  on  LADlR^f  hi.ock  grant  vfA^  Cimbin*^^.l  with  Alcohol* 
Drug  Abuse,  and  Mental  Health  Services  (ADMSJ  block  gr.iM  in  1989  ^PubUc  Law  tOO  bOS.  as  ^ei^ded  by  Pub]  ic 
Law  101-93)  Fiscal  year  1968  and  1989  figures  thx^  t^>]ulc  Lr:cli:de  ^ppropri at imis  for  bot>  ADMS  and  ADTR 
block  grants*  while  th*  1990  appropnatior  represents  the  new  ro*riL>ned  j^pproprt^ition;. 

^Includes  infant  Mortality  Imtiativo  funds 

**includes  ^^2  25  million  reprogi ait^ncd  fron  t*^e  H^tiontil  Health  Service  Corps  [*Jh?C;  Fit^I-^i  Iro^r^  to  Corfur. m  1  * y 
Health  Centers  fCHCs)  to  pay  the  salaries  of  HHSC  assignees  ir  CHCt  Porl^ian^  of  Tht>  rjrigiii^l  NHSC  Y\f*\^ 
Program  appropri.^tions  were  repro^iaiirtned  in  th's  mann<*-  from  i9S^  through  l^bH 

^Includes  apptopriat  lOiis  for  National  Health  Sf^ivite  Corps  Scholarship.  Lo.m  RepiyrTtt*i  t  h       \  FrogrrTms 

^New  program  in  199f]    The  IntercJist.  jpiinarv  Tr^Mt^ s^thi/i^  foi  ftuial  Are.i^  Frogr^m  w;ti>  \  :        ^\  ^^0 

million  m  fiscal  year  19&9  for  a  rtudv  of  r  iral       -  th  manpower  ^jnd  e^u^tic^ti  T^f-r^ds 

^Includes  funds  for  naculty  devel^>I/nent,  predoctorai  tr^Jini/^f;,  and  re;id^ricv  Tr.imiT.*; 

^Until  19^0*  gener,il  dentt^try  trHi;nine  fL.r-dJ   ••■'-^tv  p^rt  of  t,^^?  nij^prcj  1  i.^tirn  for  iarri.!     r,..r',  -t^  ^  ^  A.wn.K 

Fiscal  year  1990  appropri  it  1  on^^  itj  t\\i  ^  t<ti- '     iv-tAn^ie  !^\'\  1  ^^pt  i     *        i  i  1     h  pr  >v  1  'i"  *' 
SOURCE      C^ffic*  of  T^^chroloKv  r\&-.'^5-.'"0Tit  19^i(j 


lower  than  the  average  costs  represented  'iie  DRG 
payment,  it  may  keep  the  diffcrei.ce. 

The  basic  PRC  rates  arc  adjusted  according  to  a 
myriad  of  factors  tiiat  depend  on  the  location  of  the 
hospital,  .mong  other  things,  to  determine  the  final 
payment  amounL  As  summarized  in  box  total 
Medicare  inpatient  payn^^^nts  recc:v?d  by  a  ho.'ipttal 
over  the  course  of  a  yea.    e  the  sum  of: 

•  total  DRG  payment%  uhich  are  the  ^um  of  the 
basic  DRG  pfiymcjts.  paymen.  for  transfer 


ca.ies.  and  'Vutber''  payments. 

•  additional  payments  for  teaching  and  odier 
activities:  ^d 

*  piiS-thruugh  ptnni^nls  Un  !_apit<ii,  diret  t  medi- 
cal edui^ation.  and  .trtain  uthei  expenses. 

The  components      the  basic  DRG  payments 
ifferentiatc  exphCjdy  between  rural  and  urban 
hobpitidi..  For  each  paticjit  treated  by  tlie  hospital, 
die  b<isic  DRG  payment    the  produ^-t  of  the  biisic 
^tandardt;,ed  p^^  ment  amound  die  wage  index,  and 
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Table  ^2-  Nummary  of  Major  Medicare  Benefits,  Copayments,  and  Coverage  Unitations,  1990 


Copayments  and  coverage  Limitations 


Part  A  bcDetlta 

f1osplt«I  acuto  inpatient  caie 


Fsychistric  inpatient  csre 
Skilled  nursing  laoiHty  care 


Home  health  services 


Hospice  services 


Fart  B  bcDofits 

Physician  and  other  mediq^L 
sejrvices 


Hvspital  outpatient  cajce 
Ambulatory  suigical  cenie]c 

<ASC)  care 
Mental  health  services 


*  Coverage  limited  to  90  days  per  speLL  of  iLLne^s.    plus  60-day  LifelJim« 
reserve," 

w  Coverage  begins  after  patient  pays  $592  dedt^^tibLe  Cpe*  speLL  of  illness), 
u  Ifo  coinsurance  for  days  1  through  ^0,    Fat)   >t  roust  pay  coinsurance  equal 

to  251  of  deductible  tor  days  61  through  90. 
L  Fatient  pays  coinsurance  equal  to  501  of  deductible  for  each  of  the  60 

"lifetime  reserve'*  days.    After  lifefime  reserve  is  used  up,  patient  is 

responsible  f^t  lOOX  of  the  hospital  bill 

■  Same  as  acute  inpatient  but  limited  to  *^0  total  days  of  cov<>rage 

■  limited  to  100  days  of  care  per  spell  of  illness 

■  Patient  must  pay  coinsurance  equal  to  1/8  of  hospital  deductible  after  day 
20  ($74  in  1990), 

■  Does  riot  cover  custodial^only  care  m  a  nursing  facility 

■  Patient  must  have  been  hospitalized  for  at  least  3  consecutive  days  witbm 
past  30  days  for  benefit  to  apply, 

■  Patient  must  be  homebound  and  in  need  of  only  part-time  or  intertnittent 
nursing  (no  limit  on  other  visits), 

■  Does  not  cover  custodial  services  <e  g, ^  housekeeping,  cooking,  bathing) 

■  Services  must  be  furnished  under  a  physician^s  plan  of  care 

■  Ho  coinsurance  or  deductible  for  most  home  health  services,  20X 
coinsurance  on  new  durable  medical  equipment, 

c  Limited  to  210  days  of  hospice  care  for  terminally  ill  patients 

■  Patient  must  pay  coinsurance  equal  to  51  of  dr^is  costs  or  $5.  whjichever  xs 
less , 

■  Patient  must  also  pay  coinsurance  equal  to  51  of  Medicare's  cost  for  daily 
respite  care  services,  up  to  a  limit  equal  to  the  hospital  inpatient 
^eductlble. 

atient  must  give  up  the  right  to  most  other  Medicare  benefits  to  receive 
hospice  services  (this  election  is  revocable), 

■  Pi^tient  pays  201  co^nsuiance  on  allowed  charges  aftei  initia^  annual  pait 
B  -deductible  rdeduetible  Is  ^75  in  1990) 

■  Patient  pays  any  part  of  bill  that  exceeds  a)io«ed  charge  if  physician 
doej  not  accept  assignme.     fur>  to  a  maximum) 

*  Benefit  includes  only  dia<snost*c  and  treatmei*  si^rvices.  most  preventive 
services  not  covered  ^ 

■  Patient  pays  201  coinsurance  on  cha^-^f^s  after  meetLt.g  part  B  deductible 

■  Patient  pays  201  coinsurance  on  applicable  A^C  payment  amount  after 
meeting  part  B  deductible 

■  Subject  to  $250  annual  Medicare  payment  licnit 


^A  "spell  of  Illness"  begins  with  the  first  day  of  hosf^italiiation  ^nd  ends  when  the  beneficiaiy  n^s  11^1  bf^e;i 

an  Inpatient  m  a  hospital  or  skJLDed  nursing  facility  for  60  consecut^ve  dayt 
^Horoe  health  services  are  covered  urider  both  parts  A  and  B 

^Exceptions  Are  vacCiT*e  foe  ptieumococcal  pneumonia^  vaccino  tor  hwpatitis  B  for  hifih  noK  indJivid^^aii.  routine 
Fap  smears  (as  f^*  July  19^0),  and  preventive  set^/ices  provided  to  liedi*.are  benefit,  ar^es  enrolled  iCi  he^itti 
maintenance  orettrA^tations. 

SOUHCE.    Office  of  Technology  Assessment,  199c      Information  from  C<?mm^*ti.f»  Cif*ai:in£  Yljift^f*.  Inr  .  M^dic^r^?  ind 
^J^ j 9 (Chicago,  IL-    Conferee  Clearinghouse,  Inc  .  1990) 


the  ORG  weight.  The  DRG  weight  depends  only  on 
the  diagnosis  of  the  patient*  The  standardized 
amount  and  the  wage  irdex,  hovtever,  distinguish 
among  hospitals  oi.  the  basic  of  whether  of  not  the 
hospital  is  located  in  a  metakpoUtan  statistical  area 
box 


Addi^^onal  pajments  art  also  made  tu  ccitam 
hospitals  for  other  costs  specific  to  the  tjpe  of 
hospital  and  the  population  it  ^er^c^.  These  include. 

♦  payments  to  account  for  die  mditevt  costs  to  a 
hospital  of  providing  medical  education  lo 
physicians. 
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BoxS'A — Summary  of  Formula  for  Medicare  Payment  to  Ho!>pitah  for  Inpanent  Care  January  I 

(1)  <2)  (3) 

Totri  payments    total  diagnosis  related  group  (ORG}  payments  -^addMonalpayf^^^nts  +  pass -through  payments 

(a)  (b)  (c) 

(1)  T^tai  ORG  Payments  =  regular  pRG  payments  +  payments  for  transfers  +  ^urfj^  r  payments 

(a)  Regular  ORG  payment  =  standardized  amount  X  wage  index  X  DRG  weight 

•  The  standardized  amount  varies  by  location,  with  the  difference  between  nonmetioand  all  other  " 
metro  areas  scheduled  to  be  gradually  phased  out.  In  1989  these  basic  amounts  were. 

$3396.56  in  metn>  areas  of  over  1  million  populations 
$3342p79  in  all  other  metro  areas;  and 
$3,107,20  in  nonmetro  areas, 

•  The  wage  index  applies  onfy  to  tlie  labor  portion  of  the  standiirdized  amount  ^thc  labor  portion  is  74,4 
percent  of  that  amount).  The  324  metro  areas  each  have  a  unique  wage  index.  There  arc  also  4S 
nonmetro  wage  indexes,  one  for  all  the  nonmetro  counties  in  eat-h  State  IKhode  hUmd  and  New  Jersey 
have  only  metro  areas). 

•  The  DRG  weight  depends  on  the  diagnosis  of  the  patient.  There  are  474  separate  weights, 

(b)  Payments  for  transfers'. 

^  Hospitals  recei'  e  a  pel  diem  payment  for  each  day  before  a  patient  is  ;ransferred  iup  to  the  DRG 
payment  J, 

•  Perdiem  rate  =  regular  DRG  rate  +  the  national  average  '^ixgth  of  stay  for  that  DRG 

(c)  Outlier  payments. 

•  Payments  are  the  greater  of  day  or  cost  payitieftt, 

•  Day  payments  are  60  percent  of  the  per  diem  rate  for  liiat  DRG  for  each  day  abi^ve  a  set  day  outlier 
threshold, 

•  Cost  outliers  payments  a'^e  75  percent  o'' excess  cost  of  case  Over  set  co?,touthcr  threshold  for  that  DRG 
in  that  hospita«, 

•  Outlier  payments  are  financed  with  a  Federal  sci-astde  of  5  to  6  percent  of  \  ->vd\  DRG  payments, 

•  Payments  are  fiiianced  frotn  separate  pools  fo;  metro  and  nonjn'jfo  hospitals. 

(2)  Addtttonal  payments  go  oniy  to  oualifying  hospitals, 

•  The  teaching  adjustmpnt  goes  to  teaching  hospitals  to  vompensate  for  the  indirc<.i  costs  of  medical 
education,  ^^Tie  paymc:nt  \%  the  total  DRG  payment  ntnes  an  adjustment  factti/>  the  adjustment  factor 
exjuals  ;>ioxiirta!ely  7  7  percent  foi  each  10  percent  increase  in  the  ho^pitaJs  inter  n-and-rcsidcnt -to- 
beti  ratio, 

^  The  i.''^oroportio!i(ite  share  adjustment  goes  to  hospitals  serving  high  numbers  of  low-income 
paUents.  The  factor  for  this  adjustment  is  bas<*d  not  only  on  d^e  pioportion  of  low-mtome  p^itients  but 
also  on  a  formula  that  differs  depending  on  a  hospi*al\s  lociitjon  and  size  Adjustment  Uciors  for  small 
hospitals  are  generally  lov^'er  tlian  those  for  large  hospitals. 

•  The  ESRD  additional  payment  goes  io  hospitals  serving  end-stage  reiial  dise^i.^:  piticnts  with 
urielated  iilr^esses  The  payment  is  a  fixed  amoniii  per  ptieni  per  we^k  for  mpatient  dialysis 
services, 

(3)  Pass-through  payntenti  go  to  all  hospitals  incurring  rekvanl  costs 

•  Capital  costs  f for  rent>  interestidepfeciation)arepaidat  85perLentof  McUKa.'"e'ssha>eof  actua?  LO.sts. 

•  Oireet  costs  of  medical  educattun  programs  (e.g.,  for  residents'  salane^)<ire  rettrthursed  n  a  payment 
rate  that  e<]ua1s  a  hospical  specific  fixed  amount  p<=T  full-time  equivalent  iiTE;  residem,  umes  t^e 
current  number  of  PTE  residents,  times  Medicare's  shiire  of  inpatient  days 

•  Direct  s  of  other  huspitahhased  cduea^kon  programs  ar^'  rcimNir>td  f.>r  reasonaSile  cosis 
actuaSy  incurred, 

•  (  *h^r  pass-f^iroujih  payments  arc  n\?.dc  for  i  asonable  organ  prviHirement .  t^^ts  ^nd  f^^r  ba^!  ctehts  of 
Medicare  bencficiancs, 

f^OURCE  AJapictI  from  Proipixuve  Payment  A^^t'^.mcnt  rt»m;nKM(tn,  Ar.i^.hmjiJon,  in'    rvKpL,.tJ  P.i\)ik>ijt  I  tiA:t  T'i^^  ^^unn^t^ 
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•  payments  to  hospitals  i^erving  a  disproportion- 
ate share  of  low-u*come  patients,  and 

♦  payments  for  the  costs  of  serving  end-±>tage 
renal  disease  patients  with  unrelated  illnesse±>. 

Although  a  few  rural  hospitals  are  teaching  hospi- 
tals, and  some  are  eligible  for  the  disproportionate 
share  paynientSf  urban  hospitals  are  more  likely  than 
ruralones  to  provide  these  services  and  to  qualify  fur 
£he  additional  payments  or  adjustments  (^9/). 

Finaily,  hospitals  are  reimbursed  for  capital  and 
other  "pass-through''  expenses  that  are  not  affected 
by  the  DRG  rate.  In  the  initial  years  of  PPS,  hospitals 
were  reimbursed  at  cost  for  the  Medicare  share  of 
their  capital  expenses^  but  in  the  past  few  years 
hospitals  have  not  been  able  to  recoup  fully  these 
expenses  due  to  con;^essionaIly  mandated  limits  on 
Medicare  payment.  In  1990*  capital  is  reimbursed  at 
85  percent  of  Medicare's  share  of  the  cost  il4Q\ 

Payments  to  Special  Categories  of  Hospitals — 
Four  categories  of  rural  hospitals  qualify  for  special 
consideration  under  PPS:  rjral  referral  centers,  so'e 
community  hospitals^  Essential  Access  Communit)' 
Hospitals,  and  Rural  Primary  Care  Hospitals. 

Rural  referral  centers  (RRCs)  are  usually  large, 
teruary-care  rural  hospitals  that  serve  a  wide  geo- 
graphic aiea.  lb  qualify  for  the  designation,  hospi- 
tals must  meet  certain  size  and  referral  charactens- 
iics  (see  box  3-B).  RRCs  are  assumed  to  have  cost 
profiles  more  similar  to  urban  facibties  than  to  other 
rural  hospitals.  Thus,  their  DRG  payments  are  based 
on  the  standardized  amount  applicable  to  metropoh 
tan  areas  of  fewer  than  1  miUion  residents,  rather 
than  being  based  on  the  lower  rural  i>tandardizej 
amount. 

The  initial  legislation  stipulated  that  RRCs  must 
be  recertified  ev  ery  3  years  to  continue  to  quahfy  for 
higher  payments.  Subsequent  legislation  (Pubhc 
Law  99-509.  Public  Law  101-239)  made  qualifica- 
tion automatic  for  all  current  RRCs  until  October  1 . 
1992.  As  of  April  1990.  245  rural  hospitals  were 
designated  RRCs  (448). 

Sole  community  hoapitals  (SCHs)  represent  the 
other  end  of  ihe  rural  hospital  spectrum.  These  are 
hospitals,  usually  small,  that  are  presumed  to  be  the 


iu*^  jource  uf  lucal  inpatient  hospital  core  bevau^e 
of  iht^  isolated  location,  weather  conditions,  travf'l 
condiLunsi  the  absence  of  other  hospitals  (see  b  ox 
3  B).  Because  the  closure  of  these  hospitals  would 
leave  their  Medic'*re  patients  without  a  local  source 
of  care,  they  qualify  for  special  consideration. 

Effective  April  L  1990  (Pubhc  Uw  101  239). 
hospitals  that  are  designated  SCHs  receive  Medicar'! 
PPS  payments  that  are  the  highest  of. 

•  the  full  Federal  PPS  rate, 

•  100  percent  of  a  target  amount  based  on  the 
hospital's  1982  costs,  or 

•  100  percent  of  a  target  amount  based  on  the 
hoij^ital's  1987  costs.^ 

An  additional  payment  may  be  provided  if  the  SCH 
expenences  a  dei  Tease  of  more  than  5  percent  in  it$ 
total  inpatient  cischarges  due  to  circumstances 
beyond  itscontro\  Unlike  oilier  hospitals.  SCHs  are 
reimbursed  for  100  percent  of  Medicare-related 
capital  costs. 

A.  of  Apnl  1990,  375  hos>pitals>  were  designated 
SCHs  {448).  Some  hospital±>  that  could  qualify  for 
this  de±>ignation  have  not  bought  it  because  until  the 
new  SCH  payment  options  were  passed  in  late  1989. 
their  paymerts  were  higher  under  the  usual  PPS  rates 
{488).  These  eligible  but  undesignated  hospitals  are 
now  also  eligible  to  receive  payment  under  SCH 
rules,  as  aie  small  (fewer  than  100  bedc)  rural 
hospitals  for  whom  Medicare  patients  mat''  up  60 
percent  of  the  total  caseload"*  (Public  Law  101-239). 

Essential  /ltc<?ii  Community  Hospitals  \EACHs) 
and  Rural  Primary  Cat  c  Hospitals  {RPCHs)  esc  new 
de±>ignation±>.  introduced  m  1989  (Public  Lai^  101^ 
239).  RPCHs  will  be  small  facilities  providing 
emergency  and  very  limited  inpatient  care  that  will 
initially  receive  cost-based  reimbursement.  (An 
alternative  payment  system  specific  to  these  facili- 
ties is  to  be  developed.)  EACHs  are  envisioned  as 
larger  facilities  that  provide  backup  to  primary  care 
hospitals:  designated  facilities  will  automatical!) 
qualify  for  SCH  payment  rules  (as  described  above) 
(Public  Law  101-239).  EACH  and  RPCH  designa- 
tions will  be  limited  to  hoi>pitalMn  unly  a  few  States 
(see  No  dei>ignations  had  been  made  as  of 

April  1990. 


'Pnor  10  Apnl  1990,  SCH^  were  pai<J  on  *  proratwJ  basis  in  whj^h  wUy  1^  pcr^cm  ot  the  pct-tist  pd>mLiii  Lam*!  uu  KK*"rui  ijRtj  j.  ls,  iIk 
ncmauimg  75  pcrccni  was  based  on  ihc  tkospttal's  aciual  cosL^ 

*SiiiaJt  fuial  hospilak  ui  ivhith  Medicare  paucm  diys  arc  pcr^^nt  ni^rc  <f^^l  p^um  J■lv^  al>  j  i^ualifv,  t  jI  iliur  ji^iual  ph^fMpHum  »>f 
Mcdicart  paiicnis  is  less  than  60  pcrccnl  (Public  Law  101*259) 
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Box  3-B — Qualifying  Criteria  for  Rural  Referral  Centers  and  Sole  Community  Hospitals 

A  hospital  qualifies  as  a  rural  referral  center  if  it  is  located  in  a  nonmetio  area  and  meets  any  one  of  the 
fbUowtng  three  specifications  (42  CFR  41196). 

L  it  has  275  or  more  beds. 
1  It  has: 

a.  at  least  50  percent  of  its  Medicare  paiients  referTC<i  from  other  hospitals  or  from  physicians  not  on  the 
hospital's  staff, 

b.  at  least  60  percent  of  its  Medicare  patients  residing  more  than  "^5  miles  from  the  hospital,  and 

c.  at  least  60  percent  of  the  services  it  furnishes  to  Medicare  t  ^nefic^anes  furnished  lo  those  who  live  more 
than  25  miles  from  the  hospital. 

3.  It  has: 

a*  annual  inpatient  discharges  equal  to  a!  least: 
— ^5.000  discharges  (for  nonosteopathic  hospitals). 
— 3,(X)0  dischaigcs  (for osteopathic  hospitals),  or 

—the  median  number  of  discharges  for  urban  hospitals  located  in  the  same  rcgion; 

b.  a  case  mix  tndex^ — a  measure  of  the  medical  complexity  of  patients  treated — equal  to  at  least: 
— the  national  median  case  mix  index  for  all  urban  hospitals,  or 

— the  tnedian  case  mix  for  urban  hospitals  located  in  the  same  region,  excluding  hospitals  vvith  approved 
teaching  programs;  and 

c.  it  meets  at  least  one  of  the  following  three  criteiia: 

— more  than  50  percent  of  the  hospitals  medical  staff  are  specialists, 
—at  least  60  percent  of  discharged  Inpatients  reside  more  than  25  miles  from  the  hospital,  or 
— at  least  40  percent  of  inpatients  have  been  referred  either  from  physicians  not  on  the  hospital  s  staff  or 
from  other  hospitals. 

To  qualify  as  a  sole  commmity  hospiial  fSCH),  a  hospital  must  meet  one  of  the  following  four  sets  of 
specifications  (42  CFR  412.92). 

L  The  hosptal  is  more  than  35  miles  from  othct  simiiar  hospitals.^ 

1  The  hospital  is  between  23  and  35  miles  from  other  similar  hospitals,  and  meets  one  of  the  following 
conditions: 

a.  no  more  than  25  percent  of  the  total  residents  or  Medicare  beneficiaries  m  the  hospital  s  service  area  arc 
admitted  to  other  similar  hospitals; 

b.  the  hospital  has  fewer  than  50  beds  but  (becajse  it  does  not  provide  certain  specialty  services  and 
consequently  beneficiaries  must  seek  care  out:/de  the  area  for  these  services)  is  unabie  to  meet  the  * '25 
percent"  cnterion  above;  or 

c.  other  similar  hospitals  are  inaccessiblefor  at  least  1  montn  of  each  year  because  of  local  topography  or 
severe  weather  conditions. 

3  The  hospital  is  between  15  and  25  miles  of  other  similar  hospitals,  but  it  is  matuessibteforat  least  [  month 
of  each  year  because  of  Local  topography  or  severe  weather  conditions. 

4  The  hos[Htal  was  a  Medtcare-<}esignated  SCH  at  the  time  that  PPS  wa^  ^plCi.ieiited.  (Because  of  this 
** grandfather*'  clause,  many  hospitals  cuirentiy  designated  as  SCHs  do  not  meet  any  of  the  first  three 
criteria  {7391) 


^TbcCBScmjutindtxisaracasureofthccosilmess  oflhc  cases  (paiiettts)trc^Jc4b>  a  pariTcular  hospital  tclaVivc  lo^hc  co^  v>l  (hcnaimtiaJ 
average  of  all  Medicare  bospiUl  ca;o$ 

^Congrewin  t9&9<PubticL4W  lOt  139)  modified  Hie  digibtliiy  requirements  foi  SCHs  to  rpJu«  (be  nwmberof  nutesanSQImusrbc 
from  aooibcT hospital  from  50  (o  35  m\t%  (The  Sccrciary  of  Ibc  Department  of  HcaJihand  Human  ^crvtce»  (DHHS)  may  (ksrgnarc  SCH^  that 
arctessthaii?5  mites  fir<)marK)ihcrbo^ita]accordu]igloentCna  to  t>e  developed  b>^  DHHS  }  Lidddit  on,  under  thi»  Jaw*  the  Sccrei^^y  of  DHHS 
must  develop  aod  prooautpte  new  distance  cnttna  based  on  It^vet  ame 
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Payment  for  Outpatient  Care 

Payment  to  Ambulatory  Surgical  Centers — An 
ambulatory  surgical  center  (A3C)  operates  exclu 
sively  for  the  purpose  of  providing  surgical  sm  ices 
to  patients  not  requiring  hospitalization,  lb  recei\c 
Mwiicaie  payments,  an  ASC  must  be  certified  b>  the 
program,  and  the  services  for  which  itbills  Medicare 
must  be  approved  for  provision  in  that  setting.  ASC 
services  arc  reimbursed  according  to  a  fee  schedule 
that  categorizes  each  approved  procedure  into  one  of 
six  rate  categories,  depending  on  the  complexity  of 
the  s^ice  (53  FR  3146R).  Only  about  15  percent  of 
ASCs  are  in  rural  areas  {99)y  probacy  because  such 
facilities  rely  on  high  service  volumes. 

Hospital  OutpoHeiii  Payment — Unlike  ASCs, 
hospitals  are  not  limited  to  any  specific  set  of 
procedures  or  services  that  can  be  provided  to 
outpatients.^  Noiisurgical  hospital  outpatient  serv^ 
ices  (and  some  surgical  ones)  are  reimbursed  at  the 
lesser  of  either  actud  charges  for  the  service  or  the 
hospital*s  reasonable  costs  of  providing  the  service 
(as  reported  to  Medicare  on  the  hospital's  annual 
cost  reports).  Payment  for  most  outpatient  surgicdl 
services  (i.e.,  those  that  can  also  be  performed  by 
ASCs)  is  based  on  the  lesser  of  t^A^o  amounts. 

1.  reasonable  costs  or  charges,  whichever  is 
lower;  or 

2,  a  50/50  percent  blend  of  the  above  rate  and  the 
ASC  rate  for  that  service  (490), 

Payment  to  Physicians 

Physicians  are  reimbursed  for  co\eied  servKe^ 
rendered  to  Medicare  beneficiaries  on  a  fee-for- 
service  basis.  At  present.  Medicare's  "appro\ed 
charge"  for  a  service  is  set  at  the  lov;est  of 

•  the  actual  billed  charge; 

•  die  physician's  customary  charge  for  die  ^e^^ 
ice,  based  on  diat  physix.ian's  pnor  billings 
the  Medicare  camera  or 

•  die  pre\  ailing  charge  for  uiat  scrv  icc,  ba^ed  on 
comparable  physicians*  pnor  billing  for  die 
same  service  in  that  region  (6/5).^ 


Four  major  factors  may  le  id  to  urban/rural  Medi- 
care physician  payment  differences: 

1 .  Physician  specialty  Jistribution—Hisxoncally , 
for  any  giv^n  service,  general  and  family 
practitioners  ha\e  had  louc  charges  and 
leceived  Iguer  Medicare  reimbursements  dian 
piactitioners  in  odier  specialues  {475).  Since 
diese  types  of  physicians  are  disprop?nlon- 
dteiy  located  in  rural  areas  (see  ch,  lOJ,  laral 
physicians'  a\erage  charges  and  reimburs- 
menb  are  cunespondingly  lo^vei  dian  diose  of 
urban  physicians. 

2.  Type  of  physician  services — Historically  >  surgi- 
cal serviijes  have  yielded  higher  charges  and 
payments  dian  counseling  and  odier  consuha- 
tive  services  (475).  Since  most  physicians  who 
perform  specialized  surgical  services  are  lo- 
cated in  urban  areas  (see  ch.  10),  average 
physician  charges  and  payments  may  be  corre 
spondingly  lower  ir  rural  ^^an  in  urban  areas. 

3.  Patients'  ability  to  pay — Rural  residents  have 
lower  average  incomes  dian  urban  residents 
(see  ch.  2).  Tb  die  extent  diat  rural  physicians 
charge  dieir  patients  correspondingly  less  dian 
urban  physicians  do,  diese  lower  charges  are 
reflected  in  lower  "customary  and  prevailing" 
charges  and  lower  Medicare  reimbursements. 

4.  Physician  location  in  understcffed  areas — 
Physicians  practicing  in  federally  designated 
*  'high  priority*  *  rural  Healdi  Manpower  Short- 
^c  Areas  (HMSAs)  are  paid  an  additional  5 
percent  above  die  apTovcd  charge  for  each 
service  reimbursed  by  Medicare  (Public  Law 
100  203).  As  of  January  1991,  die  bonus  wi!l 
mcTcej>e  to  10  percent  and  will  apply  to  all 
rural  HMSAs  (Public  Law  101-239)  (see  ch. 
13). 

Beginning  in  1992.  Medicare  will  gradually 
^A^itch  from  die  current  " ' rcjLsunable  charge"  pay 
ment  system  to  a  fee  schedule,  in  which  payment  for 
a  service  is  based  on  a  national  rate  ^whtch  is  dien 
adjusted  according  lu  geographic  locaiion>.  Under 
die  mw^  System,  t*ic  payment  wilJ  be  die  les^ser  of  die 


lesUiciiOQS  cn  pfoce^^urics  that  i^n  be  pcrfoimca  under  ASC  x\tk&^  li  13  probable  thai  few  tiospitak  have  d<?nc 

^If  a  pihysictjiQ  Agrees  10  ai.i.cpi  assignmcnr  —  j  c  ^  a\,i.cpi  rcunburxcmcni  from  Mcdi^^c  u  pajrincm  ifi  full  -Fjc-  ^itc  ^d.jtjot  h^ii  ^Ik  t^iicfi^jdi^ 
for  amount  <^ct  (lie  20pcic^  vojnfuraciuc  and  4n>  lumutuig  dc4uvijt>tc.  it  ihc  pb>Aii>kda  noi  ^^.^^cpt  ^^ipuirciii'  hjs  e-^pc^Lc^  ii^a 
payi&tot  Iff  not  boufu!  by  tbc  aithjuiit  ihc  appt^^vcd  i^.iiu^c,  jod  the  t>coctiVi(U>  i^^ijabie  iiA  any  Jiflcftrkt  t>civ^c^xt  \kt^  pr.y>fv.i<iu  ^  m^iuaI  vtiji^gv  a^A 
the  allowed  chai;ge  ^up  U>  a  maximum;,  m  odjjtion  10  ihe  ^msuiajKt  and  Jcduutiblc  Ph>vji>tariS  ni4y  dn^rtdc  ^JH-thct  lu  4ti>i>q>i  iipiikLM  ux»  j 
cft50-b>*ca3C  bas;5  Attcmatjvety.  a  ptiysi^rian  can  cicvt  lobc  a  pani^paiii^  ptiysKian  b>  d^ccmiii  ^-  a^tti't  u>v^|rmii(;ni  u^i^iU  MeJtvjit  i>Luitt.>  iiA 
tbeooit  12tnon|h5 
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actuaJ  charge  or  the  fee  schedule  amount.  Once  tht 
new  system  is  fully  ^plemented,  payment  amounts 
will  not  depend  on  die  specialty  of  die  physician 
concerned  (Public  Law'  101  23>),  Urban/rural  dif* 
fetences  in  Medicare  payments  to  physicians  for  a 
given  service  will  still  exist,  however,  for  diree 
reasons.  First,  die  new  payment  system  includes  an 
explicit  geographic  adjustment  factor,  under  which 
services  provided  in  an  area  widi  low  physician 
practice  costs  will  be  paid  at  a  lower  rate  dian 
services  in  higher-cost  areas  (Public  Law  101-239J, 
Second,  to  die  extent  diat  rural  physicians  charge 
less  dian  urban  physicians  and  less  dian  die  fee 
schedule  amounts,  payments  w  ill  also  be  less.  Third, 
die  HMSA  bonus  will  continue  to  apply  under  die 
new  system. 

Medicaid 

Medicaid  is  a  federally  aided.  State-administered 
program  tliat  provides  medical  assistance  to  ai 
estimated  24  million  low-income  people  {146). 
Operating  within  Federal  guidelines,  each  State 
designs  and  administers  its  own  Medicaid  program. 
Thus*  aJdiougii  die  Federal  Government  sets  some 
mimimum  standards*  Medicaid  eligibility  require  ^ 
nients,  services  offered,  and  mediods  and  levels  of 
payment  to  providers  vary  widely  among  die  States, 
The  Federal  Government  pays  50  to  80  percent  of 
each  State's  Medicaid  expenditures,  based  on  State- 
specific  matching  formulas  (which  are  relaied  to 
State  per  capita  income)  {199).  Total  Medicaid 
outlays  in  1990  are  projected  to  be  approximately 
$71  billion,  of  which  die  Federal  share  wil]  be  $40 
billion  {I99\ 

Medicaid  policies  can  have  different  effects  on 
urban  and  rural  residents  resulting  from  diree 
factors:  eligibility  criteria,  reimbursement  mediods, 
and  physician  participation  differences.  There  is  no 
direct  way  to  measure  urban/rural  differences  in 
Medicaid  status  based  on  published  data;  virtually 
all  data  on  Medicaid  are  State-based, 

Eligibility 

Individuals  are  ''categorically  eligible  *  for  Medi- 
caid if  diey  have  low  incomes  and  fall  into  one  uf 
five  categories  aged,  blind,  disabled,  members  of 


families  w  iih  depcndeni  (children,  or  first-tone  preg- 
nant wwmen.  These  indiv  idual ^  generally  beujme 
vli^ible  for  Medicaid  tluough  enrollment  in  anodirr 
public  assistance  program,''  For  example,  all  persons 
receiving  payments  under  die  Aid  to  Families  widi 
Dependent  Children  prograni  ^AFDQ  are  automati- 
cally eligit>  for  Mei^icaid,  In  addition.  Medicaid 
t:ligibility  n  most  States  «s  extended  to  all  aged, 
blind,  and  disabled  individuals  (includirig  children) 
^Iho  receive  cash  assistance  under  the  Federal 
Supplemental  Secunty  Income  (SSI>  program,  (To 
be  eligible  for  SSI,  an  individual  muNt  be  disabled 
and  must  have  available  ini^ome  and  resources  no 
liigher  dian  established  limits,)  Fourteen  States, 
however,  exercise  die  so-called  '*209(b/'  option  by 
linking  Medicaid  eligibility  for  SSI  beneficiaries  to 
State  standards  diat  are  more  restrictive  dian  Federal 
standards  {610)} 

Congress  has  been  expanding  Medicaid  eligibility 
since  1984  to  include  many  individuals — particularly 
pregnant  women  and  infants — who  would  not  other- 
wise meet  income  and  categorical  standards.  As  of 
July  1990,  all  States  are  required  to  extend  Medicaid 
eligibility  to  pregnant  women  and  young  children 
whose  family  incomes  are  widiin  133  percent  of  die 
Federal  poverty  level  (Public  Law  100-360),  In 
addition,  14  States  have  chosen  die  option,  intro- 
duced in  1987  (Public  Law  100-239),  to  make 
eligible  pregnant  women  and  mfants  widi  incomes 
up  to  185  pet^-'^nt  of  the  Federal  poverty  level  (table 
3-3)  {26041  ^.lOl 

Eligibility  for  Medicaid  v  ones  a  great  deal  among 
the  States,  particularly  for  individuals  whose  Medi- 
caid eligibility  is  based  on  dieu"  eligibility  for 
AFDC,  In  1989,  die  State  AFDC  income  eligibility 
levels  for  a  family  of  diree  ranged  from  14  to  77 
percent  of  the  Federal  poverty  level  (table  3-3)  (260), 
Thus,  widi  die  exception  of  pregnant  women  and 
infants,  individuals  in  different  States  who  are 
equally  poor  can  differ  enormously  in  dieir  Medicaid 
eligibility. 

Until  October  1990,  when  new  Federal  requnc- 
ments  go  into  effet^t,  f*und>  suucture  also  Affects 
Medicaid  eligibihty,  Powr  iww-parent  families  »^an- 
not  quahfy  ^or  AFDC  m  many  StatCN,  and  tlius  in  die 


^Suics  have  I^C  option  lo  mAkc  some  oihC[  groups  caiCguncaJi^  CU£,ibk  Ai.  v,cil  M^g.a  dtwtdu^h  vy]hf  arc  cij^^t^Jc  ior  pubhc  J  ^i^unt^c  bui  not 
receiving  so. nc  individuals  who  loitpubl*.^  a^isUiKC  d*gibi^t>  due  to  *nvfCA*^eJ  *i«.^^mt,  au^  Ji*^4il*ltU  thiKlrcti  vttur  ti^mM  bt<l*gik  k  lui  AiSj^uji^c 
if  tnaiiiution^lizcd ) 

*Tbe  ''209<b)"  option  rcrmiL;  Sutc.s  tv.  reuiin  ihc  iin>r<  rc^in^iivc  ic\<[  Ktt  (fcnrili  fJ*t^ibiljii^  m         Suws  \tTu,i     \iu  ffJ<^ral 

unplemcnution  of  Ihe  SSI  program 
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Table  3*3— Some  Sasfc  Eligibility  Cnaracterlstlcs  of  State  Medicaid  Programs 


Coverage  for  pregnant 


ATOC-related 

mconte 

SSI- related 

women  and  infants 

(19901 

eligibility 

cutoff 

olifiibility 

Covers 

Income 

leTfel  (per  month)  (1969) 

Has 

families 

elis^^^J-^ty 

Aje 

In 

As 

percent 

restrictive 

medically 

with  2 

level  as 

cutoff 

dollars 

of 

Federal 

than  Federal 

needy 

unemp Loyed 

percent  of 

for 

(family 

pover  ty 

re<|ui  rem^nts 

program 

parents 

Federal 

cover ed 

Stato 

of  3> 

l^v&l 

Ct968) 

(1989) 

U989>* 

poverty  lovel^ 

Infants 

ALot>£iA<i                .  '  . 

.118 

1* 

100 

1 

AlAftltA^  *     *  *  *  •     *  ^ 

809 

J  J 

100 

'i 

<5 

Axizon*  + .  +  + 

293 

35 

100 

3 

Axlcansas  *  .  . 

20* 

2C 

X 

100 

6 

CALLfdmle 

663 

79 

X 

185 

1 

wuLU^-auu  ■  +  ■  +  +  ■+     +  +  4 

431 

50 

75 

1 

Connecticut^  * . 

..  53* 

64 

X 

X 

185 

6 

DeLttWj)xe  +  +  +  +  +  .+ 

.333 

*0 

100 

3 

District  of  Columbl 

A  .393 

*7 

X 

100 

3 

Florida  

287 

3^* 

X 

X 

150 

6 

Georgia 

376 

45 

100 

* 

H^il  i  

58 

% 

Jt 

185 

7 

Idaho^ .  *  *  *  *      .  ► 

30^ 

36 

75 

1 

IllinoU. .  . .  H 

H  3*2 

'^l 

% 

X 

100 

1 

288 

31 

y 

100 

3 

Iowa  

394 

Jt 

185 

6 

Kan^Aft  d . r . + 

.  *01 

X 

150 

5 

KentAiclcy 

218 

26 

Jt 

Jt 

125 

2 

Louisiana 

190 

23 

X 

100 

6 

tfalno.  

632 

75 

X 

165 

5 

Mary Land . ^ . 

377 

^5 

X 

185 





2 

Me  s  ^ach  u  se  t  ts 

579 

69 

Jt 

185 

5 

Hi ch  i  gen . 

■  572 

68 

X 

185 

3 

Minnesota  ■  ^ ■ 

532 

6^^ 

Jt 

X 

185 

5 

Mississippi 

.366 

*C 

185 

5 

Missouri 

.  785 

3* 

y 

100 

3 

Kontaind .  _ 

359 

43 

Jt 

100 

1 

N  et>  r  asit  a 

36c 

/_ 

X 

100 

3 

Nevada.           ,  , 

330 

39 

7S 

7 

Now  Hampshire 

496 

59 

y 

y 

* 

75 

1 

New  J^rs&y  ^  ► 

c24 

51 

> 

>: 

lOrt 

New  Mextco 

26^* 

32 

100 

4 

New  Yorlt^  ^ 

539 

64 

185 

North  Carolina 

266 

32 

y 

y 

1^0 

6 

North  Dakota  , 

386 

A  6 

X 

75 

1 

Ohio  

i21 

36 

y. 

ion 

2 

Ok  lahonM 

*71 

56 

100 

2 

Orefton*  

*12 

<»9 

X 

85 

4 

Pennsylvania 

38* 

<»6 

3r 

y 

100 

3 

Rhode  Island 

517 

62 

X 

ie5 

6 

past  they  have  not  been  able  to  qualify  for  Me^^aid 
{table  3-3)  (610).  Since  poor  mo  parent  families  arc 
disproportionately  located  in  rural  areas  (see  ^.h.  2), 
poor  rural  residents  have  been  less  likely  than  povt 
urban  residents  to  be  Medicaid-eligible. 

States  have  the  option  to  uffet  Medn^aid  lo 
"medically  needy"  individuals— tht>sc  who.  I) 

RiC 


(conUnue<i  on  nexi  page) 

\\yuld  be  categyncall)  eligible  foi  Iviedn^aid  exvCpt 
that  their  income  and  resuur^.ei>  are  too  high,  and  2} 
ha\e  high  medn^al  expen^^.  In  the  35  States  und  the 
District  of  Columbia)  fliat  havt  medivaJl)  needy 
programs,  these  individuals  become  eligible  foi 
Medicaid  once  they  have  spent  enough  on  medical 
^.are  to  reduce  their  netresour^.ei>io  State-established 
Umits.  Edi^h  State  may  desigaate  iti>  ov^n  mcdn^ally 
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Table  Basic  Eligibility  Characteristics  of  state  Medicaid  Programs— Continued 


AFEXTTelat    '  income  SSI-related 

©liSlbilit      itoff  ^liSibtLity  Covers 

level  (p^r  month)  (_19a9j  mors  Ha<  fflimlies 

In             As  percent  restrictive  mf»dic*Lly  with  2 

dollars     of  Federal  th^n  Federal  needy  unemployed 

(family     poverty  requirements  progr^  parents 

of  3)         level  (1988)  (1989)  (1989)^ 


Coverage  for  preSriant 
women  and  infantry}  (19<ift) 
Income 


eligibility 
level  as 
percent  of 
Federal 
poverty  Level° 


Ase 

cutoff 
for 

covered 
infants 


South  Carolina. 

it03 

185 

6 

South  Dakota 

366 

100 

Z 

Tennessee. .... 

365 

100 

B 

Texas  

la^ 

22 

y 

130 

Utah  

.502 

60 

X 

X 

100 

Z 

Vemont  . .  ... 

.S29 

75 

X 

185 

6 

Virginia. . .  , 

.291 

35 

X 

3f 

lOO 

2 

Mashinston. . . . 

't92 

59 

X 

185 

7 

Mest  Virginia. . 

.2^*9 

30 

X 

150 

7 

Misconsin. . .  . . 

.517 

62 

X  X 

82<^ 

1 

Wyomine  

360 

U3 

100 

I 

ABBREVFATrOHS: 

AFDC 

=  Aid 

to  Families  With  Dependent 

Chi Idren 

^Ai  of  October 

1990. 

all 

States  will 

be  require-i  to 

make  eligible  for  AFDC 

(Jnd  Medicaid)  all 

famiLie 

would  bo  eliSible  ^ox  AFDC  under  current  rules  except  that  the  principle  wage^eatner  is  unemployed  (Public 
Law  100-^85). 

As  of  April  I990>  all  States  must  make  eligible  for  Medicaia  ^1^1  pregnant  women  and  infants  up  to  aGe  I  whose 
incomes  are  no  more  than  133  percent  of  the  Federal  poverty  level  (Public  101-^90)  All  children  born 
after  September  1990  whose  family  incomes  are  wltbin  this  amount  must  ^Iso  be  made  eligible  through  tbo  age 
of  6  (Although  this  new  standard  is  «  Federal  mandate,  in  fact  it  may  take  some  time  for  many  States  to 
actually  come  into  compliance  with  the  new  law  ) 

SOUKCES      I    Hiil>  National  Governor's  Association,  Mashington*  DC,  unpublished  memorandump  MaV  \\.   ISIS,  U  S 
Congress  >  Congressional  Research  Service.   Hedic^id  Source  Book     RackRround  Data  ard  Analysis. 
House  of  Representatives  Conmittee  Print  Ho    lOO^AA  (Washington^  DC      US    Cover     ent  Printing  Of- 
flee.  Hoveraiber  1986) 


needy  income  and  resource  standards,  but  these 
standards  cannot  exceed  133  percent  of  the  State 
AFDC  income  and  resource  standards  {610).  Thus, 
even  in  the  States  that  offer  medically  need_^ 
programs,  Medica^  1  ehgibil^*v  under  these programi* 
varies  widi  AFDC  standards. 

Covered  Services 

As  a  condition  of  matching  funding,  the  Federal 
Government  requires  S^ate  Medicaid  programs  to 
cover  certain  basic  inpatient,  outpatient,  and  long- 
term  care  services  for  their  categoncally  eligible 
populations  (table  3-4).  States  also  have  the  option 
to  cover  additional  services. 

hi  general,  any  services  covered  under  the  pro 
gram  must  be  made  available  to  all  Medicaid 
recipients,  but  several  m^or  exceptions  to  this  rule 
exist.  First,  States  with  medically  needy  programs 
may  provide  mare  limited  coverage  for  these  indi- 
viduals than  for  categorically  eligible  individuals*. 


although  in  Tact  almost  none  do  so  {475).  Second, 
under  a  part  of  Medicaid  kiiown  as  the  Early  and 
Periodic  Screening,  Diagnosis,  OmJ  Treatment  (EPSDT) 
Programi  children  can  receive  a  broad  range  of 
screening  and  foUowup  services  not  available  lO 
other  Meiicaid  beneficiaries.  And  third.  States  in 
.some  cases  may  obtain  waivers  to  the  usual  rules* 
enabling  them  to  offer  certain  services  to  a  specified 
population  (eg.,  the  elderly).  Under  one  Medicaid 
waiver  program,  for  instance.  States  may  provide  a 
wide  range  of  community-based  services  necessary 
to  keep  people  who  would  otherwise  be  iristitution- 
aJized  in  their  homes. 

Compared  with  Medicar,*.  Medicaid  offers  a 
much  bioadei  range  of  services,  but  it  also  places 
much  i>trictet  luruts  on  theit  use.  Some  imponant 
type.s  of  limits^  are: 

•  Mechantsms  to  control  the  ttse  of  luhspitiils — 
Particuldrl>  important  are  limits  tjn  the  length 


^Somcof  thc^  limns — eg .  on  ambulaiory  core  vJ^its  (ophysKidfiv— Jo  nui  dpply  lo  ^hJldrcn  r^^civinf!  ser^Jto^  s^nd^r  the  LP^UT  progmrtj 


er|c 
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Table  3-4— Se/vtcesCo''  red  Under  Medicaid 


■  Inpatient  hospital  ^etvlcea 
<•  Outpatient  hoapital  sarvicea 

■  Physician  aatvlcas 

■  ^arly  and  Fatlodlc  Scceatiin^.  Dia^noaiS,  ar^d 
rreatmont  CEPSDT)  for  children* 

■  Family  planning  a^itvlces  and  supplloa 

■  Laborato^  and  X~ray  procedures 

■  Adult  availed  rtursina  facility  ca^e 

■  flopia  hoaltl)  care  aervicea  for  adults 
*>  Rural  health  clinic  services 

<•  Satvlces  of  certified  nurae'midwivea 

Opfciooa^  .oiTvicaa 

■  Additional  hoioe  liaalUi  services 

■  Additional  dental  services 

■  Services  of  chiropractors,  optorootri sta , 
podiatrists^  and  other  licensed  practitioners 

■  Clinic  saivlces 

■  Oth^''  diagnostics  screening,  preventive,  and 
rebA  ilitstive  services 

■  Drugs 

■  Int^rotediato  care  facility  services 

it  Eyeglasses,  prosthetic  devices,  and  orthopedic 
shoos 

■  Home*  and  skilled  nursirts  facility  caro  for 
children 

■  Private  duty  nursing 

■  Inpatlert  psychiatric  care  for  chxldiori 

■  Fhyslc&l,  occtipational,  end  speech  therapies 

■  Inpatient  sarvlcea  to  elderly  persons  men* 
tal  disease  or  tuberculosis  £aciXities 

a  Otiiar  mimical  or  remedJial  caie  reLugnA^ed  u(\ 
der  Stata  law,  including  transport  at  lori  and 
emar&ency  services 


^lFSDT  is  a  program  within  Medicaid  that  i^ombines 
outreach,  health  screening*  followup  care  for 
detacted  conditionsr  and  case  management  Each 
State  is  required  to  otfer  EFSDT  services  to  all 
Ma^icaid-eliglble  Children  and  youth  under  21 

SOURCE.  U.S.  Department  of  Health  and  Human  Ser- 
vices r  Health  Care  Financing  Administra- 
tion *  Medicare  and  Medicaid  Data  Bftok.  1966 
(Baltimore.  MD,    U  S    DHHS.  April  1960) 

of  hospital  staj  and  total  number  of  days  of  caie 
covered  annua  ly.  In  1986, 1 1  Stales  limited  the 
nunl)er  of  days  of  hosphal  caie  for  which  ***ey 
would  pay  (653).  Restrictions  ranged  rroi,^ 
limits  of  12  to  60  days  a  year  and  14  to  30  days 
for  each  admission  or  spell  of  illness.  In 
addkion,  States  restrict  the  ability  of  patients 
to  be  admitted  to  the  hospital  on  weekends  ui 
on  days  preceding  the  day  an  operation  is 
scheduled.  Ten  States  limit  the  number  of 
hospital  outpatient  visits  a  year  that  will  be 
reimbursed* 


♦  Restrictions  on  physician  \isits — As  of  1986, 
44  States  and  the  Distria  of  Columbia  limited 
the  annual  number  of  physician  visits  covered 
by  Medicaid  (653),  Six  States  limit  the  number 
of  reimbursable  office  visits  (limits  range  from 
12  to  48  visits  a  year);  3  States  limit  the  number 
of  home  physician  vi<uts;  1  State  limits  the 
number  of  emergency  room  visits  per  year:  and 
6  other  States  limit  die  total  number  of  physi* 
ciar  visits  provided  for  other  than  hospital 
inpatient  caie ,  with  limits  ranging  trom  1 2  to  24 
visits  per  year.  In  addition,  10  States  limit 
physician  visits  in  the  hospital,  and  11  limit 
visits  in  long-term  care  facilities  {653), 

•  Prior  authorization  and  second  opinion  re- 
strictions— Many  States  require  recipients  to 
receive  permission  from  Medicaid  before  re- 
ceiving certain  services — e,g.,  elective  surgery, 
care  provided  in  certain  settings^  or  psychiatric 
services.  Stages  may  also  require  the  opinion  of 
a  second  pliysician  before  ^  patit^nt  may  un- 
dergo certain  procedures  {653). 

Many  other  limits  on  specific  services  exist  as 
well*  Some  States  limit  the  number  of  particular 
services  provided  (e,g,,  psychiatric  visits,  eye  exams). 
States  also  impose  limits  on  institutional  and  home- 
based  long-term  care  services,  therapy  services, 
home  medical  equipment,  and  the  number  and  types 
of  prescription  drugs  diat  are  covered  (653), 

Rcimburscmeui 

Hospital  Care — Most  States  now  pay  for  hospital 
care  based  on  some  kmd  of  prospectively  set  rate  per 
day,  per  discharge,  or  per  admission  (table  3-5). 
States  use  a  wide  variety  of  mediods  to  set  diese 
rates,  including  selective  contracting,  hospital- 
specific  negotiated  rates,  DRG-based  methods,  an^^ 
past  hospital  costs  {610).  Only  three  States  (Dela- 
ware, West  Virginia,  and  Wyoming)  base  their 
Medicaid  payment  for  inpatient  care  to  a  patient  on 
diat  patient's  actual  incurred  costs;  one  additional 
Slate  (Utah)  does  so  only  for  rural  hospitals  {343a). 

Medicaid  pa>ment  mediods  for  ho:>pitai  outpa- 
tient servic.e:>  are  ev  en  more  \  dried,  ranging  from  fee 
schedules  and  other  forms  of  prospective  rates  to 
payments  based  on  eidier  costs  or  charges,^"  Only 
I>ela\\are  and  Wyoming  pay  for  bodi  itipatient  and 
outpatient  services  based  on  hospitals'  actual  costs 


^*^As  usodbcrc,  "costs  refer  acnml  t.osta  of  treating  paucnis  \tg ,  ^laft  Varies,  suppiJCK.  dcprei^iau^iLj  i^tui^c^  ^t.  itit,prkt.c^  ihu^  hc^piidi^ 
assien  to  services  wbca  biUing  patients  of  payers.  Charges  are  noi  rtc^sonly  directly  rclarcd  lo  co^t^^ 
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Tabfe  3*S— State  Medicaid  Hospital  and  Physician  Reimbursement  Methods^  Fiscal  Year  i9S7 


Stat«* 

Bos  pita  I  mpatlf^T^t 

Hospital  outpatient 

.... 

Physicians'  services 

ALabaioa 

Prospective 

rate 

Fee  schedule 

Freval'  charges 

Alaska 

Prospective 

rate 

Frospectlve  rate 

Prevailing  charges 

Arkansas 

Prospective  rate 

Fee  schedule 

tico  schedvile 

California 

Prospective 

rate 

Fee  schedule^ 

Relative  value  scalo 

Colorado 

Prospective  rate*^ 

Percent  of  coats^ 

Relative  value  scale 

Connecticab 

Prospective  rats 

Prospective  rate 

Fe^  schedule 

D<>lawaro 

Cost'btiSfld  rate 

Reasonable  costs 

Fee  schedule 

District  ot  Col^la 

Prospective 

rate 

Prospective  rate 

Fee  schedule 

Florida 

Pr'^apftctive 

rate 

Prospective  rate 

Fee  schedule 

Oeorg  i a 

Prospective 

rate 

Cost -"to-"  char  6^  -ratio 

Pee  schei^'jle 

Hawaii 

Prospective 

rate 

NeSOtiated  rate 

Prevailing  charges 

Prospective 

rat^* 

Reasonable  costs 

Relative  valoe  scale 

Illinois 

Prospective 

rate 

Fee  schedule 

Fee  schedule 

iTidiana 

Prospective 

rate* 

Reasonable  costs 

Pr  evai ling" charges 

Frospactlve 

rate 

Reusonable  costs 

Prevailins  charges 

Kansas 

Prospective 

rate** 

Fee  schedule 

Prevaillns  chars^fl 

K«ntucky 

Proepec  ,ve 

rate 

Percent  of  charees 

Prevailing  charges 

Louisiana 

Prospeccive 

rate 

Reasono±>le  coii^s 

Prevailing  charges 

Haiti  ft 

Pro spec ti ve 

rate 

Reason«ible  costs 

Pee  schedule 

Mairyland 

Prospective 

rate 

Prospective  rate 

Fee  schedule 

Hass^chus etts 

Prospective 

jte 

Prospective  rate 

Fee  schedule 

Michigan 

Pros pec 

rate 

ProvalllnE  costs 

Fee  schedule 

Minnesota 

Fro&oectx^e 

ra^e^ 

Preva\lins  Ch^r^es 

Prevailing  c^har^es 

Hiss^LSslppi 

Projrpectivtf 

rdte 

Reasonable  costs 

Fee  schvduie 

Missouri 

Prospective 

rate 

Percent  of  oosts^ 

Fee  schedule 

Montana 

Prospective 

Reasonable  costs 

Fee  schedule 

braska 

Prospectiw 

rate 

Prevailing  charrjs 

PrevatlinS  cbarg^ss 

Novada 

Prospective 

rate 

Fee  schedule 

Fee  schedule 

Kmr  Hampshire 

Prospective 

rate**'* 

Reasonable  costs 

Fee  schedule 

No\f  Jerway 

Prospective 

rate^ 

r OS t-"to" chars*  ratio 

Fe*^  schedule 

Waw  Hax-oo 

Prospective 

rate 

Reasonable  costs 

Prevailing  charges 

Haw  York 

Prosy^^ctive 

rate 

Fee  sohedoLe 

je  schedule 

North  Carolina 

Pro^^eotive 

rate 

Percent  of  cosr. 

Prevailing  charges 

North  Dahot^ 

Pr<^*i  active 

rjte*^'^ 

Reasonable  co^ts 

Prevailing  charges 

Ohio 

Prospective 

rate*^ 

Reasonable  costs 

Fee  schedule 

QkliJ^otaa 

Prospective 

rate 

Percent  of  inpatient  rate 

Prevailing  charges 

OjfeSon 

Prospec tivA 

rate** 

Percent  of  cost 

Fee  schedule 

Pennsylvania 

Prospective 

rate^ 

Fee  schedule 

Fee  schedule 

tU\ode  rsland 

Prospect. 

rate 

Prosr^cti^e  rate 

Fee  schedule 

South  Carolina 

Ftospec ti, J 

rate^ 

Percent  of  cost 

Relative  value  scale 

South  Dakota 

Prospec  tlvtj 

r*t<^** 

Reasonable  costs 

Prevai]king  charged 

T^n&ssee 

Prospective 

rate 

Reasonable  costs 

Prevailing  charges 

Texan 

Prospective 

rate 

Reasoneble  costs 

Prevailing  charges 

Utah 

Prospective 

rate^'^ 

P^rt '  u  of  charges 

Fee  schedule 

Vermont 

Pro spective 

rate 

Rea$onable  costs 

Fee  schedule 

VirSinJu 

Prospective 

rate 

?ea»oneble  coet^ 

^ee  schedule 

(f  ash  in  e  ton 

Prospective 

rate** 

Prospective  r^te 

*  schedule 

Ha»t  Virginia 

Cost^based  rate 

Fee  schedule 

e  schedule 

(flMoonsin 

Prospective  rate 

Prospective  rata 

Prevailing  charges 

WyotnlT^S 

Cost-"based  rate 

Reasonable  cost^ 

Prevallirig  chu  ^  -r 

*Atlio^e  does  not  operate  a  fully  fWgod  Medicaid  pr&gr^,  its  nwro  limited  roedicjl  assi*  mce  progr<un  oper- 
ates e-i  a  dem'^nstratlon  i^ro^ram  jndei  waivers  of  certain  Hedlcftid  requirements 
Oi  negotiated  rates 

^Or  percent  o£  charges 

^Rates  are  weighted  by  diagnosis-rj>lated  ^roup 
*"urrent  as  of  1969 

'^Rural  hos^pitsls  are  paid  95  percent  Of  r    ioti^bi^  costs 

SOURCES      J    Leuhr^.  National  Governor's  Association-  Washliigton,  X-  '  Sunri^ry  of  Stati-  ^J^edicaid  Inpatient 
Hospital  Coverage,"  memorandum  to  interested  parties.  Dec    16,   lft69.  And  U  S    Congr.  ConSress- 
lonal    Research    Service,    tfedicjid  Source  Book      Bac'  ground  pj^tft  and  Analyses  *    House  of 
Representatives  Conmlttee  Print  Ho    lOO  AA    <Ws3hington.  DC     U       Govt^r^^jnont  Printing  OffKe. 
November  1963 > 
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Box  3-C— Swing  Bed  Certification  \ 
Req€*irement$  for  Rural  Hospitals  : 

be  eligible  for  the  swing-bed  progrdm*  a  hospUdl  > 
must: 

•  Be  located  m  a  ruml  area.  In  this  program, 
"rural*'  is  dffinerf  according  to  the  Census 
Bureau's  del.  tion  (any  geographic  area  not 
designated  as  urban  in  the  most  recent  cen&us^ 

•  Have  fewer  than  100  cenified  inpatient  bcd^  | 
(exclusive  of  bassinetc  and  intensive-care 
bed.), 

•  Have  iieceived  certiticate  or  need  for  the 
provision  of  long-term  care  services  from  us 
Siaie  health  planning  and  development  agency  ^ 
if  the  State  is  one  that  requires  such  approval 

A  hospit  J  may  not: 

•  Have  in  effect  a  24-hoiir  nursing  waiver  | 
granted  under       fltMbilitj  of  persunncl 
standards.  I 

•  Have  had  a  swing-bed  approval  tenninaied  j 
within  uie  2  yevs  pnor  (o  application  {140)  ' 

A  swing-bed  hospital  must  meet  certain  stand-  , 

a^ds  for  skilled  nursing  facility  sen-ices  in  iddjiion  ' 
to  the  standards  it  muM  meet  a,<:  an  aci'te-rare 

general  hosp'tai.  Accordingly,  such  a  hospital  must  ] 

provide*  or  arrange  to  have  provided  by  others"  j 

•  rehabilitative  services  (including  physical  ther- 
apy* oe^  upaiional  therapy,  speech  thcrapv  nd 
andiology); 

•  dental  services; 

•  social  services;  ; 
^  ptient  activities  (provided  b>  a  Hnalified  I 

acti^'iiies  coordinator):  and 
«  Jischarge  planning 

A  swing-bed  hospital  must  also  in<rei  re^|Ulrc* 
ments  regarding  patients'  rights  4/^^^) 


Physician  Services — A.s  o*"  1987,  30  States  and 
the  District  of  Columbia  paiu  for  physicians*  ber\ 
ices  to  Medicaid  benefii^ianeb  at^^ordtng  to  a  bcl 
schedule,  4  of  these  States  derived  the  fee  sche\'  Je 
from  a  relative  value  scale  (a  i>-ale  thai  a*jsignb 
weights  to  the  variotjs  prGcadnre^)  (table  i-5){6fO). 
The  remaining  20  States  bawed  pajmcnti  on  a^^tual 
customary  or  prevailing  charges,  but  since  several  of 
those  States  no  longer  regiilarl>  update  !heir  c^ili^ula 
tions  of  pre*'ailing  charges,       .1  feei  may  be  m-n^h 
lower  thin  current  chartjes  (OiO). 


Physicians  accep;ing  Medicaid  reinii.  .cement 
muM  agree  to  accept  it  a^  payment  111  full  for  covered 
service;;.  In  general,  Medicaid  fcei>  are  well  below 
those  paid  by  Medic :»re*  which  OiJ  m  turn  lowei  than 
those  paid  by  the  private  sector.^'  Recent  legislation 
requires  the  Federal  Government  to  moie  clo  ely 
monitor  State  Medica-j 'rates  foi  obstetric  and 
pethatric  services  in  order  to  ensure  that  r*ites  for 
these  services  are  not  bo  low  ab  to  restrict  accesi> 
(.Public  Law  I0t-239j.  The  impact  of  tlu^  mandate 
remains  to  be  seen. 

Physician  Participation 

Little  lb  known  about  urban/rural  ttifferences  in 
Medicaid  physician  participation  <i,e.t  physicians 
who  accept  at  least  some  Medicaid  patients).  There 
are  drar^iatic  differen^^es  in  partipation  across  spe- 
^laltieft,  a  1984  survey  found  Medicaid  participation 
to  range  from  97  per^'ent  among  anesthesiologists  to 
60  percent  among  psychiatrists  (394).  Family  practi- 
tioners had  *t  relatively  Uigh  participation  rate  in  this 
burvey  <87  percent)*  widi  rates  for  pediatricians, 
riternist^,  and  general  practitioners  somewhat  lower 
<80,  80*  and  82  percent,  respectively)  Obstetrician/ 
gynecologists  had  low  rates  <72  percei..;  that  were 
second  only  to  those  of  psychiatrists,  A  study  of 
pediatricians  found  that  the  proportion  who  accepter' 
Medicaid  patients  dechned  from  85  to  77  percen* 
between  1978  anvl  1989,  and  only  56  percent  of 
pcdiaU'icians  in  19^?  accepted  new  Medicaid  pa- 
tients without  regard  to  their  payment  status  (743). 

Kxcepiwns  to  Medicare  and  Medicaid  Rules 
for  Rural  h\icilitie!: 

The  Swing-Bed  Program 

Acute  care  and  long-tcirn  c^ae  have  ditterent 
goalb  and  ^taffin^;  need^  tlius,  the  two  generidlj 
have  Jiff^ient  ^certification  requirements  undu  tlie 
Medicare  and  Medicaid  progttuns  and  must  be 
provided  b>  different  institutions  tor  d  ibtini.  t  parts  of 
institutions).  Under  Llie  swing  bed  program,  how 
ever,  small  rar*  ^  hobpilals that  meet i^ertain  i^ertifn^a- 
Uon  i>taiidaids  (.*ee  box  _VCj  ma>  u.se  iheir  bedb 
interchangeably  for  acute  and  long  t^:rm  care  and 
receive  reimbursement  in  either  case  (Publu  Law 
96^99).  Medicaid  ptmiits  sw  ing  bcJs  to  be  used  for 


  —        -  —  —  

''In  fact  Med'^aid  js  proUitwu'd  hy  Ljw  ftom  paying  mt>ic  lui  ^  Wi^vn  MMli^.^rv  i^tiuJJ  pj>  lUr'i  Nuui  ilJ^^^'v       k  a  kuxu^s  MlJiljuI 

^^parcntly  <loe5  m  piaciicc  p£iy  moie  cIlui  Medicare  <]o<;s 
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acute,  skilled  mirsing,  or  intemiediate  care;*^  Medi- 
care covers  only  acute  and  skilled  nursing  care. 

For  Swing-bed  care  equivalent  to  the  care  pro- 
vided in  a  skilled  nursing  facility  (SNF),  Medicare 
pays  the  same  average  rate  i>er  patient  day  as  would 
be  paid  for  routine  SNF  se-vices  under  the  State's 
Medicaid  program  As  of  1987,  983  hospitals  were 
Medicare-certified  to  operate  swing  beds  {625). 

Rural  Health  Clinics 

A  facility  certified  by  Medicare  and  Medicaid  as 
a  rural  health  clinic  (RHC)  is  eligible  for  exceptions 
to  normal  paj.nent  rules  governing  services  pro- 
videdby  midlevel  practitioners — ^physician  as&istaats 
(PAs),  nurst  practitioners  {NPsX  and  certified  nurse- 
midwives  (CNMs).  In  most  cases  outside  of  RHCs, 
Medicare  pa>s  for  services  provided  by  these 
practitioners  only  when  they  are  **in^*'ttiit  to**  the 
services  of  a  physician.  This  statutory  recitriciion  has 
meant  that  midlevel  practitioners  who  werc  not 
working  under  the  direct  supervision  of  a  physician, 
or  who  were  providing  services  normally  provided 
by  physicians  {e,g.,  Dhysical  exams),  could  not 
receive  Medicare  reimbursement  (617).  Medicaid 
rules  vj^  by  State,  but  all  States  place  some 
rescri^iions  on  mudlevel  practice.  Under  the  Rural 
Health  Clinic  Act  (Public  Law  95-210),  however, 
the  services  of  these  providers — including  servn  es 
normally  provided  by  physicians — can  be  remi- 
bursed  by  Medicare  and  Medicaid  ^  they  are 
provided  in  a  certified  RHC.^^ 


RHCs  may  be  provider-based — lor  examplt  le 
outpatient  department  of  a  hospital — orfreesta.^^ 
clinics  and  physicians'  offices.  To  be  certified  as  an 
RHC,  a  facility  must  be  located  in  an  undersfsrved 
rural  area,  meet  certain  standards  for  f*v3ician 
Supervision  ard  mirtmum  level  of  services  offered, 
and  h,ave  a  midlevcA  practitioner  on  duty  at  least  50 
p^i^ent  of  the  fnne  the  clinic  i^  open  {see  bo\3  -D^ 
The  services  of  cUnical  psychologists  and  clliicai 
social  workers  are  now  also  reimbursable  if  piovi;?ed 
in  a  certified  RHC*  aldiough  Jiese  practitioners  do 
not  count  towards  it  certification  requirements.^* 

For  freestanding  RHCs.  Medicare  and  Mcdivoid 
make  interim  payments  for  covered  services  at  an 


Box  3 'D— Rural  Health  Clinic  Ci^tificatim 
Requirements 

To  become  certified  as  a  niral  healtli  cl'^ic  under 
Medicare  and  Medicaid  a  clinic  must: 

•  ^e  located  in  «  Census-defined  ruial  area  that 
is  also  a  federally  designated  primary  care 
Health  Manpower  Shortage  Area  or  Medically 
Undcrserved  Area;' 

•  be  engaged  primarily  in  the  provision  of 
oulpatieiit  primary  iredical  care; 

•  employ  at  least  one  physician  assistant  or 
ntirse  pinctitioner, 

•  meet  applicable  Federal*  State,  and  local  re- 
iluiremcnts  and  Medicare  arid  Medi^d  health 
and  safety  requirements, 

•  be  Under  the  medi^,al  direction  of  a  ph> 
(who  murt  be  on  site  at  least  once  every  2 
weeks); 

•  have  a  midlevel  practitioner— a  rjrse  practi- 
tioner, physician  assistant,  or  certified  nurse- 
midwife — available  to  provide  patient  care 
services  in  the  clinic  at  least  50  percent  of  the 
tunc  (he  clinic  is  open;^ 

•  provide  routine  diagnostic  services  tmcluding 
v^linical  laboratory  services), 

•  maintain  health  records  on  all  patients. 

•  have  wrinen  poti.  fes  governing  the  ser\n.c^ 
that  the  clinic  provid;^; 

•  haveavailable  drugs,  blood*  and  other  supplies 
n^essary  to  treat  medical  emergencies;  and 

•  have  arrangements  with  other  [  waders  and 
suppliers  to  ensure  that  clinic  pt'iencs  have 
access  to  tnpatt*^m  hospital  cane  and  to  other 
ph>siiLian  and  laboratory  services  not  provided 
in  the  clinic  (Public  Law  95  210). 


qualify  Iq  addition,  ibc  Qmmbus  RccotA^iIiation  Act  of  l9£9 
(Public  Law  lOt-239)  gives  St^ic  governors  (tie  (liscfCt»on  (c 
^lesjgnatc  eligible  in«$  i^r  nirai  health  cIjcmcs  that  nw)^  not  *>c 
i^t'^\  de^^natcd  as  shonage  areas 

Ocobcr  lOS9vPubhc  Law  lOl  2^9) 


"Jl-ir.  iusive  ^ate  per  vKit  computed  by  Medicare 
(t^ed  on  past  rcjts).  with  an  cnd-of-year  adjust- 
ment lo  reflev.  *;,tudl  Costa.  Total  payments,  how- 
t:\er.  i^diin  ji  ex^^eed  a  .spccifiui  ceiling  on  average 


^^Iq  WJntmi  10  siaJted  n«ri^$  care,  lotermcdiaie  tare  pnmanlj  pcqu*fei  ptrsoru*!  t^rc  >u^,h     t^*aij*^fr*  afti**ii^H  ^ftJ  '^Jttici  itLtn  inorc 

medically  intensive  caie  ($.g .  giving  mjocnons)  (h^t  requires  a  tratnc<l  mir^ 

"^Medicare  oovciage  rof  CNMs  in  RHCs  was  adJcd  m  t9e9fP^bliC  Uw'  ^0' 

^^Clioical psychologist  services  were  added  to  ihc  l^w  ^        tPubUc  t4^>  lOO-Zoi^  niiKf  H^iuu^.ti  ^vxmI         ^J^<v<r^  w.ct<;  jdJi-J  tit  iyft9 
Uw  101-239). 
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payment  per  visit  ($47,38  in  1990)  (Public  Law 
10(V203),  For  provider  based  RliCs,  payment  by 
both  Medicare  and  Medicaid  is  made  according  to  a 
Medicate  cost-ba^ed  reimbursement  forniula  with 
no  ceiliig  on  the  reasonable  costs  (Pubhc  La* 
95-210).  In  either  case,  reimtjursement  is  to  the 
clinic  that  enq>Ioys  ;^Tactitioner  rather  than 
directly  to  the  practitioner* 

HEALTH  BLOCK  GRANT 
PROGRAMS 

This  section  briefly  describes  three  Federal  block 
grant  programs  that  affect  health  services  in  both 
rura]  arid  urban  areas.  All  were  created  b>  the  ^981 
Omnibus  Budget  Reconciliation  Act  (Pubhc  Law 
97-35),  which  consohdated  various  sets  of  catego  i- 
cal  grant  programs  into  block  grants  In  each  cast, 
the  block  grant  increased  State  dircretion  at  the 
er;  ase  of  Feden*loireciionand  oversight.  All  three 
block  grants  have  since  been  ameuded  to  covex 
additional  y:rvices.  (Individual  programs  and  their 
imphcatiors  tor  rural  areas  are  duc^^sed  in  mere 
detail  in  chs.  !5  and  16.) 

Maternal  and  ChHd  Health  Block  Grant 

Authorized  under  Title  V  the  Social  Setunty 
Act  and  administered  by  HRSA,  the  Maternal  and 
Child  Health  (MCH)  block  grant  program  provides 
health  services  to  mothers  and  childrui.  Instead  of 
operating  as  an  insurance  program*  the  Ff.^eral 
grants  are  awarded  to  the  States,  which  in  turn  fund 
pubhc  and  pn  ate  providers  of  maternal  and  child 
health  care  services  (e,g,,  local  health  departments). 

The  MCH  block  grant  consulidaied  a  series  of 
categorical  Federal  grants  for: 

•  maternal  and  child  t;ealtji  services  (including 
prenatal  ca^e,  family  planning,  weU-child  care, 
vision  and  hearing  ^,creening,  dental  care, 
immunization*  and  lead  screening); 

•  services  for  disabled  and  other  children  with 
special  health  care  needs; 

•  Supplemental  Securir^'  Income  J^enices  for 
disabled  children; 

•  hrmophilia  treatment  centers;  and 
*>  otJier  programs  aimed  tX  specific  gioup^  or 

health  problems  (e,g.>  counseling  for  parents 
whose  children  were  victims  of  Sudden  Infjnt 
Death  Sjiuirome), 

O 
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The  legislation  ^Teanng  the  block  grant  elimi- 
nated most  of  tiic  rc^iuiiemcnti^  for  Providjig  Sf,^- 
cifn.  services,  Fif..esn  pei^^en;  of  th^s  lot^J  fuiKimg 
continued  to  be  se:  a.'iide  for  special  detiionstriitiun 
projects,  Ica\  ing  85  percera  of  appropriated  fur  ds  to 
be  allocated  among  the  3tdtef ,  Staies  v/ere  rcquned 
U  match  eve-^  4  Federal  dollars  leraved  with  3 
CtrJe  dudarj.  An  evaluation  of  the  implementation 
of  the  biock  grant  program  by  the  Gener;il  Account- 
ing Office  (GAO)  found  thai  States  tcr  Jed  to  spend 
their  allotmerits  in  ways  similar  to  prior  patterns 
{612). 

In  i986,Cor»giesi  changed  the  uitd^ngforrjiulato 
earinark  certain  finus  for  specific,  purpoies,  Under 
current  law ,  a  base  amount  ($478  rnilhon,  an  amount 
equal  to  the  block  grant 's  fiscal  year  1 985  ^ppropna- 
tion)  is  allocated  accordinj^  to  tlie  unginal  formula, 
with  85  percent  distr.buted  to  the  S**^.  and  15 
percent  set  aside  f:>r  dem  '^r.traiion  grants  (6//), 
Amuunts  above  that  base,  however*  are  allocated 
under  a  new  formula.  In  1989,  9  percent  of  the 
amoant  above  the  ba:ie  v^as  retained  by  DHHS  to 
fund  genetic  screenmg  projects,  Two-tiiuds  uf  the 
remaining  amount  over  the  base  was  allocated 
according  to  the  85  pen^cnt/lS  percen;  formula  The 
rem^iining  one-third  wa^  also  allocated  according  to 
the  formula  but  was  esimiarkcd  for  programs  to 
develop  primary  health  .ervices  for  children  and 
community  based  service  networks  and  case  man- 
agement services  for  Lhildren  with  tpecjal  health 
care  needs  (67/), 

W'thin  the  non-earmarked  portion  of  the  MCH 
grjinr,  States  retah  tremendous  latitude  in  the  use  of 
funds.  States  determine  both  the  distrih;nion  c"" 
funds  among  services  and  the  eligibility  criteria  for 
indiviuJals  receiving  those  i»ciTices,  Sta^^s  may 
charge  for  the  -services  provided.  However,  they  may 
notcliarge  mothers  and  children  ^hose  incomes  are 
below  Feacral  poveny  guidelines,  and  charges  for 
those  with  higher  incomes  must  be  billed  on  a  sliding 
srale  ref!?^ctini?  income,  resources^  and  family  size 

Very  little  knOv^Ti  aboui  who  receiver  what  type 
of  services  under  the  MCH  block  grant,  largely 
because  the  Federal  Govermiient  does  not  require 
the  collection  or  rcponmg  of  data  on  ;  uch  expendi- 
tures, rhis  dtarth  of  informatiun  is  coinpoanded  by 
tlie  lack  of  Federal  requirements  for  minimum 
,scrvKA^  J  chgibility.  Some  ^elf-reporied  infurm 
tion  from  States  is  available  through  an  annual 
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siirvey  conducted  bj  the  Pubhc  Health  Fonndalion. 
Accoraing  to  this  source,  most  (69  percent)  MCH 
block  grant  funds  allocated  to  the  States  are  spent  on 
personal  healtli  services,  specifically  for  maternal 
and  child  health  ^rvices  {496).  Most  of  the  remairi- 
der  {19  percent)  are  spent  on  services  to  rhiidren 
wi:h  special  health  care  needs.  No  information  15 
collected  i^garding  the  residence  (urban  orniral)  of 
individuals  receiving  services  that  are  funded 
through  the  MCV  block  grant. 

Preventive  Health  and  Health  Services 
Block  Grant 

The  1981  legislation  creating  the  PrtventUe 
Healtl.  and  Health  Services  (PHHS)  bioct.  gr^nt 
consolidated  funding  for  eight  cat^goricdl  gianb. 

•  health  education  and  nsk  reducttoni 

•  comprehensive  public  health  servKjes* 
^  emergency  medical  services, 

•  home  healtl;  demonstration  services, 

•  rodent  control 

•  fluoridation  programs, 

•  detection  and  ptei^ention  of  hyp    cnhioHi  itnd 

•  rape  crisis  and  prevention  servi,.  ^ 

Subsequent  legislation  abided  several  additional 
programs  that  could  be  funded  under  the  PHHS 
block  grant; 

^  prevention  of  chronic  diseases, 

•  prevention  and  control  of  uterine  apfi  breast 
cancers^ 

•  immunization  service^  (mcJuding  immuniza- 
tion of  emergency  workers  agai^nst  preventable 
occupational-exposure  diseases,  e.g..  hepati- 
tis), and 

•  serum  cholesterol  control  projects  (Public  Law 
100-607). 

j^s  with  the  MCH  granti  each  State  retains  its  own 
de^'Tisioamaking  authority  over  how  tlie  funis  are 
distributed  for  the  various  services  (with  the  excep- 
tion of  rape  crisis  and  prevenucn  scr^ices^  which  are 
covered  by  set-aside  ftinds)*  The  PHHS  t>*ock  grant 
is  admmistere..  by  the  Centers  tor  Disease  Control 
(CDC). 

PHHS  grant  allocations  are  basest  on  the  piopoi- 
tion  of  film  s  each  State  received  under  tlie  categori 
cal  programs  in  the  year  before  they  were  conijoli- 
dated  ^^.lo  the  block  grant*  In  fiscal  year  l989i  the 


PHHS  blo<wk  grant  v  as  $84.7  million.  Of  thii,  $3.5 
milhon  (the  uiinimum  hpecifietl  amount^  was  ^et 
a^idc  for  rape  crises  and  pre\e/aion  iJe^vlCl?^  and 
allotted  to  the  States  on  the  ba.^ii>  of  population  size 

020). 

Compared  with  the  MCH  block  grant,  a  'oucb 
greater  proporticn  of  PHHS  money  is  spen;  on 
non^personal  health  services.  In  fiscal  year  1987*  61 
percent  of  PHHS  block  grant  funds  allocated  to  the 
States  were  spent  for  personal  health  services,  10 
percent  for  environmental  health,  and  16  percent  for 
health  resources  {496).  Of  the  specific  categories  of 
sen;ices  covered  by  the  block  grant,  programs  tor  tb<^ 
detection  and  prevention  of  hypertension  made  up 
the  single  biggest  expenditure  category  (19  percent). 
Health  education/risk  redm^tioi:  and  emergency 
medical  services  accounted  for  17  and  :5  percent  of 
expenditures,  respectively.  In  c^*ntrasti  only  three 
States  funded  home  health  agency  demonstrations 
with  PHKS  block  grant  fiinds,  accounting  for  only 
0,1  percent  of  expenditures  under  the  grant  {496). 

Alcohol,  DrngAbttst,  and  Mental  Health 
Services  Blrck  Grant 

The  Ali^oholi  Drug  Abuse,  and  T.lenLal  Health 
Services  (ADMS)  block  grant  is  admmtstered, 
unsurjlrisingly,  bv  he  Alcohol  Drug  Abuse,  ard 
Mental  Health  /iaa>inistiC*tion  (ADAMHA),  This 
block  grant  provides  fiinds  to  States  for  prevention, 
treatment,  and  rehabilitation  programs  addressing 
alcohol  and  drug  abuse;  and  for  grants  to  community 
mental  health  centers  for  health  services,  including 
services  for  the  chronicallv  mentally  ill,  severely 
mentally  distmbed  children  and  adotescentSi  men- 
tally ill  elderly  mdivtduals,  and  otherspecia)  popula- 
tions. 

The  ADM^  block  grant  ha,s  a  lively  recent 
legislative  history.  As  with  the  otherblock  .''^lants,  it 
was  created  ;n  198 1  to  consolidate  funding  for 
cxistmg  categorical  programs  (authorized  by  i,ie 
Community  Mental  Health  Cemers  Act  of  I965i  the 
Mental  Health  System  Act  o*  1980.  and  theCompre- 
hens: Alcohol  Abuse  and  ALohoIism  PreventtonT 
Treitment.  and  RehabihtfJion  Act  of  1970).  The 
bloi^k  grant  itself  amtnded  m  1986  to  inuea^e 
itN  authonzation  leveh  die  .same  lavi  alho  i^reatcd  a 
.separate*  new  program  of  g  ants  tu  St^itcs  .supple- 
ment e?;i^ting  substan^^c  abuse  tieiUment  ^nd  reha* 
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bilitaliun  programs  (Public  Law  99-5?0j.  The  1988 
Anti  Drug  Abus^e  Act  ^Public  Law  10  590)  then 
consolidated  the  new  substance  abuse  grant  into  rlie 
ADMS  block  grr.nt,  (This  Act  also  authorized  * 
mental  iiealth  ser  'ces  demonstiation  program,  under 
which  15  percip.  of  appropriated  funds  for  the 
program  must  t  e  spent  oti  projects  in  rural  areas.) 

Under  the  present  block  gran:>  about  two- thirds  of 
the  overall  Feder*;!  appropriation  will  be  allocated 
for  substance  abuse  Programs  and  one-third  for 
mental  health  service  aalvitics,  although  the  propor- 
tions allotted  to  individual  States  may  differ.  Th; 
current  formu'u  for  distributing^  funds  to  the  States  is 
based  on  each  State's  population  of  age  ;^ruups  at 
greatest  risk  for  substance  abu>e  and  meni  d  illness 
and  on  total  taxable  resource*  o  each  State.  The 
formula  gives  weight  to  Stat^.s  w.Ji  urban,  >oung 
adult  populations,  who  ar^  presumed  to  be  at 
especially  high  risk  of  substance  abuse  (Pubbc  L^v^ 
100^690). 

The  1988  Act  required  each  State  to  use  at  least  lO 
percent  of  its  Mock  grant  allocation  for  substance 
abuse  progr?ins,  services,  and  demonstration  proj- 
*cls  for  wo:nent  particularly  those  who  are  pregnant 
or  who  hF.ve  dependent  children.  At  hast  55  percent 
of  the  mental  heaW^  allotment  must  be  used  fornew 
community  menial  health  services  not  available 
before  fiscal  year  1988. 

In  Jiscal  year  1989t  the  appa?pr:atioa  for  the 
ADMS  block  grant  was  $805.6  miHionT  of  which  5 
percent  were  reserved  for  data  colleciion  and  serv- 
ices research.  The  remainder  was  allocated  among 
the  >*;tatest  with  an  estimated  $247  million  allocated 
for  mental  health  services  and  $529  m^lbon  for 
Suhstance  abuse  services  (S20). 

PROGRAMS  ALKiMENT 
RUR/  \  HE  U.TK  RESOURCES 

Heaitli  Personnel  Programs^^ 
National  Health  Service  Corps 

The  purpose  of  the  National  Health  '  ice  Curps 
(NHSC),  established  m  1972,  is  to  ^^courage  he^tlth 
professionals  to  practice  in  design^  .<?d  HMS As.  The 
NHS  .^  includes  a  small  group  of  commissioned 
officers  of  the  Pubbc  Health  Service,  who  <ire 


salaried  employees  ol  the  Fedcnii  Go\eirimeni  and 
practice  where  the>  are  sent  bj  the  Corps.  The 
NKSC  iilso  inJudes  a  muoh  larger  group  of  ht^altij 
professionals  whu  arc  placed  '^i  HMSAs  b>  the 
NHSC  but  \^ho  .u:c  not  a^tu^llj  comnj^^^uned 
members.  ♦ 

Originally  limited  to  physicians^  the  NHSC  place- 
mem  program  was  expanded  -to  include  a  broad 
range  of  other  health  piofessionals  as  well,  mcludmg 
midlevel  practitioners  {462  ),  The  r  tajority  of  NHSC 
placements,  however,  are  still  physicians. 

The  placement  prjgram  has  ihrec  vumponents^ 
le  Volunteer  Program,  the  Scholarship  Program, 
and  the  Loan  Repayment  Program.  The  Volunteer 
Program  consists  of  health  professionals  who  are 
re^^ruited  S  the  NHSC  to  seae  jn  HMSAs  but  who 
are  urjJcr  no  legal  obligation  to  do  so.  These 
volun:eers  ma>  either  establish  pnv  ate  pjaoiices  or 
receive  their  salary  from  ?  variety  of  public  and 
piivate  employers.  They  are  not  counted  as  NHSC 
field  personnel.^^ 

I'nder  the  Scholarship  Program,  mdividuals  en- 
tering medical  vor  other  health  professional)  schools 
are  ^A^ardei'  scholarships  for  their  health  professions 
education.  In  exchange  for  each  year  of  scholarship 
received,  the  recipiuit  is  obligated  to  practice  for  I 
year  in  a  dcsig.iated  high-pnorjty  HMSA  (689),  The 
niinimum  service  obligation  is  2  years  {662),  Since 
1987.  NHSC  scholarships  have  been  awarded  onlv 
to  a  few  students  v.ith  extreme  financial  need  (43  in 
1989)  {659), 

The  Federal  NHSC  Loan  Repayment  Program, 
enacteJ  in  December  (Public  Law  100-177), 
pays  participants  up  to  $20,000  a  ye;ir  toward  their 
outst;aiding  health  profession  educational  loans.  As 
with  the  Scholarship  Program,  participants  must 
practice  health  care  m  a  det^ignated  high  priuntj 
HMSa  in  order  to  meet  the  obligations  of  the 
progr.^.  Obligations  iire  from  2  to  4  years,  with 
longer  obhgations  receiving  higher  annual  pay- 
ments. Applicants  to  the  program  must  he  in  ilieir 
last  >':ar  of  education  tt>  b  ^  digit  f^.r  cunsidcra- 
lion,  Priontj  is  ^^i\en  to  apf  he  mis  who  arc  aboui  tv» 
graduate .ismedn^al doclor:>  NPs,  or  C>lMs  \(jt>2^  In 
1989,  112  pl.icemcnts  were  made  diiuui^h  ihc 
Federal  l^an  Repajmeni  Program  trt^^J 


^^l/any  or  these  prograirks  arc  discussed  in.^^orc  derail    th  H 
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A  separate  loan  repayment  program,  administered 
though  the  NHSC,  operates  through  the  States  (see 
ch.  13).  States  need  not  adhere  directly  to  Federal 
HMSA  g'iidelines  when  designating  eligible  areas  to 
carry  out  the  service  obligation.  Funds  are  bimted. 
however.  ^  nd  in  1989  only  seven  States  received 
iVinds  unoer  this  program.  * 

Until  1979t  when  the  first  targe  group  of  obligaied 
NK3C  scholarship  recipients  c^e  out  of  the 
'^pipeline,"  most  field  placements  were  volunteers. 
The  NHSC  field  program  (which  pays  for  salaries, 
placement  services,  etc.  for  NHSC-placed  person- 
nel) had  its  highest  level  of  funding  in  1983,  but 
decreases  in  total  field  personnel  were  not  seen  until 
years  after  funding  was  cut  back,  due  to  the  long 
'^pipeline"  of  the  Scholarship  Program.  Field 
strength  peaked  in  1 986  and  has  been  declining  since 
(659). 

The  NHSC  directly  paid  the  salanes  of  most  field 
placements  (both  obligated  and  volunteer  health 
professionals)  until  1979,  v^he^i  it  began  to  rely  .^ore 
on  other  employers  and  self-employment  of  t'hysi- 
cians  to  support  placements.  In  1988,  o.Uy  15 
percent  of  NHSC  field  positions  were  federally 
salaried,  the  remainder  received  their  salanes  troni 
community  and  migrant  health  centers,  pnvate 
practices,  and  other  organizations. 

Area  Health  Educafion  Centers 

The  purpose  of  tlie  Area  Health  Education  Cenrers 
(AHEC)  Prograni  is  to  attract  and  retain  primary  care 
professionals  in  shortage  area^;  by  linking  academic 
health  sciences  centets  with  chnical  sites  in  under- 
served  urban  and  rural  communities.  Under  this 
program,  the  Federal  Government  enters  into  coop- 
erative  agieements  with  AHECs  to  establish  net- 
works of  health-related  institutions  (e,g..  academic 
medical  centers,  hospitals,  clinics,  private  medical 
offices)  to  provide  educational  services  to  students^ 
faculty,  and  pr:*Jtitioners  (Public  Law  92-157) 
((577). 

The  original  AHEC  program  began  in  1972  and 
funded  selected  university  medical  :.chools  under 
5-year*  incremental  cortracts*  in  which  funding 
increased  during  the  fir^t  3  years  and  then  decreased 
as  programs  became  self-supporting  (Public  La^' 
92-157)  ((577).  In  1981,  the  funding  mechanism  was 
changed  to  a  cooperative  agreement  that  required  a 
substantial  Federal  role  in  the  managemeni  of 
AHEC  projects  Eligible  recipients  ofAHET  funds 
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include  all  >athic  anJ  osteupalftir  TPedic  U  schools 
and  groups  of  such  iasutunons  {077}. 

The  Federal  '*seed  money^'  may  not  exceed  9 
years  for  an  individual  AHEC,  and  Federal  funding 
IS  decreased  after  the  fourth  year.  Each  project  must 
contribute  at  least  25  percent  in  matching  funds  from 
State  or  other  sources.  Eighteen  projects  in  21  States 
currently  receive  funding  for  planning,  develop- 
ment, 01  operation  i677}.  Federal  AHEC  Program 
dwardis  in  1988  totalled  $15.5  mdhon. 

Since  the  program  began.  23  AHECs  have  gradu- 
ated from  Federal  funding.  Tliese  AHECs  are  still 
eligible  for  separate  demonstration  fund^  for  "spe- 
cial initiative  projects,"  In  fiscal  year  1988,  $1.7 
million  was  awarded  to  28  such  projects  in  lOStates 
(677). 

The  AHEC  vJucational  mission  is  very  broad; 
specific  programs  implemented  depend  on  the  .leeds, 
de^ire^i,  and  resources  of  the  participants.  Programs 
have  'jicluded  clinical  training  rotations  in  underserv- 
ed  rural  areas,  establishing  a  Hispanic  residency 
program  in  family  medicme,  training  health  profes- 
sionals to  work  ^vith  Native  Americans  &x;m  various 
cultures,  and  facilitating  health  profession^  educa- 
tional  programs  on  such  diverse  subjects  a^  occupa- 
tional and  agricultural  health,  primary  care  ^ 
Southeast  Asian  refugees,  and  family  and  spousal 
abuse  {677). 

Border  H'^^^Ith  Eduoati(;fi  Centers 

The  Border  Health  Education  Cetiters  program, 
authorized  by  the  Omnibus  Reconciliation  Act  of 
1989  (Public  Law  101-239),  funds  contracts  with 
schools  of  allopathic  and  osteopathic  medicine  to 
create  centers  that  will  improve  the  supply  and 
quality  of  personnel  providing  health  services  along 
the  border  bet^vc  n  the  United  States  and  Mexico. 
Monborder  areas  with  large  new  immigrant  popula- 
tions may  also  receive  funds  under  the  program. 

Other  Health  Profes;;ions  Education  and 
Training  Programs 

A  number  of  other  Federal  programs*  authorized 
tinder  titles  VII  and  VUl  of  ti*c  Public  Health  Service 
Act.  provide  support  io  instituuons  (through  grants 
and  contracts)  and  co  students  (through  loans*  loan 
guarantees,  and  scholarships)  in  the  fields  of  medi- 
cine, osteopath> .  nursing,  dentisu y*  v^iennary  med- 
icine, optomeny.  pod'atry.  pharmacy,  pubhc  health, 
and  graduate  programs  in  health  administi.aion. 
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Health  professions  education  piograms-  -cc^:^truc' 
tion  grants  to  schocls  and  loans  to  students — were 
initiated  in  1963  (Public  Law  88-129)  and  1964 
(Public  Law  88-581),  in  response  to  concerns  that 
the  United  States  faced  a  critical  shortage  of  healdi 
personnel  (319).  Over  die  next  decade,  the  programs 
expanded*  becoming  available  to  a  greater  number 
of  schools  and  students  ai3d  a  broader  range  of  health 
professionals.  Grant  progrims  to  encourage  special 
projects  at  healdi  professions  schools  were  also 
added  (319). 

in  1976,  Cor  gress  began  t  J  refoc  us  special  project 
gr.mts  to  emphasize  training  lor  pnmarj^  care  prov  id- 
er>  who  would  serve  in  ^mderserved  areas,  and  it 
bi^gan  to  replace  broad  scholarship  programs  with 
more  limited  scholarship  and  k  in  programs,  Legis- 
lation  m  1981  repealed  a'l  basic  grants  to  hea.Ji 
professions  schools  except  schools  of  public  health, 
and  1985  legislation  extended  funding  audicrity  for 
existing  programs  that  address  problems  asj^ociatet^ 
with  improving  die  geographic  and  specialty  distri- 
bution of  professionals  (319).  Bnef  desrnptions  of 
cirrent  Federal  healdi  professions  educaLon  and 
oraining  programs  follow. 

StudentAssistancePrttgmms — TheFederalGov- 
emment  fimds  a  number  of  trainee  programs  in 
public  health  schools*  pubhc  admmisiratiun  schools, 
preventive  medicine  departments*  nursing  st^huuL^. 
and  hospitals.  (The&e  fund^  reach  students  through 
the  iriStituticPiS  raLher  than  directly.)  Th^  govern 
ment  also  awards  scholarships  to  some  first-Utir 
healdi  professions  students  through  the  Exceptional 
Financial  Need  Scholarship  Prugram.  Au:hori2ati>jn 
exists  for  two  student  loan  programs  and  one  loan 
guarantee  program,  none  of  v.mch  have  ret.ei\ed 
appropriations  in  recent  years  {M9) 

A  new  ipier disciplinary  training  program  was 
authorized  in  late  .989  (Pubhc  Law  10U239)  Us 
purpose  is  to  prepare  healtli  piofessionals  for  prac- 
tice in  rural  areas  where  personnel  are  m  short  supply 
by  training  individuals  from  different  healdi  profcs- 
sions  (e  g-,  phannacists>  physicians,  aad  NPsj  lu 
work  togedier  in  a  rural  setting.  The  progran^  is 
explicitly  fucused  on  nunphyst^-ian  pcisi^nncl,  no 
more  dian  10  percent  of  funds  may  be  spent  on 
training  medical  students  (Publi:  L,aw  10I-239j.  Nn 
funds  had  been  awarded  as  of  April  )9W,  so  the 


natur.  uf  die  intcrdisvipliiiiU^  prvi^raais  dial  cuuJd 
develop  IS  unknowTi. 

i  nstitutional  Assistance  Programs — ^The  Federal 
Government  provides  grants  lo  family  medicine. 
pediatricSf  gen^^ral  internal  medicine,  and  general 
dentistry  programs  to  support  die  planning,  develop- 
ment, maintenance*  and  improveni^'ni  of  primary 
care  undergraduate  and  graduate  programs.  Simda; 
general  support  programs  exisi  for  physician  assis- 
tant programs,  public  health  schools,  and  healdi 
ac'^nistration  schools.  Several  institutional  grants 
are  also  available  to  support  nursing  school  pro- 
grams forNPs  and  nurse-midwi\es>  odicr  advanced 
nursing  training,  and  lursing  faculty  fciiowships 
(319). 

Two  small  ms^titutional  programs  are  targeted  to 
die  healdi  professions  education  of  minority  and 
disadvantaged  students.  The  Minei  xy  Education 
Program  provides  grants  to  four  healdi  professions 
schooJs  for  development  of  model  wHiucation  pro- 
grams for  minority  individuals.  The  Disadvantaged 
Assistance  Prog  am  provides  grants  and  contracts  to 
healdi  professions  schools  and  other  organizi^tions 
to  help  them  identify,  rerniit.  and  prepare  minority 
and  dL^dvantaged  students  fur  healdi  professions 
careers  (319). 

Special  Prujiih — Section  oi  ^hn  Public 
Healdi  A,t  authorizes  fundimi,  fur  Spc^^ial  Education 
Initiate,  es/Currjculum  De\clopment.vthuh  includes 
^act^  ar.J  cor.ir.Kls  to  health  professions  institu 
tioni.  and  odier  organi/atjoas  for  a  \iU^et\  uf 
projci^ts.  including  prujc^ls  to  pru\  idc  su(  port  scrv- 
Kes  to  healdi  professionals  pradicUig  in  HMSAs 
Special  project  grants  are  also  available  to  nursing 
schools  and  other  ^»rgani/atJi>ns  to  support  projcxlv 
to  enhance  nursing  skills  ^^nd  knuy^k  Jgc  i  i'^f 

rrhivary  Care  P  ai  ilitie\  and  Srr\in  \ 

(  onimtinitv  IkiiUli  <  enters 

The  Communtt\  Hu  iW\  Center  tC  HCj  l*ro^t*ini. 
atithonzcd  m  ^ci^tion  3.10  oi  the  PublK  Healtli  Att 
and  administered  b>  HRSpA*^  liurcau  tjl  Health  C\irc 
Dc*liver>  and  Assisiaat.t.jjro\  ides  grants  toe.Uahlish 
and  to  operate  CHCs  Thc^c  eenkrs  prii\|j<.^  pnnitu\ 
t*u;;  services  ii>  designii^-d  modjcallv  undL"r,stT\ ed 
arca>s  and  populations  To  ilx^uc  Federal  fuiiJing. 
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CHCs  must  pro'  ide  basic  pnmary  heaJth  services, 
including: 

♦  physician  services  (and,  where  feasible,  ^ 
jces  of  PAs  and  NPs); 

diagnostic  laboratory  and  radiology  services; 
preventive  health  services -{including  family 
planning*  pren£^tal,  and  well-child  care); 
emergency  medical  services; 
transportation  services  (as  needed); 
preventive  dental  care;  and 
where  appropriate,  pharmaceutical  services. 

In  addition,  CHC&  may*  where  appropnate.  provide 
the  following  supplemental  health  ser/ices: 

♦  hospital  Services; 

o  home  health  services; 

♦  long-temi  care  services; 

♦  rehabilitative  services; 

♦  mental  health  services; 

♦  dental  services; 

♦  vision  services; 

♦  therapeutic  radiology  services, 

♦  allied  health  services; 

♦  public  health  services  (incluc^  .g  counseling, 
referral*  and  foUowup  for  social  and  nonmedi- 
cal needs  that  affect  health  status); 

♦  ambulatory  Surgical  services; 

♦  health  education  services;  and 

♦  Services  ihat  promote  the  use  of  the  above 
Services*  such  as  interpreters  in  CHCs  tha: 
pro^tde  Services  lo  a  large  ni>n-Engh.sh- 
speaking  population. 

In  1938,  the  Federal  CHC  program  supported  52b 
CHCs,  of  which  319  were  in  rural  areas. On 
average,  each  rural  CMC  provided  nearly  35*{XX) 
patient  visits  in  that  year  (see  ch.  5)  (65S). 

CHCs  are  required  to  ^ek  thud-party  reimburse- 
ment (Medicaid,  Medicare,  pnvate  insurance;  if 
available.  They  provide  services  on  a  sliding  fee 
scale  based  on  i'lcome  and  family  size,  families  with 
incomes  belo'\  the  Federal  poverty  level  receive  free 
care. 

Recent  Federal  appropriaUons  for  CHCs  have 
included  supplemental  funding  for  the  Govern- 
ment's Infant  Mortality  Initiative  ^  Funds  from  this 
initiative      to  be  spent  on  expanding  health  care 


systems  for  pregnant  women  and  mfanl>,  enhancing 
the  provision  of  primary  and  supplemental  health 
services,  and  improving  access  to  these  services 
(3201 

DHHS  alio  provides  some  CHCs  with  supple- 
mental project  grants  and  contracts  to  operate  clinics 
to  treat  black  lung  disease  m  coal  miners.  These 
clinics  operate  at  58  CHC  sites  in  M  States  and 
provide  for  the  analysis*  examination,  and  treatment 
of  breathing  and  lung  impairments  in  active  and 
retired  coal  miners.  In  fiscal  year  1988,  the  program 
provided  services  to  an  estimated  47,500  victims  of 
black  long  disease  {61Jl 

Migrant  Health  Centers 

Like  CHCs,  migrant  health  centers  (MHCs)  are 
part  of  HRSA's  primary  care  program.  The  MHC 
program  closely  parallels  the  CHC  program.  It 
provides  grants  both  to  establish  and  to  op,^iale 
centers*  which  must  provide  the  same  basic  pri'nary 
care  serv  ices  provided  by  CHCs,  In  addition  to  the 
Supplemental  services  that  may  be  provided  by 
CHCs,  MHCs  may  also  provide: 

*  environmental  health  services  (e.g,>  roden* 
control,  field  sanitation,  sewage  treatment); 

*  infectious  and  parasitic  disease  screening  and 
control;  and 

*  accident  prevention  programs  (including  pre- 
vention of  excessive  pesticide  exposure). 

The  popuiition  that  can  recenc  MHC  services  is 
limited  to  migratory  and  sea^^onal  agncultural  work- 
er and  their  families.  In  1988.  there  were  1 18  MHC 
grant  recipients  operating  clinics  that  served  over 
500,000  people  (see  ch.  2)  (JHll  Many  MHCs  also 
receive  fundt;  from  the  CHC  program.  with 
CHCs,  MHC  her\Kes  arc  provided  on  a  fee-for- 
ser\  ice  basis.  %Mth  a  .>lidin£  fee  schedule  applying  to 
those  without  in^surance  vvhu  cannot  pay  the  full 
Lhorge  for  the  scr\iccs  the>  rcv>eve.  MHCs  must 
accept  fianents  Lu\f  red  b>  Mcdicirc  and  MediLaid. 

Primarv  Care  Cooptrati\c  Agreements 

Tic  Pubhc  Health  Service,  under  a  program 
mitiated  in  1986.  enteis  mtn  primary  care  coopcra- 
tlvc  agreements  (PCCAs)  w'th  individual  State 


*^CHC  figorts  hctt  r<^fc/ ^0  the  nuitibcrof  ccnry-rs  *ct living  RdcraJ  fsMiU  (umh.  lot  ^bc  tobl  numhr  F  -if  tiiiK  siti:.  (  SU  ^  r.uiy  h.nLMmirr  ijuiionc 
clinic  site 

199ft  Inim  MortaJiTv  Imlntivc  fund>  were  Joldctt  jnio  the  lo^^l  CUC  l>*»^J     di'.JnbwtJon  PrcvK.jJv  Jiust  lumK  w-cic  .iAattic*!  *;cparatcJy 
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health  departments  and  prtmary  care  i^so<,iations.'^ 
PCCA  grants  are  intended  lo  facibtate  the  develup 
ment  of  primary  care  services  in  underserved  area^ 
(both rural andurban).  Recipients ind>  use  the  grants 
to  determine  the  need  for  primarj  care  services  anJ 
health  professionals  in  underserved  areas,  and  to 
assist  in  the  recruitment  and  retention  of  health 
personnel  and  development  of  service  delivery 
sysietns.  As  of  1989,  33  States  had  entered  into 
PCCAs  (USa). 

PCCA  participants  enter  mto  a  formal  agreement 
with  the  FederalGovernment  base^l  on  a  comprehen- 
sive plan  developed  by  the  State  agencies  for 
delivering  primar>  c.ue  services  m  underserved 
areas  (656)*  lii  one  State,  for  example  the  activities 
funded  under  Jie  State';*  1988  PCCA  included, 

•  a  survey  to  determine  the  effect  of  malpractice 
liahihty  costs  on  the  delivery  obstetric 
services  in  frontier  areas; 

•  the  establishment  of  <i  t.^^sk  force  and  work  plan 
to  iiTiprove  coordination  between  rHCs  and 
local  health  depart.iients  (e.g  ,  in  order  to 
achieve  more  effective  outreach  to  low-income 
pregnant  women  and  improve  medical  record- 
sharing); 

9  support  for  various  information  project.<;  (e,g., 
helping  a  senior  citizens  group  to  develop  and 
distribute  health  fact  sheets  statewide; 

•  preparing  a  manual  of  available  health  data  for 
rural  parts  of  the  State; 

«  developing  a  database  on  perinatal  needs. 

•  exploring  tlie  feasibility  of  better  coordinauon 
among  rural  CHCs;  and 

•  providing  technical  assistance  to  CHCs  tur 
physician  recruitment,  marketing  of  servKes, 
service  lirikage  development,  grant  venting.  iinJ 
board  tnining  (7^^/), 

Acute-Care  Facilities  andSenices 

Rural  Health  (.'are  Transition  Grants  IVogram 

The  Rural  Transition  Giants  Program  ts  a  leghJa 
tive  newcomer  that  was  createu  in     '  Omnibuv 


Ke<,on<,iliaiion  A^i  of  W87  (Pubii<,  Lj\\  lOOOC^w. 
Thii>  program,  odmimaered  b>  the  Health  Care 
FinanUng  AUminisuation  ^HCFA>*  i,^  intended  to 
help  smallf--  rural,  nui^profit  huspuaJ:>  and  their 
<,on7inunittes  adapt  to  iLc  foUovvmg  \.tri,umsun<.es. 

•  changes  in  clinical  rractice  natterni*  and  ser\'ue 
populations: 

•  excess acute-<,are  i^apacity  andde<,ijnu;g  ability 
to  provide  appropriate  inpatient  care  staffing: 

•  increasing  demand  for  ambulator^'  and  emer- 
gency services  and  the  need  for  .niegration  of 
community  health  services:  and 

•  the  need  for  adequate  a  .ce.^s  lo  emer^en<,j  and 
inpatient  care  m  areas  Vrhere  manv  underu- 
tilized hospital  beds  arc  h^ing  elimina*ed  ( Pub- 
lie  Law  100-203) 

The  program  was  stimulated  by  the  Minnesota 
Rural  Health  Transition  Project  (see  ch.  6),  which 
fo  nd  that  successful  hospital  transitions  depended 
as  much  on  the  ability  to  perform  an  effective 
<,onimunity  needs  assessment  tis on  financiil  support 
\2ol)^  Transition  Grant  Program  funds  art  intended 
to  help  rural  hospitals  examine  the  health  needs  of 
theu^  service  areas  and  plan  and  implement  new 
services.  coonJinating  services  with  other  area 
providers  when  nece.qsary.  Eligible  hos|)itaJs  can 
apply  for  grants  of  up  to  S50,000  a  year  for  up  to  3 
years,-^^  Grant  funds  may  not  be  spent  on  ^apnal" 
related  costs  or  to  retire  existing  debts 

in  198<?  KTA  r<.^u%ed  ab-jul  70(J  grant  appii^a 
tjon,^.  one-Jiird  of  which  were  from  hospUaJs 
applying  as  part  of  hospital  ^.oriMirtja  ^102)  HCFA 
awarded  m^re  tJuri  million  to  U2  rural  hospi- 
tals^^ in  45  States  and  Puerto  Rru,  funding  lo  ;dl 
grantees  was  for  I  year  {102)  Congress  in  late  l'^S9 
appropriated  aciditionil  monies  for  the  second  ye;ir 
of  grants  for  which  the  initial  grantees  are  eligible, 
and  aJso  a  new  amo»'.fa  of  grant  funds  for  new 
hospital  applicants  (Public  Law  t01O:^9)  Tlic 
agency  is  required  :o  evaluate  ilie  grant  program's 
cff^;^.tj\eness  and  aliihi>  \k\  orentithcn  rural  huspi- 
t*d>'  atiminis*rati\e  and  tin.iiKia)  ^apahiltl)  ■  l(}2}. 


^'Pniuary  catt  coopcratKc  agrcsmieiiU  4tc  juth<uricd  unjcr  SckU^^n  ^^-^^k'     ^^^^^  Publi<.  H<^-il<li       t,-  V( 
^Pcwcr  Uun  100  l>als 

^B«fqre  P^ibLc  Law  lOLi39  was  passed  i\\  laic  i^?^**,  Lisp«aK  v^cfc  »miv  ,aii>v.*^d  ti^  r<M^tiivi  /T,im  U  i  a  rii^viriiuu.      '  m  u  . 

^HCFA  cncqura^cd  more  than  qnc  hospiul  (roni  «i  cotL\ortium  to  'ippl>  p^*njin(r      p^^ij.^  i  J.Uhiim^'  ,ini^nif;  ,iir,d  hl-^^.l^.ll 

^'ilicrc  w<;*  155  grartctf-  hospital*;.  1 1  of  winch  were  c^  rtiortiA  c^^ntajnm*?  ol  -7  ho-pjUtv 
^In  1990,  HCFA  cjipectca     nii*^e  new  awarxl?;    appr^iuruiclv  IjiS  JcMiUotLi!  linvpiliik  {Z^:- 
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RURAL  HEALTH  POLICY  AND 
RESEARCH 

A  wide  variety  of  Federal  organizations  with 
disparate  mandates  carry  out  some  rural  health 
research.  For  instance,  HCFA,  the  Prospective 
Payment  Assessment  Commission,  aiid  the  Physi- 
cian Payment  Review  Commission  have  all  under- 
taken studies  of  Medicare  payment  to  rural  physi- 
cians and  hospitals.  Other  Federal  organizations 
fund  studies  that  are  epidemiological  or  clinral  in 
nature  (e,g„  studies  of  interventions  to  in*prove 
infant  mortality).  Some  agencies  have  consolidated 
their  rural  research  e**foTts;  the  National  Institute  of 
Mental  Health  established  an  Office  of  Rural  Mental 
Healtii  Research  in  eaiiy  19^0»  whose  responsibili- 
ties will  include  administration  of  a  Rural  Mental 
Health  Research  Centers  program  (640.641 ). 

Two  Federal  organization;*  have  recently  bee^ 
established  that  h^ve  an  especially  strong  and 
e^cplicit  link  between  rural  hcidth  caJe  policy  and 
research.  Descriptions  of  these  two  organizations 
follow. 

Agency  for  Health  Care  Policy  and  Research 

.The  Agency  for  Health  Care  Policy  and  Research 
(AHCPR)  is  the  successor  the  National  Center  for 
Health  Services  Research  and  Health  Care  Technol- 
ogy Assessment,  a  long  established  Federal  health 
research  organization.  AHCPR  was  designated  in 
1989  to  focus  on  the  link  between  health  research, 
evaluations  of  the  effectiveness  of  health  c.irc 
interventions*  and  health  poiic>  (Pubjic  Law  101 
239).  Its  authonzing  legisjalion  specified  that  the 
agency  should  pay  particular  attention  to  rc\c<irch. 
demonstration,  and  eviduatiun  jctivitics  related  to 
the  delivery  of  health  care  service;*  m  rural  area.**. 

AHCPR  has  carried  )ut  both  intramural  anJ 
extramural  research  on  rural  health  topic\*»  for  the 
past  two  decadt's  Studies  funded  in  the  I970\ 
evaluated  a  variety  of  approaches  for  budding  and 
strengthening  rural  health  care  deliver)  *»ystenis. 
while  in  the  1980s  projects  concentrated  on  ruMl 
hospital  issues  (e.g  .  costs  and  viability)  and  on  the 
health  care  needs  of  j^pecific  |X)pulation*»  (eg, 
minorities,  migrants.  Native  Americans)  In 
response  to  ^  congression<d  mandate.  AHCPR  wip- 
poned  a  number  of  studies.  pre\cnted  ai  a  confeiern^e 


m  December  of  1987,  that  served  as  the  foundation 
for  a  discussion  of  a  rural  health  research  agenda  for 
the  i990s  . 

Funds  allocated  to  AHCPR*s  rural  health  research 
activities  were  $679,000  in  fiscai  year  1989  and  $2.5 
million  m  fiscal  year  1990  {463).  Activitie  funded 
with  1989  funds  mcluded  studies  of: 

♦  rates  of  hospitalization  among  CHC  and  non- 
CHC  users  in  Maine; 

♦  health  care  access  for  uninsured  residents  m 
Nebraska; 

♦  use  of  aiiematives  tu  traditional  health  care 
services  by  rural  elderly,  poor,  and  black 
populations; 

♦  urban/rural  differences  m  the  ise  of  health  and 
social  services  ly  elderly  individuals; 

♦  the  effectiveness  and  succes;*  of  various  rur?! 

-»tal  management  j^trategies,  and 

♦  variutioiio  in  resot  use,  n^sis  and  outcomes 
among  obstcaic  pn  viders  m  Wa..hmgton, 

Office  of  Rural  Health  Policy 

Tlie  Office  of  Rural  Health  Policy  (ORHP), 
established  in  August  I9;j7r^  is  located  withm 
HRSA  and  advise;,  the  Secretary  of  DHHS  on  a 
vartet>  of  rural  health  issues,  panicularly  those 
regarding  Medicare  and  Medicaid  payment,  availa^ 
bdit>  of  health  Professionals*  and  access  to  care  in 
rural  dreas(6M'j  As  a  component  of  this  activity,  the 
Office  provides  staff  suppon  to  a  committee*  com- 
posed of  member^  of  both  the  public  and  private 
sectors,  l^his,  committee  advise  tJic  Secretiiry  of 
DHHS  00  the  priorujcsand  :>iratc^ies  that  should  be 
i^unsidered  in  *jtiJressjng  the  problems  of  financing 
and  providing  health  tare  in  rural  areas 

In  addition,  the  OffKe  admmtsters  the  Rural 
Health  Rese^uch  Center  grant  prognun,  manages 
u*me  rural  health  dcmoiistrutu>n  granis,  and  sCrvxs 
as  an  information  hioker  foi  rural  health  c*u*e 
research  findings  and  e\aluauon  ^  ot  mnovative 
approaches  to  rural  he^dih  t<ire  delnerj  iJmler  ihe 
Rural  Hcalih  Rcse^irth  (!"eraer  grant  pri>gnini  Uu- 
thori/e<l  in  Pubhc  Lau  HKt  20^^  ORHP  in  Septem- 
ber 1988  awtirded  grams  to  fwv  tiniversity-based 
rese*uch  <enter.s  to  <olleLl  and  analyze  infomialK^n. 
v^^ndu*.!  apphcd  n^sean^h  ori  rural  health,  an^l  dis- 
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seminatc  the  re^^ilts.^*^  The  acti\ities  being  cun 
ducted  by  these  *;cnters  include: 

•  establishing  a  clearinghouse  for  State-level 
information  on  rural  health  initiatives  and  State 
laws  affecting  rural  healdi; 

•  documentingdiedistributionofregisterednurses 
in  rural  areas  and  issues  relating  to  rural  nursing 
practices; 

•  tracking  the  geographic  variation  in  per  capita 
expenses  of  Medicare  beneficiaries  in  r^ra! 
areas; 

•  compiling  a  national  rural  health  atlab  reflect- 
ing the  healdi  status  and  healdi  serv  i^e^^  av  aila- 
ble  to  rural  residerts; 


•  examining  patterns  uf  change  in  rural  residents** 
use  of  hospital  services; 

•  describing  die  condition  and  roles  of  rural 
hospitals; 

•  examining  die  avadabihty  of  obstetnc  care  in 
rural  areas;  and 

•  Surveying  rural  migrants  and  Mexican  nation- 
ali  near  diesoudiwest  border  to  determine  dieir 
healdi  care  utilization  patterns  and  fmancial 
accessibility  to  care. 

The  Omnibus  Budget  Rl  conciliation  Act  of  1989 
(Public  Law  101-239)  appr^pnaied  funds  for  up  to 
ff:ur  research  centers  in  addition  i«j  ilie  five  Jready 
receiving  funding. 


^"Hii^  five  ccnimmcuioggrjM'.  jic  The  t  cm^ f  hi\  Rur^ti  Jl^aii^i  Vr^Ko  .\\  tJu  \      r>iiv    \  -nJi  J?.ik,  u  i  M.n^hlkU  %riln.jJ 

Resf  aKh  Foundaitou.  MarshficidL  Wi^Vi^asih.  HtjlUi  sS^t tKts  R^-iuu^Ji  t  cnKr     Uk  K  tu^trsiF^    I  i  jr.,Uiu  V        I  IfUJ  K  ^li 

Wajhmg^on  School  of  Mcdi*:tnc.  Scflt.k.  and  tho  rnivc-fs*K     An/or?*^  S<h<K)l     ML^Inmc,  TiK^^-n 
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Chapter  4 

The  State  Roie  in  Rural  Health 


INTRODUCTION 

Faced  with  dwindling  Federal  resources,  States 
have  assumed  more  responsibility  for  defining  and 
addressing  their  health  care  needs.  The  potential  role 
for  States  in  improving  rural  health  services  is  laige 
and  diverse  (table  4-1),  To  cany  out  this  role,  sc\eral 
States  have  created  State  officesof  rural  healthy  and 
many  have  developed  specific  legislative  and  ad- 
ministrative initiatives.  In  some  States,  sweeping 
changes  in  rural  health  care  pobc>  and  delivery  h^^ve 
developed  quicVJy,  In  others,  pohcymakers  and 
planners  are  only  just  beginning  to  address  rural 
health  issues. 

This  chapter  present:^  an  cverview  of  State  rural 
health  activities,  discusses  these  activities,  and 
profiles  selected  recent  State  rural  health  legislative 
initiatives,' 


OVERVIEW  OF  STATE  RURAL 
HEALTH  ACTIVITIES:  RESULTS 
OF  AN  OTA  SURVEY 

OTA  conducted  a  sur\e>  of  States  in  fall  1988  to 
identify.  1)  those  nnal  healdi  issues  Sta^s  perceive 
to  be  most  critical,  and  2)  specific  activities  and 
piogram:>  that  States  had  undertaken  daring  the  past 
3  jears  to  addresi*  Liese  issues.  The  survey  targeted 
organizations  tJiat  were  eidier  State  ba^  or  State- 
iu^^ported  and  diat  were  involved  in  rural  healdi 
planning,  development,  research,  or  poh*,>.  All  50 
States  responded  to  die  survey. 

The  survey  defined  a  State  activ  ity  as  an>  acuv  ity 
m  which  the  State  was  involved  din;ctl>  through 
regular  paid  staff  time  or  State  budget  audiont>;  or 
indirectly  (e.g,.  through  contract  to  an  outside 


Tab!e  4-1— Potential  State  Holes  for  Improving  Rural  Health  Services 


Ekmloptn^  mrftl  heAlUi  poU^T 

■  Establish  $poci^l  ottic^,  ta&k  force,  or  cornrti^ 
a  ion 

■  Coi>duct  special  studies 

ProvidijotK  toclmic&l  •ssistJmco  aad  infonutioQ  to 
ptovldem  and  co—Tnt  ty  ^roupn 

V  Provide  technical  assistance  to  promote 
resioneli^ation  and  int^Er^tiw-  of  services 

•  Provide  information  to  providers  and  cocmunity 
Groups 

Assossii^  ODd  chan^li^  Stato  laws  And  rofiulatioiut 

•  Assess  impact  of  regulatory  requirement?  for 
small  and  rural  hospitals 

a  ChaDge  State  licensure  laws  and  re&uletions  to 
Promote  greater  flexibility  it,  the  staffin(t  and 
confis^xation  of  rural  medical  facilities 

•  Change  certi f icate-of-need  requirements  or 
create  special  exemptions  for  rural  medical 
facilities 

■  Change  Stat©  scope-of-praotice  law&  to  permit 
Sre&teX  use  of  midlevel  practitioners  in  "urai 
areas 

•  Create  more  flexibility  in  the  definition  of 
"continuou*  service'   foi  emergency  medical 
facilities 

HaiQt^itiDK  noodod  services 

■  Er*HabU*h  criteria  for  designating  "essential 
rural  pxovidor?  or  for  intervening  in  possible 
closure  of  ruial  hospital 


■  Provide  grant  funds  to  promote  linkages  bet*^ccn 
facilities  and  to  stimulate  the  development  of 
tiew  modeis  and  ap;jroaches 

■  Create  spc^cial  capital  equipment  funds  to  a-si^t 
hospitals  needing  a^icess  to  lowinterest  capital, 
loans 

Incroaslnit  Uie  wailablLlty  of  benlUi  proffssSionaLs 

m  Establish  scholarship  programs  for  roral  pro- 
viders 

■  Fund  rural  preceptoiship  programs 

■  Permit  and  encourage  the  cross- training  and  mul- 
tiple certification  of  allied  health  Profes- 
sionals 


iDcreasins  paymaat  or  fioAncir^ 

■  Expand  Medicaid  eligibility  for  the  poor 

■  Increase  Medicaid  reimbursement  to  reflect  true 
cost?"  of  providing  servi ces  in  rural  area^ 

■  Stimiulate  private  sector  funding  through  ^ub' 
sidles  for  health  insurance  for  low- income  rural 
workers 

■  Change  re  mburjement  to  provide  more  inL.enMv*^=j 
for  providers  practicing  in  rural  areas 

■  Increase  reimbursement  to  rural  clinics  provid- 
ing Kedicaid'covered  ambulatory  services 

•  Increase  reiml^ursetr.ent  for  rural  emerR^  ■/  mt'di 
cal  servi ce?  and  transportation  services 


SOURCE.     D    HelfrjSp  "The  Role  of  the  StMe  ir-  Improving  Rural  Health  Cat*-'   paper  presented  at  ^  rural  h*^aUh 
care  workshop  sponsored  by  the  Kat-ional  Center  for  Health  Services  Research,  RockviUe    Kt^  ticv 
1966 


^"'^"ler  S(atc  nifal health  acuvttics  are Utscusscd  in  ciw  7,    M.  13.  and  15  of  thji  report 


0  0  -  90  -  1  (3L3 


88  •  Health  Care  in  Rvral  America 


Table  4-2— List  of  Respondents  to  OTA*s  1988  Survey  of  State  Rural  Health  Activities 


Number  of 

Stat»  respondents  Entities  whose  activities  wer*  ret>ort.ed* 


A  1  Mf^fk 

1 

Alaska 

1 

Arizona 

Arkansas 

2 

* 

* 

Cal \ fornix 

2 

* 

Colorado 

1 

Connecticut 

1 

* 

Delaware 

1 

* 

Florida 

i 

* 

Georgia 

2 

* 

HfiH^ii 

1 

* 

Idaho 

1 

* 

Illinois 

1 

* 

Indiana 

1 

* 

Iowa 

1 

* 

iv.ansa  s 

\ 

Kentucky 

I 

* 

Louis  iana 

1 

* 

Ma  ine 

Maryland 

2 

* 

Ma  s  s  ac  hu  s  &  t  ts 

1 

* 

Michigan 

1 

Mi nne' 

1 

* 

Mississ  V 

1 

Mitssouri 

2 

* 

Montana 

1 

* 

Nebraska 

1 

Nevada 

2 

* 

Kew  Hampshire 

1 

* 

H**t  Jersey 

1 

Hevf  Mexico 

2 

* 

Hew  Tfork 

1 

* 

HorUi  Carolina 

2 

* 

* 

North  Dakota 

2 

* 

Ohio 

1 

* 

Oklahoma 

3 

* 

Oregon 

1 

* 

Pennsylvania 

2 

* 

* 

Rhode  Island 

1 

South  Carolina 

1 

South  Dakota 

2 

* 

* 

Dopartjmt  of  P^lic  Health 

Division  of  P^lic  He«Lltbj  Department  of  Health  and  Socjial  Serviced 
Eural  Health  OTfico*  University  of  Arizona 

Seeticn  of  Health  Facilities^  Service*  &  Sjatenop  Department  of  Health 
Arkansas  Area  Health  Education  Cootera  Prosrv 
Office  of  St«te  Hoalth  Plaimi^  &  Developnont 

Bural  and  ComvmltT  He«lth  Division*  Departcnent  ot  Health  Services 

Departaoct  of  Health 
Stebe  of  CoQDectlcut 

Division  of  ftiblic  Heolthp  Department  of  Health  and  Social  Services 
Stebe  of  Flerlda 

C«Dtor  for  Rural  Healths  Georgjia  S<^uthern  College 
FriBary  Health  Care  S^tion*  Division  of  Public  Health, 
DeparUnent  of  Human  Resources 

DopartaeiDt  of  Bealth 
Stet>e  of  Idaio 
Stebe  of  IllUioi^ 
Stebe  of  Iftdlfflia 
State  t>f  lom 
Stebe  <>f  Emutes 
State  of  KAitucky 
State  of  Louisiana 
Stehe  of  Haino 

FrlxaiT  Caro  Cooporative  Ai^eettant  Doit.  TJ^^partmcnt  of  Health  and 

Mental  Hygi^--^ 
Marylaibd  HeaiiLh  Sssoorco  PloziDlns  Conisuion 
Departttsnt  of  P^lic  Health 

DlvisioD  of  Q&alth  Facility  PianniJiK  fit  Poller  Dsvotopnont.  Bureau  of 

Health  Facilities*  Department  of  Public  Health 
DepJUtaent  of  Health 

Office  of  friBary  Care  Liaison*  Department  of  Health 

Bureau  of  Friaury  Care*  Division  of  Local  Health  ^  Institi^tiOnal 

Services*  Department  of  Hoalth 
CeEtlflcabe  of  Voed  FrDsraai,  Department  of  Health 

Bureau  of  Health  PlnviiiMt^  Department  of  Health  &  Envi  ronn^ental  ^^^^ 
State  of  Febratska 

RevcMla  Office  of  Sural  Hoalth*  University  of  Nevada 
Division  of  Health*  Department  of  Human  Resources 

Division  of  Piibllo  Bealth  Services*  Department  of  Health  ar*d  Kjinan  Services 
State  of  Jersey 

Frimrr  Care  Section*  Public  Health  Division-  Dp'partment  of  Health 

and  Environment 
Kaw  Hurico  Heelth  Resources 

State  of  Few  Tozk 

Office  of  Health  Hesources  DovielopMbt ,  Dwision  of  FaciiJity  Services 

Deptkrtment  of  Human  ResourcAfi 
■ortb  Carolina  Area  Hoalth  Education  Cmiters  Fro&r«H 

DepartaoDt  of  Health 

Center  for  Rural  Health  Serrlceis^  Policy  &  Research,  University  oi  Moxth  Dakotvi 

Friaarr  Care  Section,  Office  of  Health  Resources*  Deparuit^nt  of  Health 

ffr  V  nlw^e  H^eltti  Plezminlt  Coeaalssion 

Oklabou  Fbrnician  Manpowur  Tralnlnit  Comlsslen 

DepertMiDt  of  Health 

State  of  Oraficn 

DlvisloD  of  Hospital!*  Department  of  Health 

Buroatt  of  Health  Financing  &  Pro(pra>a  Bevolopwadt *  Department  of  Hevilth 
State  of  Rhode  Island 

Office  of  Friaarr  Carep  Department  of  EIe^>lth  .md  Envi ronmf>ntal  Control 
I>apert»Gnt  of  Hoalth 

Rurel  Health  Progxta*  University  of  South  Dakota  School  Of  Medicine 
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Table  4*2— List  of  Respondents  to  OTA  s  1963  Survey  of  State  Rural  HdaUh  Activities -Continued 


Kumber  of 


St  Ate 

r^spondonts 

EntitLos  whose  activities  were  reported^ 

Tennessee 

1 

* 

State  of  TomM&eo 

T^xes 

3 

* 

DopartMsoit  oZ  Aftrlcoltttre 

* 

Xmmt.  Bi^)Mt  Educstltn  CoordinAtixift  BoArd 

Uteh 

* 

Stat«  oZ  Dt^ 

Vexibont 

* 

Stato  oJC  TemoDt 

* 

State  of  Tlifilnia 

WftshihStOh 

* 

OcpftrtBGaait  of  Sealth 

West  Virsinia 

* 

Departvont  of  Haaltti 

Wisconsin 

* 

State  oZ  WitcoDain 

t 

S^aXtti  DttpartMoiit 

^Boldface  typo  Indicates  the  entity  for  which  the  respondent  reported  activities    Normal  typ^  indicates  the 
location  of  tnat  entity  within  the  State  sovermment  ox  other  orsanization, 

S04JHCE:    Office  of  Technology  Assessment.  X99Q. 


organization).  Tic  surve>  asked  central  State  health 
administrative  officers  in  the  targeted  organizations 
about  State  activities  in  areas  such  as  technical 
assistance,  special  rural  health  initiatives,  personnel 
issues,  and  research.  It  did  not  explicitly  attempt  to 
obtain  information  about  programs  not  formally 
linked  to  the  State,  although  some  respondents  used 
open-ended  questions  to  describe  such  programs.  A 
description  of  the  survey  methods,  a  copy  of  the 
survey  instrument,  and  a  list  of  addresses  of  survey 
respondents  are  included  in  appendix  D  of  the  report. 

General  Description  of  Responding 
Organizations 

Table  4-2  shows  the  entities  whose  activnies  are 
reflected  in  the  survey. 

Organizational  Base  and  Authority 

Of  the  65  responding  organizations  in  50  States, 
57  were  State-based,  7  were  university-based,  and  1 
was  a  private  nonprofit  organization  created  through 
Governor's  action  tha  \ter  gained  legislative  author 
ity.  Most  of  the  organizations  (62  percent)  had  been 
established  through  State  legislative  authority,  v^ith 
a  substan*ial  minority  (15  percent)  established 
through  administrative  authority. 

Funding 

States  inconsistently  reported  financial  data,- but 
OTA  w<L>  able  to  analyze  State  rural  health  activity 


Table  4-J-Ctidnge&  m  State  Rural  Health  Budgets", 
1987-89 


Percent  change  in  rurai 

health  budget*.  1967-89  N^er  of  States' 


-^1  or  less  ......  ...  2 

'21  throiigb  -^0  .  .  3 

-1  through  '20    .  ,  3 

0  tbrouSh  +20    13 

+21  tbroueh  +^0  .      .  .  ^ 

+A1  or  Srcater          .  ,    .       . .  6 


Total  number  of  States  reporting  33 


^Respondeni^s  were  asked  tc>  provide  figures  lefXectins 
their  total  bud&et  for  rural  health  activities  for 
l987j  19B8.  and  1983^  Methods  of  budget  calcola- 
tlon  varied  condiderably  For  multiple  respondent 
States,  bijd&et  figures  for  all  respondents  w^re  to- 
taled And  the  percent  chans^  was  Calculated  from 
the  total . 

^Reaponsea  from  only  33  Stated  wero  u^ed  In  this 
analysis  because  some  Stat-as  were  unable  to  provide 
companion  data  for  1987 

SOURCE      Office  of  Tpchnolog^  Assessmentj  1990 

funding  sour^ei*  f»^r  1989  for  42  State;*  and  total  rural 
health  budget  change^  from  1987  to  1989  for  33 
States.^  Although  the  majority  of  States  reported 
mode&t  increases  in  theu  total  rural  health  budgets 
from  1987  to  1989>  tJie  budgets  oi  nearly  oue-fourth 
of  the  States  (8  of  33)  had  decreased  (table  4-3). 
States'  dependence  on  Federal*  State*  and  other 
jfiinding  sources  varied  widely.  The  pioportiun  of 
funding  denvt^d  5 om  Federal  ;>ource;>  r-iiiged  from  0 


^SU  6pp.  D. 

^OT  Steles  with  more  ihan  one  rcspoodcnt*  wctghtcii  pcrtcniagCs  ^cre  dticnuincd  ^^^^  Jtij>uiidurti  had  ptu^idtil  (uLxttK.*^  J^k-i  t^  itif>uiidcfj(i 
^4    >iovidcd  data,  data  from  thai  Slate       regarded  n$  missing. 
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Table  4-4 — Funding  Sources  of  Organizations  Responding  to  OTA  sSui  vey  of  Slate  Rural  Heattli  Activities,  iddd 


Mean  Percent  of  1989  fundlna.^^^  derived  from. 
Federal  sources       State  souicos        Other  sources' 


All  States  (42)^  

  iik 

42 

12 

Region ; * 

Northeast  (5)  

51 

35 

15 

South  (15)  

4a 

12 

Midwest  (12)  

31 

17 

West  (to)  

A9 

5 

"H^re  rural^  States  (14)^  

  36 

55 

7 

"Less  rur^l''  States  (26)^  

  47 

32 

14 

States  with  an  ORH  (11)^  



11 

States  without  em  ORH  (31)*  

.   ...  A3 

42 

12 

the  **2  States  provldxnS  financial  data^  4l  rrovided  19S9  budget  estimates  and  1  provided  I968  budget 

estimj%te$.    The  L9$S  budget  estimate  wa$  averaged  in  with  those  for  1989. 
^eans  were  calculated  by  averaging  the  i^idlvldual  percentages  for  each  State  within  ^  given  source  category. 

This  e:£plains  why  the  rows  do  not  add       to  100. 
^^'Other*'  sources  can  include  private  funding,  local  fundingj  and  fee-for-service  revenues. 

^Nuoibers  In  parentheses  denote  number  of  States  In  each  category  for  which  financial  information  was  available 

for  this  ai)alysis. 
^See  app.  F  for  a  list  oC  States  in  each  region 

^States  were  classified  as  "more  rural"*  0..  "less  rural"  depending  on  the  percentage  of  ttieir  population  resid- 
InS  in  nonmetro  areas  in  1966  ("ii»Ore  rural*'  over  C3  percent^  "Ic^s  rural'  "  0-50  percent  (See  app.  D  for 
a  list  o£  States.} 

*Ati  "^office  of  rural  health*'  <C51H)  was  either  identified  a-^  such  by  a  respondent  or  was  known  to  b#  an  office 
^fhose  primary  responsibility  was  to  administer  to  the  health  needs  of  rural  areas  of  the  State  (See  app.  D 
for  a  list  of  ORH  States  and  an  explanation  of  how  these  States  we.e  identified.) 

SOUKCE:  Office  of  technology  Assessment.  1990. 


percent  in  one  Stale  to  100  percent  in  6  States. 
Eighteen  States  {42  percent)  derived  more  than  50 
percent  of  their  funding  from  Federal  sources.  Stale 
funding  likewise  ranged  from  0  percent  in  8  States 
to  100  percent  in  5  States,  Twenty-five  States  {59 
percent)  received  more  than  50  percent  of  their 
funding  from  State  sources,"* 

In  general,  '*mare  rural"  States  received  a  higher 
percentage  of  funding  tiom  State  sources  and  a 
lower  percentage  of  ftinding  from  Federal  sources 
than  did  *'less  rural'*  States  {table  4-4),^  One 
explanation  may  be  thai  *'more  rural*'  States  are 
appropriating  more  State  funds  for  nir'U  health 
activities;  alternatively,  die  Federal  Government 
may  be  directing  its  rural  health  funding  to  ''le£.s 
rural"  States.  States  with  an  office  ^f  rural  health 
(ORH)  had  a  higher  percentage  of  funding  from 


Federal  sources  than  did  States  without  an  ORH.^  A 
possible  explanation  is  that  ORH  States  have  amci^ 
centralized  focus  for  rural  healdi  efforts  and  have 
been  more  successful  in  obtaining  Federal  funding. 

Mean  proportions  of  State  and  Federal  funding 
did  not  differ  greatly  among  regions,^  but  States  in 
the  South  and  West  reported  somewhat  greater 
dependence  on  State  funding  source^  than  did  States 
in  the  Northeast  and  Midwest,  States  in  the  West 
reported  much  lower  dependence  on  "other*'  fund- 
ing sources  (e.g.,  local  and  private  funding  and 
revenues). 

Conversations  with  :»everal  respondents  revealed 
that,  in  a  number  of  Stales,  the  major  source  of 
funding  was  aPrimarj  Cai£  Cooperative  Agre«neni 
with  the  U.S,  Department  of  Health  and  Human 
Services  (see  ch.  3),  Odier  Federal  funding  sources 


^Th<  prf!f>odio(n  of  ftmdiiig  frofb  mjoicc^  db^  than  Federal  uod  State  gio\cnimca^rjU^ed(fumOpcnxQi  in     ^latc^  loovcr  70pcivcnt  lO  3  Siaics. 

Stales  wcrt  ^laftsifiod  u  "zoiDit  nasi"  at  Icumral"  JcpcDdiQgoo  tbcp'i^jvrtti^n  of  iticp  pv;|niiUut>tk  ic&idu^  aonincuu  arc^  ui  i^^ov  more 
raial**  ^ovcr  50pcroetit,  ''Icw/aral"  -  0  fo  SO  pcnDCOl)  \Stt  app.  D  foi  a  bsi  ofSiatCi  ;  Seventy-mot  pcitcnt  vf  Uit  trmt  rural  Sijjci  pnjvwling 
fioancial  data  reodvod  monc  llian  30  percent  of  tbeu  fundjng  Wn  Sutc  ^ouilcst  t^ompaied  wiib  4S  pcrc«m  of  tcss  niral  Stales. 

^Aii"D£IkcofniTalbeAHb''^a&ciiba  tdtatifitdsssuJitT)  arcspoadeatoi«^UK>VfTiivbcdaAjfrikC^b\>5cpnaiiir>ir5poi^hU^  ^a^ktua^iiustci 
to  tbch^th  needs  Ofrural  areas  of  tbc  Stale  {Sceapp^  Dfoi  ab^i  of  ORH  States  an  eApUimttotk  of  bo^  tbcsc  Siaie^  were  jdcnuTjcd  j  Lighty-two 
pcrcest  of  ORH  States  received  more  ikji  30  peivcm  of  ihcu  Tundu^  frotn  Siaie  sources,  cumpaied  i;viih50  pen^t  oi  non-uRH  Siana, 

''States  were  divided  intofouf  stMdard  fcgroini-  Nortbcasl,  South*  Midwest,  aud  VVcsl  \Setapp.F  (oi  (he  Suucs  tfUudcd  in  eatii  reguHi  ; 
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Table  4-5— Overall  AcUvity  Strength*  of  Stales  Responding    OTA  s  Suf  ^ey  of  Stale  R  urak  Health  Act*vities- 


"Less  active^  'Active"  "More  artive*" 

C0"15  activities,        (16-30  i*.vi.viLi^si)  activities) 


U-S,  total  [SOj*  

U 

(221)^ 

18 

C36I) 

21 

( 421) 

Within  regions: 

Northeast  (91 , , . ^ .  ■ 

3 

(331  > 

5 

(^61) 

I 

(111) 

South  (16]  

3 

C19I) 

3 

(191) 

10 

C63I) 

HidM«St  (123  

3 

(25£> 

5 

(421) 

(331) 

West  (133  

2 

{\bl) 

5 

C3SX) 

6 

(46£) 

"More  rural**  States  tl51.  

3 

(201) 

6 

(*0X) 

6 

(401) 

"Less  rural"  States  [351  ^..^ 

6 

C23X> 

12 

(3*1) 

IS 

(431) 

States  with  QRH  (12]  

0 

(0£) 

5 

(421) 

7 

(5BX) 

States  without  QRH  (383   

13 

C291) 

13 

C34|> 

14 

C37I) 

^Activity  strength  measures  only  number 

pf 

reported  activities 

*  not  level 

effort 

expended  in  these  at" 

tivities , 

Respondents  reported  activities  they  hac 

been  directly 

involved 

xn  at  any  tim* 

dur  mS 

tti^  past  3  year^  The 

end  date  of  this  period  wa»  late  196$  or  early  1?89.  depending  on  the  State 
^tfumbers  in  brackets  denote  number  of  States  in  each  cate^oJry  for  which  data  were  analysed 

lumbers  in  parent^eses  indicate  th€  percentage  of  States  within  that  reSion  ot  cat^go^  tli^t  weiu    le^^  ac- 
tive,** "active,"  or  "3*ore  active." 

SOURCE:    Office  o£  Technology  Assessment,  1390 


included  block  grant  funding  to  State  health  depart- 
ments, special  research  or  program  grants,  and 
Federal  binding  to  health  professions  schools. 

Rural  Health  Objectives 

Organizational  objectives  cited  by  respondents 
ranged  from  the  very  broad  (e,g,,  providing  informa- 
tion to  increase  awareness  of  runil  health  Issues)  to 
the  very  specific  (e,g,.  providing  mcbile  dental 
health  services).  Some  of  Jie  more  &equentl> 
mentioned  objectives  concerned; 

V  improving  access  to  primary  health  care  serv- 
ices, either  throughout  the  State  (13  States)  or 
specifically  in  rural  areas  ( 12  States); 

«  provider  recruitment  and  retention  (22  States); 

•  rural  health  care  systems  devebpment  and 
network  coordination  (21  States); 

•  technical  assistance  to  health  care  providers 
and  com^nunities  ( 12  States), 

•  needs  of  tmderser.ed  and  at  risk  populatiun^ 
(11  States); 

•  resource  identification  and  pio;,urement  (7 
States); 

•  support  of  emergeno  medical  ^cn^ices  activi 
tics  such  as  pla^ajoig,  training,  and  technical 
assistance  (6  States)  and 

«  development  of  rural  health  polic>,  pian^.and 
stan(Jards  (5  Stales), 


Rural  Health  Activities 

Specific  Activities 

The  survey  asked  whether  responding  organiza- 
tions had  been  directly  involved  during  die  past  3 
years  in  specific  rural  health  activities  vnthin  the 
following  categories:* 

•  provider  recruitment  and  placement* 

^  firuncial  assistance  to  local  organizations, 
^  technical  assistance  to  rural  communities, 

healdi  facilities,  and  healdi  providers; 
«  rural  healdi  research; 

•  rural  healdi  systems  coordination  and  imple- 
mentation; 

^  education; 

^  legislative  affairs  relating  to  rural  healdi;  anc 

•  rural  healdi-related  publications. 

The  survey  form  suggested  54  specific  activities 
^^idiin  diese  catcgones*  on  die  average,  respondents 
identified  25,5  diat  were  conducted  in  their  State, 
Total  number  of  activities  ranged  &om  1  to  44,  The 
number  of  activities  reported  tended  to  be  greater  in 
the  South  and  West  dian  in  die  Northeast  and 
Midwest  (tabic  4  5).  No  notable  differences  were 
found  between  *iess  rural'*  and  "more  rural" 
States.  howevCf,  Sutes  ^^di  ORHs  tended  tu  engage 
in  more  activities  dian  did  odier  States, 


\j         tnapp-  D,  the  survey  did      ducmpt  [m  Jcicrnti^nc  ^  Jcr^cl  v/f  effort  tc^pundcnii>  vh  [hcii  a^cns^tc-^  gvac  Jc^uiu^    &ny  gi^ciji  a^^b^u^ 
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Table  4*6--State  Provic    Recruitment  and  Pfaccment  Activity 


^  Ranse  of  number  Number  of 

Number  o£  Stat&!t  that  rgcruit&d— providers  of  placements  in  St^tds  that 

Hecrultfrd       Recruited  but  States  that  placed  at        did  not 

Total         &  placed       did  not  place  Least  one  provider  recruit 


Physician  (MD/DO)^  

35 

33 

2 

1  ' 

602 

Keslstered  nutse^. 

16 

11 

5 

520 

33 

Kurs0  practitioner.... 

7 

12 

1  - 

10 

31 

physician  assistant   

17 

7 

10 

1  - 

12 

33 

Mental  health  professional.. 

15 

S 

7 

2  - 

17 

35 

Dentist  

8 

e 

0 

1  - 

8 

*2 

FheruaclBt  

3 

3 

0 

1  - 

27 

*7 

Physical  therapist   

0 

1  - 

12 

*6 

1 

1 

f 

19  - 

19 

*9 

Other  providers^  

10 

10 

0 

I  - 

19^ 

*D 

^States  ttere  asked  to  report 

the  nunjber 

of  providers 

recruited  and 

placed  d  ring  the 

past  3  yearSn 

The  end 

date  o£  this  period  was  late  1986  or  earlv  1989,  depending  on  the  Stete.  Kvimbers  reflect  only  recruituient 
and  placement  activity  carried  on  by  the  responding  State  organisations,  which  may  only  be  a  small 
proportion  of  all  such  activity  In  the  State. 

This  Indicates  the  number  ot  States  that  recruited  a  particular  type  of  provider  but  did  not  place  any  during 
the  past  3  years.  For  example,  if  a  State  recruited  9  physicians  and  only  placed  3,  it  would  not  be  counter 
In  this  column  but  rather  in  the  second  coltjtrrat  of  this  table    rn  this  sense.  It  is  an  jinderestimation  of  th'. 
number  of  States  that  had  difficulty  filling  ail  of  the  positions  for  which  they  were  actively  recruiting. 
^^Data  not  available  for  one  State. 

^tber  providers  recruited  include   nutritionists,  Ucensed  practical  nurses,  oCcupatlosiaX  therapists,  speech 
therapists,  dental  hyglenlsts. 

SO[IRC£:    Office  *;>f  Technology  Assessment.  1990. 


Provider  Recruitment  and  Placement — Thirtj- 
eight  of  the  50  States  (76  percent)  reported  that  they 
had  engaged  in  provider  recruitment  and  placement 
activities.^  Of  these,  more  reported  recruitment  and 
placement  of  physicians  than  of  other  health  profes- 
sionals (table  4-6).  The  number  of  providers  piaced 
varied  widely.  One  State  had  placed  only  a  single 
physician  during  the  past  3  years,  while  another  had 
placed  602r  A  considerable  number  of  States  re- 
ported unsuccessful  ttempts  to  recruit  nurse  practi- 
tioners  and  physician  assistants.  States  ^nost  fre- 
quently recruhed  through  the  National  Health  Serv- 
ice Corps  (NHSC),  service-contingent  State  scholar- 
ship V  State  loan  forgiveness/repayment  programs, 
and  placement  services  (figure  4-1),  Nine  States 
reported  using  other  types  of  financial  incentives 
{e.g,t  recruitment  travel  assistance)  to  attract  and 
place  health  personneL 

Regional  comparisons  sho^^ed  the  South  to  be 
particularly  active  in  pro\  tder  reauitmenl  and  place- 
ment. More  States  in  the  South  (63  percent)  were 
likely  to  use  the  NHSC  as  a  recruhment  source  than 


v»ere  States  in  the  Northeast  (22  percent),  West  (50 
percent)^  and  Midwest  (v2  percent)r^**  Southern 
States  weie  also  more  than  twice  as  likely  as  States 
in  other  regions  to  recruit  through  State  loan 
forgiveness/repayment  and  scholarship  programs. 
Other  recruitment  methods  used  by  States  included: 

•  a  program  that  provided  travel  allowances  to 
pro^jpect  ve  physicians  for  visits  to  practice 
sites  (North  Carolina), 

•  a  bonus  of  $20,000  to  any  physician  willing  to 
locate  in  a  designated  shortage  area  (Okla- 
homa), 

•  a  loan  fund  to  help  phyMtians  and  communities 
establish  rural  primary  care  thnics  (Arkansas), 

•  a  program  to  provide  equipment  and  startup 
fundi*  for  physicians  locating  in  areas  ehgible 
*^or  the  State's  loan  forgiveness  program  (New 
York), 

•  establishment  of  rural  placement  offices  in 
State  medical  schools  (Oklahoma), 

•  <t  tuition  reimbursement  program  for  physicians 
locating  in  communities  of  2,500  or  fewer 


^Tbest  numbers  rdlcci  only  itcntiltncnt  and  pla<xmcni  aciiwty  uuticd  on  by  tUc  rcspi^ndit^g  Stale  (irgamAaooni,  which  may  <m\y  be  a  small 
percentage  of  alt  such  activity  in  the  State 

**^bma>bcaTcflcctionofthcrdanvclyhjghk,ontcntiatioTi<>/pv^ionii^^  pl.n.cmmsuc\intlic  St>utliu>mpjrcdwHlioth(*rfegions 

O  echll) 

ERIC 
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Ftgurd  4*1^51010  Use  oi  Provlddr  RdCruitment  and  Plaoemdnt  Mdihods*" 
Method 


Kationar  Health 
Service  Corps 

State  sctiolarahlpd  In 
exchange  lor  service 
In  rural  sreas 

State  loan  lorgfvenese/ 
repayment  programs 


Oih&T  financial 
Incentives 


Placement  service 


Other  recruitment 
methods 


I 


i 


9 


— 1  1  1  i  

10  20  30  40 

Number  of  States  using  method 


50 


^dies  vm9  aAK9d  10  report  methocis  u9«d  to         peraoniwt  of  thia  p«tK^  Yiro^  idle  13SB  vi  eoffy  [^9.  dv^/i^ridu^^ 

SOURCE:  Oifiw  of  T«dmo9ogv  AssAssmont.  1990. 


residents  (South  Dakota), 

•  payment  gf  maJpractice  insur<uu.e  premilJm^ 
for  obstetricians  (Tennessee), 

e  lequirements  that  State  medical  residenc>  pi<t 
grams  actively  recruit  phy&iciaib  to  undei- 
served  areas  (Texas), 

•  newsletters  advertising  available  positions* 

®  low-interest  loans  in  exchange  for  service  in 
rural  areas,  and 

•  a  locum  tenens^^  program  for  nurse  practitioD- 
CTS  and  physician  assistants. 

In  telephone  conversations  and  in  open^de^^  re- 
sponses, some  respondents  indicated  that  reductiou 
of  the  Federal  NHSC  program  had  had  a  negative 
in^ct  on  physician  availabtii  ty  in  underserved  rural 
communities. 

Fma$icMAs^sUimetoIJH:<dOrgam0t^ 
five  States  (70  percent)  were  offering  some  fom  of 
financiaJ  assistance  to  local  organizations  and  indi- 
viduals. Only  3  vftm  providing  loans  to  local 
organizations,  while  9  were  providing  funds  on  a 
matching  basis,  and  31  were  providiPg  direct  un- 


matched subsidies.  Fifteen  States  were  providing 
other  typ^s  of  financial  assistance.  States  in  the 
Northeast  and  South  were  more  likely  to  have 
provided  local  financial  assistance  than  were  those 
in  the  Midwest  and  West.  Some  examples  of  State 
financial  assistance  include: 

»  provision  of  living  allowances  to  nm^ing  and 
medical  students  while  they  are  in  clinical 
training  at  rural  practice  sites  (Arizona), 

•  loan  fund  to  support  the  development  of  local 
services  and  improve  access  to  services  (Ar- 
kansas)* 

•  a  Mortgage  Luan  lusuran^e  Program  to  help 
health  facihties  finance  capital  expenditures  at 
leasonable  cost  (California), 

e  matching  funds  for  local  iransport  systems  for 
newborn  infants  (Delaware)v 

•  niraJ  medical  school  demonstration  projects 
(Florida),  and 

•  fouds  for  recruitment  and  retention  of  primary 
care  providers  in  conmiunity  health  centers 
(Tennessee). 


^    \      program  llui  provides  pcrsotiod  lo  cov«t  for  pmL-Utroocrs  dunug  vai^lion.  wJutational.  or  oibcr  lea**  pciiofl* 
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Table  4-7--State  Invotvement  In  Rural  Health  Technical  Assistance  Activities* 


States  reporting 

Activity  involvement  (ll»50) 


Technical  ftasiAtmco  to  ruTAX  caoftxnibics: 

HMSA/^fUA/MUP**  deaisnatiotis     *1  (821) 

Statewide  rural  health  noeda  asst^s*'    29  (581) 

Other  need^  asseastoonts'^      3ft  {6&1) 

Cocmunlty  board  training      .                                                             .  .  2^  (481) 

Grant  application  assistance..                                 ■   .......   ....  39  (7B1) 

FroEram  planning, ...... ,  .......  ^                      .   J7  (7^il) 

Reaource  identification       *5  (901) 

Other  types  of  v«<"httlcai  assxstanc^   16  (321) 

Tecfaoical  wslabacnce  to  rur&l  hoalth  faclLitlea/prov^derS' 

Facility  developnent/constructi^'^  consultatiot^   26  (521) 

Grant  application  assistance.    AO  (801) 

Management  assistance   31  (621) 

Other  types  o£  technic ai  assistance. ........    ...  . , . .  ...........  ^  L8  (361) 


^Kespondettto  reported  activltlea  they  had  been  directly  i^voived  In  at  any  time  during  the  past  3  years  The 
and  date  of  this  period  >4a3  late  19S8  or  early  1989r  depending  on  the  State. 

^'HHSA  »  Health  Manpower  Shortage  Area;  MUA  ■  Medically  [Jnd^rserved  Area:  MUP  ■  Medically  [Jnderserved  Popula* 
tlon.  These  are  Federai  designations  used  for  the  allocation  of  Federal  health  resources,  and  they  require 
substantial  InvoXveroent  ot  State  and  local  officials  in  the  designation  process  (see  ch.  11). 

^Includes  assessments  o£  needs  o£  particular  areas^  population,  and  health  Eaoilities  and  services 

SOURCE:    0£fice  of  Technology  Assessment.  1990 


Technical  Assistance — States  were  very  active  ia 
providing  technical  assistance  to  rural  communities^ 
health  facilities,  and  health  providers  (table  4-7), 
Out  of  12  listed  on  the  survey,  the  mean  number  of 
technical  assistance  activities  reported  by  States  was 
7,6,  Only  one  State  reported  no  involvement  in  such 
activities.  The  types  of  technical  assistance  most 
fiequently  provided  by  States  were  resource  identifi- 
cation.  Federal  shortage  area  designation  appbcation 
assistances^  grant  appbcation  assistance,  and  pro- 
gran)  planning  assistance.  Other  technical  assistance 
activities  included: 

•  accreditation  woikshops  for  rural  health  facili- 
ties, 

<»  technical  assistance  to  rural  facibties  for  cemfjcate- 
of-need  (CON)  and  licensure  application* 

•  physician  recruitment  assistance, 

•  health  provider  contract  negotiation, 

•  rural  socioeconomic  assessments  and  rural 
survey  assistance, 

•  assistance  to  small  hospitals  restructuring  their 
service  and  governing  structures, 


•  market  research  and  education, 

•  analysis  of  trends  in  rural  hospual  utilization 
and  financirg,  and 

•  expansion  of  Rural  Health  Clinic  certification. 

Research — Nearly  three-fourths  of  all  States 
reported  that  they  had  conducted  research  on  the 
healt^  status  of  rural  populations  or  on  rural  health 
personnel  Over  one-half  had  conducted  research  on 
rural  t^alth  services  utilization,  rural  health  systems 
coordination,  or  insurance  coverage  in  the  rural 
population  (figure  4-2),'^ 

Rural  Health  Systems  Coordination  and  Imple* 
mentaiion^-Mosi  Stateshad  undertaken  activities  to 
promote  the  coo^'dination  of  rural  health  services  and 
facilities  through  the  development  of  networks  and 
systems  of  facilities  and  providors  (figuie  4-3),  Only 
three  States  (6  percent)  reported  no  such  involve- 
ment. Piuticipa,*ts  in  State-promoted  health  system 
**alHances**''*  included,  but  were  not  limited  to: 
hospitals,  primary  care  providers,  health  depart- 
ments, mental  health  centers,  health  professions 
education  institutions^  State  primary  care  associa- 


^^FedenU  sbonag^  uca  designalioiis  iitctudc  lleallh  MaDpowcr  Short^^^t  and  Mcdti^ally  Undcrscrvcd  An^Toputauons.  Sec  ch.  It  for 
<Uscu»sion  of  Fcdctal  ajid  state  sboxi^  am  <}tstgs\aboos, 

i^Responses  reflect  research  efToits  od  *  variety  of  levels — pnioaxy  and  secondary,  fbraul  and  mformal. 

<^lTie  tenn  ''alliance**  was  not  defuDed  in  tlie  questionnaire  It  ma>  include  airangcnient^  laoguig  fn>m  mergers  ru  ^turcd  purcliase  or  :;talfing 
ana0geiittnt£  to  infofinal  rcfcnal  networks  between  mc^lical  and  other  human  <^  rvi^c  providers  tn  rjral  and  urban  areas 
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Figure 4-2--St8te  Involvemeot  In  Rural  Health  Research  Activities" 
Research  topic 

Health  personnel 
In  rural  arsaii^ 

Rural  heslt!^ 
eervlcee  utilization 

Health  status  of., 
rural  populations^ 

Rural  health  syuiems 
coordination 

Insuranco  covaraoe 
In  rural  population 

Medical  llabrirty  tnsur- 
ance  coeta/aval lability 

New  health  technology 
In  rural  areas 

Quality  of  care  In 
rural  areaaXaval lability 

Rural  hoapltala 

Other  rural  health 
/elated  research  topics^  ^ 

I  r   -  ■  T  — ^ 

0  10  20  30  40  50 

Number  of  States  that  conducted  research  on  topics^ 

dopandins  on  tho  State. 

^horniifal  hoaWh-related  topics  if>dmJwJ.bofidfcrho*inr^uT*ii£aouri  p^n«in&^AZ>^^ii)e(in«iiitt^^  pei^oritivL  in  r*;idJ  fiu^piiata  vf^i^.  «*T(flr9**icy  iT»w*oai  »«rfiuv;^ 

acquired  immuno<i9ficicr»cy3yTKiromB\GA>.genaim.i^B  ^ril^-Jorty  ^MD^^  uav«k       t>e[wedN  rujtfi^iijspildis  ^MC|.  (ruiiwm  liiwlin  sei  ^ye*  tNM, 

SD),  Fodoral  and  State-iurxtod  pnrnary  care  wrrtera  (TNj,  srte  sp^th,  epiOflrrnvh^giu  &w<Aos  {TX^,  trjui^pgrt^iufi  ay^m^  i+i  ^hortag^  ^/tAf. 
^aSd  responso^  woro  rocolfvod  from  ell  50  States. 

SOURCE:  CHTk^  of  Technotogy  Assessment^  1^90 


tionSf  nursing  hotncs,  laboratories,  and  pharmacies. 
Over  one-hatf  of  States  had  promoted  alliances 
between  hospitals  and  other  health  providers,  while 
nearly  four-fifths  of  States  had  promoted  alliances 
that  involved  only  nonhospital  providers. 

Nine  States  reported  involvement  in  other  t>  pes  of 
rural  health  systems  coordination  and  impleinenta- 
tion  activities,  including: 

•  the  development  of  adolescent  health  services 
and  prehospital  emergency  m'^dical  services 
(Hawaii); 

•  the  Iowa  Rural  Work  Group,  which  provided  a 
forum  for  discussion  of  a  variety  of  rural 
concerns  among  represcntativei.  of  Federal  and 
State  agencies; 

•  defining  "rational  service  areai*'  for  primar) 
care  to  assist  in  State  and  local  planning  efXorts 
(Nevada); 

^elopment  of  multicounty  health  distn^^ts  to 
p  consolidate  and  integrate  health  re^urues 


in  contiguous  counties  (Texas)*  and 
•  grant  programs  to  encourage  formation  of 
allian^^es  between  health  j^rv i*^e  facilities  vNeu 
York). 

Educational  Activities — Forty-five  States  were 
i^onducting  rural  health  related  educational  d^^tivi 
ties,  with  fi\e  States  reporting  no  such  activities. 
Over  two-thirds  were  involved  in  health  professions 
education  for  rural  providers,  and  well  over  one-half 
were  involved  inprovidiiig  contmuing  education  for 
rural  health  professionals.  Over  one-half  had  organ- 
ized Statewide  rural  health  conferences  (figure  4-4). 

Legislative  Affairs — Forty-four  States  reported 
involvement  in  legislative  affairs-  Thirty  foi^  had 
developed  task  forces  or  committees  to  address  rural 
health  issues.  Iliifty  nine  of  the  responding  organ; 
zatjons  had  worked  with  State  legislatures  and/or 
legislative  committees  on  rural  health  issues.  Six 
reported  ^>ther  types  of  involvement  in  legislative 
affairs  related  to  rual  health.  States  m  the  Northeast 
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Figure  4'3--Stated  Involvement  In  Rural  Heelu  Systems  Coordination  and 
Jmplementatio'^  Activitie^^ 


Type  of  activity^ 


Developing  alriencee 


Developing  alliancoa 
between  hoepitale 
find  other  medlcel 
service  facilitlee 


Developing  alllancea 
not  involving  hoapltala 


Development  of 
apecial  health 
aervice  diatrlcta  or 
other  financial  optlona 

Other  health  ayatema 
coordination  and 
imptementation 
activities 


27 

1 

14 

i 

10 


20 


30 


40 


50 


Number  of  States  involved  in  activity 


^R^9pof>dont&  reported  SiCbvitJo^lhey  had  been  dlredlytnvDh/ftdm  Th&enddateollhispwiod^asiaift  ^5S3oroarty  1989, 

depwdlf^g  on  the  Stale, 

°ThQ \wm  "attvance"  wos  not  definod  ior  respood^nl^,  and  may  i^wjude  a  variety  04  \otma\  ^  iniormal  of rangemente 
^aSd  r«dpon»^  wero  received  from    SO  Stales 

SOURCE;  OfOc»  ol  Technotogy  Asse^sm^fit,  \990^ 


were  considerably  less  likely  to  report  involvement 
in  legislative  affairs  (56  percent)  than  were  States  in 
the  South  (100  percent).  Midwest  (92  percent),  and 
West  (92  percent)* 

Publications — Rural  health-related  publications 
had  been  produced  by  respondents  in  40  States*'*^ 
The  most  common  were  policj  recommendations 
(2 1  States),  newspaper  articles  (20),  research  reports 
(18),  newsletters  (18),  and  information  packets  ( 1 7j. 
Other  publications  incluJeJ  anniiai  reports  and 
evaluation  reports* 

Priority  Areas/or  Rural  Health  Activities — The 
surv.^y  asked  respondents  to  choose  three  top 
priority  areas  from  among  the  nine  broader  activity 
categories.  As  figure  4-5  shows.  States  most  fre- 
quently ranked  rural  healdi  syslems  coordination  and 
implementation,providerrecniitment^lacement,dnd 
technical  assistance  as  high  priorities* 


See  lab!e  4-8  for  die  dtstnbution  of  selected  rural 
health  activities  by  State. 

Comparative  Characteristics  of  Active  States 

No  notable  differences  in  overall  activity  strength 
emerged  between  "more  rural**  and  "less  rural** 
States  (see  tabie  4-5)*  Concerning  specific  activity 
categories  (table  4-9)*  "more  ruial**  States  were 
slightly  less  likely  to  have  engaged  in  NHSC 
recruitment  activity,  finaiicial  assistance  to  local 
organizations,  and  rural  healdi  systems  coordination 
and  implementation  activities,  but  diey  were  slightly 
more  likely  to  indk:ate  involvement  in  legislative 
atfairs  dian  were  '*less  rural"  States- 
States  widi  identifiable  offices  of  rural  healdi 
were  more  likely  to  be  "active"  or  "very  active" 
dian  were  non-ORH  States  (see  table  4-5).  ORH 
States  were  slightly  more  likely  to  have  engaged  in 
general  provider  reuuitment  and  placement  activi* 
tics,  NHSC  activity,  and  cducationiil  activities,  and 


l^NlDe  Srarcs  rqwned  no  pubbcaiion$«  Qod  one  Srak  Jid  tioi  provide  mfonnatton  regarding  pubUcations 
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Figura  4-4— State  Involvemant  In  Rurar  Hearth  Educational  Activities' 


Activity 


Madical  and  other 
iiaaltii  prof«8«lon«l« 
aducation  for 
rural  providars 


Rural  consumer 
iiaaltii  aduoation 


Continuing  education 
programs  for  rural 
iiaaltii  paraon 


Statewide  rural 
iiaaltii  conferanca 


Otiier  aducational 
activitiaA" 


States  reportmg  involvement 

^o^pOrtddnU reports actlvltiM  thay  f^Crtf^r^dM^ti^  jfiApLv^ii^aidiiy  lUTmOu^<g  ih« pdS'i  ^ ytidi &  Tit««fHj^;i^«  i4  uti^^tiv^  uvd^  iai#  ^^Bi^vt  earty  inBitt 
dopoodln^g  oo  lh«  State. 

afllanc«Si  local  b^ard  training^  monagsmont  a;$$i$tarivo  worh^jops  fuj  rutoi  ^i<»yKi»rb.  (ik^^^ioti^^  ih  Aiea  rieaJth  ^ou^^iuri  Oeinar  pidf^rintg  am  iitu^on 
activities;  and  grant  *uMng  ^niinaf^, 
WaUd  responses  were  r«oelved  from  all  50  States. 

SOURCE;  OWfce  of  TechnoJogy  Aasossmenl  1  »0, 


tbey  were  much  more  likely  to  have  condui^ted 
research  activities  or  to  have  developed  special  ta^k 
forces  or  committees  to  address  rural  health  issues. 
ORH  States  were  less  likely,  however,  to  have 
service-contingeat  Stat«  loan  forgivenessAepayment 
or  scholarship  programs. 

Ranking  of  Selected  Rurai  Health  Issues 

OTA  asked  respondents  to  rank  six  general  health 
care  delivery  issues  for  the  extent  to  which  they 
posed  problems  for  xmal  aieas  (table  4-10).  Health 
personnel  problems  were  the  most  pervasive.  They 
were  more  likely  than  any  other  issue  to  be  ranked 
highly^  regardless  of  region^  degree  of  rurality,  or 
presence  of  an  ORH.  Payment  issues  were  also 
frequently  ranked  among  the  top  three  problems. 
Every  issue  was  considered  most  important  (ranked 
first)  by  at  least  oneState.  States  in  the  Northeast  and 
South  more  frequently  ranked  meeting  the  need±»  of 
special  populations  highly,  while  States  in  the 
Midwest  and  West  more  frequently  stressed  pa> 
"5ues.  Quality  of  care  emerged  as  a  major 

ERIC 


concern  more  frequentl)  in  the  Northeast  than  m 
other  icgioDS,  whereas  Soutliern  States  svere  mure 
likely  to  emphasize  services  issues. 

While  "less  rural"  States  were  much  more  likely 
to  rank  medical  liability  insurance  costs/avaiJability 
highly,  **more  rural"  States  were  more  likely  to 
identify  payment  issues  and  iriCeting  the  needs  of 
special  populations  as  major  problems.  01^  States 
were  more  likely  to  stress  medical  liability  insurance 
costs/availabilify  and  less  likely  to  identify  quality 
of  care  as  a  major  problem  than  were  non-ORH 
States. 

States'  activities  were  not  conMstentlj  linked  tt. 
theii  perceptions  of  key  issuer  (table  4  11).  In 
geneial.  States  that  ranked  a  given  issue  amung  the 
top  diree  were  eithei  sLghil)  mure  Ukel>  than  oi 
equally  as  likel>  as  other  States  to  be  involved  in 
related  activities.  Activities  that  did  nut  fit  this 
pattern  included  use  of  NHSC  a^  a  letTuitment 
methods  State  scholaiship  progianu  medital  and 
other  health  professions  edutatiuii,  continuing  edu 
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Figure  4-5— State  Priorities  for  Ruraf  Heafth  Activities*  ^ 
Activity  category*^ 


Rurat  heatth  systemB 
coordtnatlon  end 
Imptementatfon 

Provider  recruitment/ 
placement 

Technfcal  aaalstence 

FInanclat  asafstanceM 
to  tocat  organizations  ^ 


3S 
33 


14 


Number  of  States  listing  activity  as  one  of  their  top  three  priority  areas 

^OT  muHSpito  respQTidertt  Stal«a.  resulttt  ar«  bSMd  ofi  th9  response  of  a  ^jnglo  r^pondem  in  oach  SisAo  K^enUfjod  as  mo»t  Knowlodo&able  about  aod  corrtrol 
to  Stato  ruraf  hoatth  octtviti«3.  Dota^ra  missing  for  one  Stdo. 

^Tho«4  cate9ort«»  ooTT«&por>d  to  activity  categories  on  the  survey  ir\strum«nt  Soma  ro£pQT>der^l&  may  tv  jo  Ohrts^erfHl  itvts  q^tion  t>a$od  on  their  currerit 
pifOftttei  raAh&r  ^nan  on  pnorittes  that  guided  their  acHvittes  dunng  the  previous  3  years. 

SOURC€:  Offico  of  Teohnotogy  As^ensment,  1990. 


catLon  for  rural  health  professionals,  and  targeting  f 
uninsured  populations  in  niral  health  programs  and 
activities.  In  these  cases^States  that  had  not  ranked 
the  r^siated  issue  in  the  top  three  were  niore  likely 
than  other  States  to  be  involved  in  the  activity. 

Currert  and  Future  State  Activities  in 
Rural  Health 

The  survey  asked  respondents  to  briefly  describe 
three  current  activities  or  programs  m  their  State  that 
had  been  effective  in  addressing  rural  health  is- 
sues.*^ Examples  ranged  &om  creating  an  ORH  to 
providing  services  to  rural  people  with  acquired 
immunodeficiency  syndrome  (AIDS).  Some  of  the 
more  frequently  cited  effective  activities  included; 

•  provider  recruitment  and  retention  activities 
(both  educational  and  fmanciU  incentives), 

•  technical  assistance  activities, 

•  Medicaid  expansion  or  reformv  and 

•  primarycaresystemsandtacilitydevelopmem 


Q     J<Only  one  respondcm  indicated  no  cuncni  rural  htalrh  acuvjucs 


Finally,  the  survey  asked  respondents  to  describe 
ak^tivities  they  would  most  like  to  see  m  their  State 
to  address  rural  health  issues  in  the  future.  Among 
the  wide  variety  of  activities  described,  those  most 
frequently  mentioned  included: 

•  improving  the  availability  of  primary  care 
services  in  rural  areas; 

•  creation  of  a  State  ORH; 

•  development  of  rural  health  p^lii^y,  plani*,  and 
standards; 

•  faciIityplanninganddevelopme.it, 

•  improvement  of  health  insurance  coverage; 

•  Medicaid  expansior/refoim; 

•  provider  recruitment  and  placement  (loan  re- 
payment/forgiv  enesj>  program,  scholarship  pro- 
gram, lievelopment  of  rural-orient«d  curricula 
in  health  professional  schools);  and 

•  building  stronger  statewide  rural  health  coah- 
tions  01  consortia. 
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Table  4-d-^}ected  State  Rural  Health  Activities  From  OTA  s  Survey  of  State  Ruta!  Health  Activities* 
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O ■  R««pOlKflng  ofigcnizaQom  ifKlcaT 00  inai^  aiirtougn  iri«y  rnaa  hoi  b^iiO)f«;D>  ^iivolvod  m  irnsacti^t^  ^\nMt^  khv^t  3^001 4.  >th«i  vF^onaatiuns  ]i, 
Stotf  m«y  ha^M  boon  Involved. 

*  *.  Noft«d  In  r<vf«Wttf'«  oonNnont*— <h>«»  not  rvfltd  offgln«)  aurvoy  reapons*. 

^^SM  tftb(«  4'2far  A  Hvt     Iho  ot^anizaKonai  ontitlM  wtioao  nctivrtloa  iwwv  roport«d  m       sufvojr  3«a        C      a        J  !^J»  ^  'rfi- ' 

d«p«,'Kj!ng  on  th«  Stat^. 

SOURCE:  OMoodToohnDlogyAM«$4mont.  1090. 
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T^bte  4*9— Selected  Rural  Health  Activities,  Comparison  or  More  Rural  and  Uss  Rural  States  and 
States  Wllhand  Without  Identifiable  Offices  of  Rural  Health  (ORHs) 


 Percent  of  States  involved  in  activity  

"more  ruraL"^    "l^ss  rural"*  ORH  nOn~ORH 


73  3 

7  7.1 

91 

y 

71  1 

Hatioti&l  Health  Service  Corps  

0 

58 

3 

^2  \ 

State  loan  forSiveuess/repay^ent  pro&ram 

33.3 

31  * 

25 

0 

3*  2 

ServicQ-^cotitiugout  Stato  scholarships.. 

33.3 

28  6 

16 

7 

3^  2 

Pliumclal  asoistancA  to  locnl  OESmi Nations  .  . 

60.0 

7A,3 

75 

0 

66.  ^^ 

100  0 

97. 1 

100 

0 

97  «. 

BeseA£4^  

eo  0 

85  7 

100 

0 

78  9 

Rosaarch  ott  health  personnel,.  

73  3 

73.5 

91 

V 

B^al  bealth  ayat«tts  coocdinatioti  tmd 

impUmaitntltja.  

86  7 

97  1 

100 

0 

92  1 

Cidacotioti s  ...  h  .... .  ... 

86  ; 

91  U 

100 

0 

86  8 

tG£j.nlativ0  of^alEtf  

93  3 

65.7 

91 

7 

86.8 

Davelopnjent  o£  task  force/committee 

to  Address  rubral  haaLth  issoes. 

68  7 

67  6 

63 

3 

63  2 

^States  were  classifiad  as  "more  rural"  or  "Le^s 

rural" 

depending  on  th<?  percentage 

of  their  popnliition  resid^ 

ing  in  i\cmmetrc  areas  in  1986  t"more  luraL"  =  over  50 

percent.    Less  rural"  =  0-50 

percent 

(See  app    D  for 

a  ir*    of  States , ) 

*An    oiflce  of  ror^sl  health"  was  either  identified  as  such  hy  a  respondent  or  was  known  to  be  an  office  whose 
primary  responsibility  was  to  administer  to  the  health  needs  of:  rura^  are,i3  of  the  St^te.     (See  app    D  for  a 
list  of  ORH  States  and  an  explanation  of  how  these  State*  were  identified  ) 
SOURCE:    Office  of  Technolosy  Assessment.  1990 


A  CLOSER  LOOK  AT  STATE 
RURAL  HEALTH  ACTIVITIES 

State  Offices  of  Rural  Health 

A  nUTiber  of  States  have  attempted  to  give  their 
niral  health  efforts  a  more  central  focus  hy  cTealuig 
a  formal  ORH  to  coordinate,  advocate,  plan,  admin- 
istrate, and  evaluate  various  rural  health  activities  at 
the  State  level,  ORHs  may  be  located  within  the 
State  government,  within  a  separate  Statc-fiinded 
organization  (e.g.,  a  university),  or  in  an  organiza- 
tion that  is  entirely  independent  of  the  State  govern- 
ment. In  OTA's  survey,  most  **ORH  States''  have 
State-based  ORHs,*^  The  survey  found  "OHR 
States"  to  be  more  active  than  others  in  rural  health 
activities.  There  are  several  possible  explanations 
for  this  finding,  First>  the  existence  of  a  centralized 
entity  whose  primary  purpose  is  to  addiess  rural 
health  care  issues  may  enhance  the  State's  level  of 
effort.  Second,  States  that  place  a  higher  priority  on 
rural  health  issues  may  be  more  active  and  more 


likely  to  have  established  a  State  ORH,  Third>  States 
with  ORHs  may  have  becii  in  a  better  position  than 
other  States  to  respond  to  questions  regarding 
specific  rural  health  activities  and  problems  in  the 
survey,  ORH  States  reported  larger  proportions  of 
State  funding  (tabic  4-3),  suggesting  that  more 
targeted  State  funding  is  d\  ailable  in  States  that  hav  e 
taken  steps  to  centralize  efforts. 

The  19  ORHs  identified  by  OTA  m  1990,  based 
both  on  OTA's  survey  and  on  a  survey  conducted  in 
1988  by  the  National  Rural  Healtli  Association 
(NRHA)  {426),  were  located  m  State  agencies, 
universities.  Area  Health  Education  Centers  t  AHECs), 
and  other  organizations  (table  4-12),'^  At  least  six 
offices  had  been  established  since  i9S6,  and  an 
additional  six  States  were  interested  in  or  planning 
to  establish  ORHs,  The  range  and  extent  of  ORH 
functions  varies  greatly  and  may  include  health 
personnel  recruitment  and  retention,  health  person- 
nel and  consumer  education,  technicid  assistance 
and  consultatiuui  research  and  cvahiationt  informa- 


^Seeapp,  D  for  Ihcdcfuuuonof '*^>fficc  of  rural  IJtallh'*  used  u)  Ihc  survey. 

**H)C  mimbcr  of  ORHs  ui  table  4-12  differs  fiono  the  number  identified  lO  OTA  ^  i^SK  -^urKy  ut  Suie  Kural  JI<:4tJth  Atttvittcs  tK;i.Jusc  not  alJ  1*> 
OKH$  were    ejusteoce  in  1988  and  soine  were  w>i  tdenliHed  ^  appropnatc  icspondcnK 
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Table  4-10— State  i^lanklng  of  Six  Major  Rural  Health  Care  Delivery  Issues,  1989* 

Humiber  of  States^ - ^  eivina  the  ^ssufe  a  rariVinft  of 
l55ue  tl)  (2)  (3)  (^)  C5)  (6)  O) 


A.  Health  provider  issues  (e-ft  ,  shortaSes* 

recruitment/retention)    22  13  10  1  0  0 

B,  Meeting  tbe  needs  of  special  populations  10  10  6  l4  5  3  0 

C*  Payment  issues  (e.S**  Medicate^  Insuret^e 

coverage  ot  rural  populations)   10  J'*  ^  13  6  0  0 

D.  Medical  liability  insurance  costs/ 

availability   ^  7  6  5  9  IS  1 

Services  Issues  Ce,g.,  hospital  closures/ 
restructuring*  systetns  planning  and 

development)     3  5  15  S  U  6  0 

F.  Quality  of  care   2  I  5  9  13  ^0  0 

0.  Other  issues^   0  0  0  0  0  I  2 


Humber  and  Percent  of  all  States  rankinE  Iss^e  amona  the  toP  3  

(A)  (B)  (C)  (D)  (E)  (F> 


U.S    total  l50l*. ... 

(90Z) 

28 

(sei) 

31 

(621) 

17 

(3^,1) 

23 

(i,6Z) 

8 

(151) 

Hortheast  E91 . , , 

9 

( loor) 

6 

(671) 

3 

(331) 

2 

<:2Z) 

u 

f^iAl) 

3 

(331) 

So«th  1 161 . 

12 

(75:) 

11 

(691) 

(561) 

(3aZ) 

i56li 

2 

(131) 

Midwest  tl2}.. 

11 

(921) 

5 

9 

(75x; 

(i,2l> 

(421) 

I 

(SI) 

West  [131  

13 

{ loor) 

6 

(^61) 

IC 

(77Z) 

(361  > 

5 

(361) 

2 

(151) 

"More  rural"  States  tl5)^ 

13 

(671) 

10 

(671) 

12 

(601) 

2 

( 131) 

6 

(401) 

2 

(131) 

"Less  rural"  States  (351^ 

32 

C91Z) 

18 

<511) 

19 

(5^,1) 

15 

(^,31) 

17 

(^,91) 

6 

(171) 

States  w/  an  ORH  tl2l*_. 

11 

(921) 

7 

(581) 

8 

(67Z> 

6 

<501) 

(^,21) 

1 

(61) 

Statos  w/o  an  ORII  (361*. 

3^ 

C90X) 

21 

(5SZ> 

23 

(611) 

11 

(291) 

16 

(471) 

7 

(181) 

^Date  of  ranking  may  be  late  1988  or  eatly  1989,  depending  on  the  State 

responses  were  received  from  all  50  States 
^For  inultiple  respondent  States,  results  are  based  on  the  ii.^ponse  of  a  single  respondent  In  each  State  who 
was  identified  as  most  knowledgeable  ebout  and  central  to  State  rural  health  activities 

A  blank  line  was  provided  on  which  respondf»nts  could  list  an  additional    general  Issue    and  incorporoL^  it 
into  the  ranking  Scale  accordingly     The  three  "other"  issues   listed  by  respondents  were     alterna  ive 
delivery  models:  availability  of  obstetrics  services*  unspecified 
^Kuir3>er5  in  brackets  denote  number  of  States  within  each  region  or  category 

^States  were  classified  tts    more  rural"  or  '  le^s   roral    depefi^J^ng  on  thf  pertf^ntflgA  of  their  pfpulation 
residing  In  nOnmetro  arsAS  in  1966  (more  rural"  -  over  50  percent,     less  rural     =  0-50  percent       (Sec  app 
D  for  a  list  of  States  ) 

^An  "office  of  r^iral  health"  <ORfl)  was  either  identified  as  such  by  a  respondent  oi  was  known  tii  an  affit^o 
\*hOsj  primary  responsibility  was  to  odminister  the  health  needs  of  rural  areas  of  the  State  ^.See  ^pp  D 
for  a  list  of  ORfl  States  and  an  explanation  of  how  these  States  weri   identified  ) 

SOURCE.    Office  of  Teclmology  Assessment,  1990 


*ion  dissemination,  advocai^y,  health  ijiteriii  Jevel 
3pment  and  integration,  anJ  Jirei^t  iervii^e  {426^. 

State  ORHs  nia>  also  t>e  of  value  in  v^oordinatang 
and  irnplementing  FeJeral  rural  health  initiative:!.  In 
the  1988  NRHA  survey  of  State  ORHs,  respwidents 
saw  the  Federal  Office  Rural  Health  Policy  as 
playing  a  central  role  in  dissemination  of  informa- 
tion regarding  funding  sources  for  rural  health 
programs  and  activ'^ies,  while  State  ORHs  were 
seen  as  playing  a  cr.jcal  rote  in  Jetermining  State 
and  regional  rural  health  need:>  anJ  guiding  a  more 
Q   dl  allocation  and  coorJination  of  TC:>ource:>  at 

RIC 


theic  ieveli,  Re:ipordent:i  al:^o  felt  that  the  FeJeral 
offiv^e  coalJ  as:ii:it  in  iie  Je\clopmentot'new  State 
ORHs  by  helping  State  govertiments  identify  poten- 
tial resourv^eb  anJ  othci  State  modeh.  Example:}  of 
two  Sutei  that  ha\e  rei^cntlj  ^icateJ  ORHi  are 
presented  in  box  4-A, 

Selected  Examples  of  State  J  f^giMative  and 
Administrative  Activity 

The  creatii.n  of  :>pev.ial  tj,sk  forvvi  or  tommittcci 
li  d  common  itep  towardo  a  vompi;;henii\c  c^ami 
naiion  of  State  niidl  health  i^iae;*-  Thirty  four  States 


T^ble  4-11— Rel&t^on^hlp  Belween  States*  Pare.     a  of  Major  Rural  Health  Is&ues  and  Specific  Rurat  Heaith  ActMttes 


States  ranjcmg  issue 

States  NOT  ranking 

1-3  and 

i  nvO Ived 

Issue  J-3 

and  involved 

_  in  the 

activity 

In  the 

activltiT  

Issue                              I®3  Wo 

Rej.at<)d  activity 

tiumiber 

Percent* 

Number 

Percent'' 

Providei;  issues  5 

Htd  actively  placed  ;jxoviders  durinS  p^ist  3  ye*3Cs 

34 

( 75l  1 

4 

( BOX ) 

Had  used  NHSC  as  a  recruitment  method 

20 

3 

(601) 

State  loan  for given ess/ repayment  program 

15 

f33l) 

1 

(20l) 

State  Acbolarship  proSram 

13 

iZSX) 

2 

Flacecn^tit  service 

Zo 

{  60X ) 

Research  on  health  personnel  xn  rural  areas 

33 

(731) 

4 

<60X) 

Hedi<;*l        otbex  health  professions  educ*tion 

29 

5 

(lOOl) 

Continuing  education  for  rtiral  health  professionals 

27 

£601) 

4 

(eoi> 

Medical  liability         i7  33 

insur^'ice  cos^.s/ 

Rural  health-relato'j  research  on 

ava^labiLl  ly 

medical  liability  insurance  costs/avallablll ty 

9 

14 

Meeting  the  needs         26  2Z 

of  special 

Had  tarSeted  some  ^f  their  rural 

populations 

health  activities  to  special  populations 

26 

zo 

Research  on  health  status  of  rural  populations 

20 

f7U) 

17 

(77K) 

?Ay^QTit  issues              31  19 

Research  on  instirance  ^-overage  in  rural  pc-pulations 

20 

£  641 ) 

10 

( 533t ) 

Research  on  rural  hospitals 

20 

(641) 

10 

£531) 

Development  of  health  service 

districts  or  other  financial  options 

IC 

( 32l ) 

( 26l ) 

Had  targeted  ^mmsured  populations 

in  some  of  their  rural  health  activities 

22 

£7011 

16 

Had  targeted  lowincomo  populations 

in  some  of  their  rural  health  activities 

27 

(S7I) 

16 

--   

Quality  of  care             &  ftZ 

Research  ot^  quality  of  care  in  rural  areas/facilities  * 

C50S) 

-  -  -  

12 

(29X) 

Research  on  new  technology  m  rural  areas 

3 

(381) 

U 

C2&I> 



Services  issues            23  Z7 

provided  some  form  of  technical  assistance 



-  - 

to  rural  communities 

£  lOOl ) 

Z6 

(96S ) 

Had  provivi^d  some  form  of  technical  assistance 

to  rural  health  facilities/Provider;^ 

Z2 

21 

£  781) 

Rural  health  systems  coordiviatlon/liitplementatlon 

activities 

22 

05l) 

Research  on  rural  health  services  utilization 

ceu) 

(cai) 

2 

Research  on  health  systems  coordination 

1 1- 

(SjI  ) 

J3 

( <t&l) 

Research  on  rural  hospitals 

l& 

(781) 

vZ 

£*4I? 

^Percentage  of  States  who  ranked  th*  related  issue  L-3  and  were  involved  in  the  activity 

'^Fercent^i^e  of  States  v«tio  did  not  rank 

the  issue  1-3  end  were  involved  in  the  activity 

SOURCE:    Office  of  Technolosy  Assessment,  l^^O 

-ERIC 
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Table  4-12-^atas  With  Offices  of  Rurai  Hsaith,  1990 


states  with  Offices  of  Rural  Health: 


State 

Location  of  ORB 

Arizona 

University 

Arkatis  as 

State  aC^^ncy 

California 

State  agoncy 

Connecticut 

State  agency 

Geotrgi  a^ 

State  agency  &  university 

Illinois'' 

State  agency 

Iowa* 

State  agency 

Kansas^ 

State  agency 

Nebraska^ 

State  agency 

Nevada 

IHiive  rsity 

Netr  H&xico 

Not-foi~pro£iL  oiganizat j^on 

North  Carolina 

State  agency 

North  Dal^ota 

University 

Oreson 

State  agency 

South  Daitota^ 

State  aSency  &  university 

T«xas 

University 

Utah 

State  agency 

Washington 

Area  Health  Education  Center 

Hi  scons in 

University 

States  int£££St^d_lu  or  PLannLnf.  to  establish 

Offices 

of  Rural  JIooLth. 

Alabama 

Minnesota 

ALask« 

Mississippi^ 

Hlchigan 

Moi^tana 

^Established  since  1966. 
**Office  of  rural  and  urban  health. 
^Established  since  19&e. 


ld90  bill  (S.B.2;3e)  pendine  in  the  Missit^tippi 
State  Lo^wsiature  would  create  An  office  of  rural 
health  within  the  State  Departoient  of  Health.  Th^Jro 
Is  an  existing  Rural  Health  Resear<:h  Froerjun  in  the 
University  of  Mississippi  School  of  Phama^^eiitical 
Sciences^  but  it  not  involved  in  rural  health 
policy  or  planning. 

SOURCE:  Office  of  Technology  Assessment,  1990.  Basod 
on  data  from  National  Rjral  Health  Associ- 
ation, "Report  of  the  Task  force  On  Offices 
of  Rural  Health  and  State  Rurai  Health 
Associations, "  NatlCiial  Rural  Health  Asso 
elation*  Kansas  City*  MO,  Aug.  1?„  1988r  as 
updated  by  OTA. 


Box  i'A—Recently  Created  State  Offices  of 
Rural  Health:  Two  Examples 

Iowa— Created  in  1989*  the  lowaOffice  of  Rural 
Health  is  locaied  within  the  Department  of  Public 
HeaJth  {302).  It  is  required  hy  law  to  submit  a  repon 
and  recoinineudations  to  theState  legislature  on  the 
impact  of  current  Medicare  reimbursement  policy 
on  rural  hospitals  and  other  provide;  to  provide 
assistance  to  rural  communities  to  improve  reini' 
bursement  thmugh  p^jticipation  in  ths  Rural  Health 
Qinics  program  (sec  ch.  3)  and  establishment  of 
skilled  nursing  facility  b^s,  and  to  coordinate 
research  on  health  status  and  morbidity.  It  was  ^Iso 
required  to  make  recommendations  to  the  le^gisla- 
ture  hy  Fehniaiy  1990  on  the  developm^t  of  a  new 
alternative  licensure  cate^gory  for  rural  medical 
facilities  (302), 

South  Dakota— The  South  Dakota  Office  of 
Rurai  Health,  established  in  1988*  has  two  offices: 
one  within  the  State  Department  of  Health,  and  the 
other  within  the  University  of  South  Dakota  School 
of  Medicine  (627).  The  Office  was  created  by  a 
memorandum  of  agreement  between  thr^  medical 
schooland  die  Department  of  Health,  audit  receives 
funding  through  a  State  legislative  appropriation. 
Additional  funding  is  gained  through  the  School  oi 
Medicine.  Activities  of  the  ORH  include: 

*  recruitment  and  retention  of  rural  health  pro- 
fessionals; 

*  technical  assistance  to  help  rural  provider 
establish  and  maintain  rural  practices,  and  to 
help  rural  £acilities  apply  for  Rural  Health 
Qinic  cenification  under  Medicare  and  Medi- 
caid; 

*  health  care  needs  asst  rnents  tcx  rural  areas; 
and 

«  dissemination  of  rural  health  information  to 
medical  students  and  medical  residents  (627). 


r^poaed  that  they  had  developed  task  forces,  mo^^t 
commoniy  through  administrative  miction  of  the 
Governor's  office.  Table  4-13  provides  some  exam^ 
pies  of  State  task  forces  and  committees  and  their 
responsibilities.  The  experiences  of  New  York  and 
Texas,  ^escribed  below,  illustrate  the  role  of  task 
forces  in  catalyzing  legislative  and  administrative 
action  on  rural  health  issues. 

New  York 

Both  the  State  legi^^lature  and  the  State  Depan- 
mtint  of  Health  ha^e  /ecently  examined  rural  health 
o|^isues  in  New  York.  In  Spring  1987,  the 


Legi^^au.c  ConimisMon  cn  Rural  Resources  held  a 
^ympu^tium  to  assess  th.  aual  health  care  b>stem  and 
to  de^tign  d  firamewoik  to  ensure  access  to  rural 
health  for  the  next  -0  >ears.  The  symposium 
identified  three  major  arciiij  ..eedin^  legislative  and 
administrative  attention: 

•  need  for  regulatory  flexibility  (e.g.,  granting 
rural  hospitals  a  waiver  from  the  CON  process)* 

•  leed  for  reimbursement  and  fiiianting  metha 
mbmii  that  more  accurately  reflect  costs  ^  .d 
improve  access  to  capital,  and 
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Table  4-13— Four  Examples  of  State  Task  Forces  and  Committees  Created  To  Address  Rural  Heauh  Issues 


State 


K^e  of  task  for^^e/comnittee 


AuthOi ity 


R^spons ibi 1 1 t 1 


Now  York 


Washiti^ton 


Task  Force  on  Rural.  Health 
Strate^ios 


Washington  Rural  Health 
Care  Conmisslon 


Administrative 
(1937) 


Lo$islatLv« 


Alabama 


Alabama  RutaL  Health 
Task  force 


Legislative 
<19e9) 


Texas 


Special  IdiV  Force  on  Rural 
Health  Gate  Delivery 


Legi sldt  * 
(198/) 


£;camine  rural,  health  care  issues  and  prob- 
lems statewide 

Develop  str^tcsi^s  and  reconvnendations  for 
administrative  or  lesislatlve  action 
Rovievr  e;cistin&  laws  and  regulations 
go^rjrning  rural  health  services  and 
identify  barriers  tbey  create  to  efficient 
and  effective  delivery 
Review  isiues  that  affect  the  current 
delivery  of  rural  health  care 
Establish  operational  standar<is  for  a  model 
alternative  rural  health  facility  and 
review  the  impact  of  existing  governnotit 
payment  policies  on  such  facilities 
Study  and  reConvnend  to  the  legislature  ways 
to  address  the  problem  of  deClini»"g 
availability  ot  obstetrical  servic>*t  in 
rurri  areas  of  the  State 
ReCotomend  ways  to  improve  the  financial 
health  of  rural  hospitals  delivering 
obstttrical  care  through  better 
manageinent  practices,  modified  scopes  of 
services*  and  other  mechanisms 
Define  minimally  acceptable  levels  of 
medical  Care  for  t  ^  State's  rgral  areas, 
focusing  on  specific  issues  in  emergency 
medical  transportation^  huspital  Care^ 
emergency  and  outpatient  care^  and 
ancillary  services 


SOURCE  Office  of  TeChnoiosy  Assessment.  1990  Data  from  New  York  State  Depaitroent  of  Health,  Io_war_d 
Improving  Rural  Health  Carp  A  Report  of  the  TasV  Force  on  Rural  Health  Strategies  ^Alb^ny,  New 
York  State  Department  of  Health,  November  19&7)»  State  of  Texas.  Special  Task  Force  on  Rural  Bealth 
Care  Deli^very.  Final  Report  and  Recommendations  to  the  Governor  (Austin,  TX  State  of  T^ras ,  Feb- 
ruary 1909)-  J  Coleman,  West  Alabama  Health  Service5>  E^taw,  AL>  personal  commjniCation,  July  l9S9, 
Washington  Roral  Health  Care  Commission,  A  k(*port  to  the  Legislature  on  fiural  Health  Care  m  the 
Stat^  of  Washington  (Olympia,  WA    Washington  RuiaL  Health  Ca'*^  ConmiSsion.  January  1969> 


»  need  for  coordination  and  community  planning 
among  State  and  local  rural  programs. 

Other  recommendations  included  increased  State- 
level  technical  assistance  to  local  providers  in  grant 
writing  and  services  coordination. 

A  subsequent  legislative  cornnus>jon  found  tiiat 
many  of  New  York's  rural  hospitals  and  nursing 
homes  suffered  from  inadequate  access  to  financing 
for  major  projects.  The  Commission  reconunended 
that  information  resources  be  enhanced,  the  CON 
review  process  for  capital  purchases  be  modified, 
and  Stme-level  capital  Hnancmg  programs  be  made 
more  accessible  to  rural  providers  (439,440). 

A  Slate  Department  of  Health  task  force  aeated 
specifically  to  examine  State  rural  health  care  issues 
and  problems  issued  a  report  in  1987,  Itarecommen- 
^  lations  included: 


♦  improving  migrant  health  services. 

♦  promoting  rural  health  networks. 

♦  impn?^ 'ing  the  supply  and  distributioij  o\  health 
personnel,  and 

♦  establishing  a  rural  nealth  council  (4,^7). 

The  findings  and  recommendations  of  these 
giviups  led  to  direct  legislative  and  administrative 
action,  including  the  establishment  of  two  new 
statewide  rural  health  entities.  The  Rural  Health 
Council,  which  includes  providers,  consumers  and 
elected  officials  who  act  as  advisers,  now  oversees 
State-funded  rural  health  programs  and  offers  ideas 
on  possible  new  initiatives.  The  Office  of  Rural 
Affairs  works  with  State  agencies  to  monitor  new 
legislative  programs  affecting  rural  areas  (S9I).  The 
State  lias  recently  authonzed  appropriations  for. 

♦  small  grants  to  providers  in  underserved  areas 
who  coordinate  with  other  facilities  to  combine 
needed  services  and  procedures: 
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•  grants  to  -ural  hospitals  for  service  diversifica- 
tion* expansiotif  conversion*  or  the  develop- 
n:ent  of  various  affiliations  and  alliances; 

•  a  development  program  that  helps  nural  provid- 
ers plan  and  implement  projects  to  improve 
existing  primary  care  service^  or  develop  other 
essential  services  such  as  emergency  medical 
care^  rehabilitation,  and  long-term  care, 

•  a  program  to  expand  primary  care  services  in 
underserved  rural  areas  and  to  make  priman 
care  accessible  to  medically  indigent  popula- 
tions; and 

•  a  swing-bed  demonstration  program  for  rural 
community  hospitals  (438), 

Texas 

In  1987,  the  Texas  Legislature  created  a  special 
task  force  to  define  minimally  acceptable  levels  of 
rural  medical  care.  Woik  groups  addressed  specific 
issues  of  emergency  medical  tra^^  *  citation ,  hospital 
care,  emergency  and  outpatient  c^re,  and  ancillary 
services.  The  task  force's  final  report  (issued  m 
February  1989)  descnbed  a  cnsis  in  the  State's  rural 
health  delivery  system,  citing  several  hospital  clo- 
suieSf  a  curtailment  of  obstetric  services^  and  short- 
ages of  health  personnel  The  report's  recommenda- 
tions addressed  trauma  care,  Niedicaid  reimburse- 
ment, capital  fmance  progiams  for  rural  hospitals, 
and  hospital  diversification.  The  report  also  recom- 
mended creating  a  statewide  center  for  rural  health 
initiatives  to  promote  integration  of  rural  health 
programs  and  services  mto  an  overaii  system  of  care 
(574). 

In  1989.  the  State  legislature  authorized  the 
creation  of  a  Center  for  Rur"!  Health  Initiatives 
within  the  State  Department  of  Health  to  cooidinate 
and  ^velop  rural  health  services  in  the  State*  The 
legislation  also: 

•  established  a  Medicaid  swing-bed  program; 

•  allowed  full  implementation  of  the  Federal 
Rural  Health  Chnics  Act  (Pubhc  Law  95-210) 
In  the  State; 

•  directed  expansion  ofruraiiiiedicdl  student  and 
residency  training  nrograms; 

•  required  hospitals  to  implement  patient  transfer 
agreements  to  preven*  ^reverse  dumping*'  of 
indigent  patients;  and 

«  indemnified  physiuans  at  least  10  pen;ent  of 
whose  patients  were  on  Federal  or  State  liiedj- 
^  f^al  assistance  and  mandated  a  malpractice 
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insurance  premium  discount  for  such  ph>si' 
cians  (597). 

Other  State  Initiatives 

Initiatives  in  other  States  mchjde  a  wide  \ariet>  of 
programs  aimed  at  coordinating  and  augmenting 
rural  health  care  services.  For  example,  some  States 
are  consideriig  creating  new  health  facility  catego- 
ries to  enable  sinall^  struggling  rural  hospitals  to 
restructure  and  narrow  their  scope  of  ser\jLes  (see 
ch.  8).  Other  examples  are; 

•  In  Arkansas^  the  State  legislature  recently 
appropriated  new  funds  ($225,000)  to  an  exist- 
bg  rural  medical  clinic  loan  fund  for  small 
con^munities  that  lack  adequate  medical  serv- 
ices (54). 

•  In  IllinoiSy  the  Department  of  Public  Health 
recently  issued  a  report  on  participation  in  the 
Rural  Health  Clinics  program  (see  ch.  3).  The 
report  provided  *<ackgrounu  on  this  program, 
identified  areas  \^ere  clinics  would  qualify  for 
participation,  discussed  clinic  certificadon  pro- 
cedures and  reunbui^ment*  examined  the  im* 
pact  of  certification,  and  outlined  a  plan  for 
disseminating  information  on  the  program  to 
rural  providers  (286). 

•  in  lowat  provisions  of  an  extensive  'aw  passed 
in  1989  include: 

^cre::tion  of  State  Office  of  Rural  Health  (see 
box  4-A); 

—technical  assistance  by  the  Department  of 
Public  Health  to  help  coordinate  develop- 
ment of  outreach  centersforpregnant  women 
and  infants  and  children; 

— pilot  programs  in  rural  hospitals  to  provide 
primary  and  preventive  health  services  to  the 
medically  indigent; 

— expansion  of  agricultural  health  and  safety 
programs; 

— expansion  of  mental  health  outreach  serv 
ices,  homemaker^calth  aide  programs,  and 
public  health  nursing  program^;  and 

—authorization  of  the  use  of  an  existing  tax 
Jevy  for  rural  hospital  operation  and  mainte^ 
nance  (302). 

•  In  Tennessee,  the  Coiiimunitj  Health  Agenc> 
Act  of  1989  authorize  and  appropriated  $6 
million  for  eight  rural  and  four  urban  commu^ 
nit>  health  pJanning  agencies.  Each  plannjig 
agcncj  mubt  define  ond  help  dcveJop  a  rcgionaJ 
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system  of  coordinated  primary  care  services 
accessible  to  all  area  lesideais  (594). 

SUMMARY  AND  CONCLUSIONS 

States  have  both  a  high  level  of  involvemeat  in 
rural  health  activities  and  a  significant  degree'^of 
dependence  on  Federal  funding  for  those  vitie^ 
(table  4- 3)-  The  level  of  effort  States  are  dewnjig  to 
rural  health  issues  varies  drainaticall>  and  does  not 
necessarily  correspond  with  States'  degree  of  nual- 
ness  01  perceived  level  of  need.  Differences  between 
"more  rural*'  and  **!ess  rural*'  States  einerged 
primarily  in  the  States'  perceptions  of  major  rur<il 
health  care  problems  (table  4-10)  rather  than  m  then 
level  of  rural  health-related  activity.  While  some 
States  boast  a  variety  of  successftil  initiatives  and 
programs,  other  States — and,  notably,  some  States 
in  which  a  large  pmportion  of  the  population  is 
rural— have  not  mobilized  to  3dd:ess  their  particular 
rural  health  problems.  These  States  might  especiall> 
benefit  from  Federal  guidance,  encouragement,  and 
continued  support. 

Because  the  OTA  survey  did  not  attempt  to 
describe  the  degree  to  which  reported  activities  were 
felt  to  have  been  successful  by  the  States,  or  the 
sources  of  funding  for  specific  activities,  it  is 
impossible  to  distinguish  clearly  between  the  Fed- 
eral and  the  State  roles.  A  study  conducted  by  the 
Federal  Bureau  ofHealth  Professions  in  1986  found 
that  State  support  for  health  professions  distnbution 
programs  increased  significantly  during  the  first  naif 
of  the  1980s  ((5S5).'^  However,  OTA's  survey  found 
that  States  still  rely  heavily  on  Federal  funds  to 
support  a  variety  of  existing  rural  health  acuvmcs. 

Most  States  identified  provider  recruitment  and 
placement  issues  as  high  priorities,  but  most  did  <iot 
have  programs  (e  g.,  sarvice -contingent  loan  forgive- 
aessAepayment  and  scholarship  programs)  com- 
monly believed  to  be  most  effective  in  addressing 
these  issues.  Because  scholarships  and  loans  are 
costly,  such  programs  would  probably  reqaire  sig- 


nificant capital  if  they  were  to  have  a  pronounced 
and  prolonged  impact. 

When  asked  what  activities  or  programs  they 
would  like  to  see  in  the  future  to  address  niral  he.  Ith 
issueSf  respondents  to  this  survey  often  suggested  an 
active  Federal  role.  Activities  such  as  the  creation  of 
State  ORHs,  development  of  rural  health  poUcies, 
plans,  and  standards,  improvement  of  health  insui^ 
ance  coverage.  Medicaid  expansion  or  reform,  rural 
health  systems  coordination  and  network  develop- 
ment,  loan  repayment  or  forgiveness  and  scholarship 
programs,  and  availabilitj  of  rural-oriented  health 
professions  education  were  &equentl>  mentioned.  A 
Federal  role  is  possible,  if  not  implicit,  in  all  of  these 
initiatives. 

Recent  State  legislative  activity  on  rural  health 
issues  has  ranged  &om  energetic  to  nonexistent. 
Active  States  can  provide  valuable  models  for  less 
ai-tive  States,  and  certain  State  programs  could  serve 
as  models  for  broader  Federal  initiatives.  OTA's 
survey  of  State  rural  health  activities  reveals  some 
significant  regional  and  State  differences  that  may 
be  useful  in  targeting  Federal  resources. 

State  ORHs  provide  focal  points  for  State  rural 
health  activities  and  programs  and  can  unprove  the 
development  and  coordination  of  local.  State,  and 
Federal  efforts.  The  degree  to  which  State  agencies 
can  effectively  direct  suuh  offices,  however,  will 
vary  depending  on  financial  and  organizational 
factors.  The  distribution  and  organization  of  current 
State  ORHs  suggests  that  ***iy  Fsderal  support  for  the 
creation  or  operation  of  State  ORHs  should  be 
flexible  with  regard  to  location  of  the  ORH  within 
the  State.  Some  States  currently  without  ORHs 
might  consider  alternative;*  to  the  State  agency- 
based  model  (e.g.,  univeriity-based  ORHs  like  those 
in  Arizona  and  North  Dakota).  South  Dakota  and 
Georgia  are  examples  of  States  whose  ORHs  are 
based  both  ^vithin  a  State  agency  and  a  university. 
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Chapter  5 

Problems  and  Trends  in  Rural  Health  Services 


INTRODUCTION 

Recent  changes  in  flie  delivery  of  rural*  health 
services  have  created  both  problems  and  opportum 
des  for  rural  communities  and  their  health  cai^ 
facilities.  In  particular,  significant  change  in  the 
demand  for  the  services  of  rural  hospitals  and 
primaiy  care  centerft  threaten  their  operational  sta- 
bility and  thus  the  ability  of  some  rural  residents  to 
obtain  basic  health  care. 

This  chq)ter  begins  by  describing  trends  in 
operating  and  service  characteristics  of  rural  acute 
and  primary-caie  facilities,  particularl)  regarding 
utilization  and  competition  for  patients.  It  then 
examines  trends  aSectiog  the  financial  condition 
and  viability  of  rural  hospitals  and  conununit> 
health  centers  (CHCs)^  and  the  impact  of  the 
growing  number  of  health  care  facility  closures  in 
rural  areas.  Finally,  it  examines  what  is  known  about 
the  nature  of  travel  by  rural  residents  outside  their 
communities  for  health  care  and  the  geographical 
limitations  to  accessible  care  in  rural  areas. 

Most  of  the  data  documenting  ctianges  in  hospital 
operations  are  from  19S4  through  1987  and  were 
supplied  by  the  American  Hospital  Association 
(AHA).  Additional  AHA  data  also  enabled  a  more 
jn-depth  analysis  of  hospital  operations  in  1987. 
Most  data  on  CHCs  cover  trends  from  1984  through 
1988,  and  most  were  obtained  from  the  Bureau  of 
Health  Care  Delivery  and  Assistance  of  the  U.S. 
Public  Health  Service. 

Local  health  departments  (LHDs)  and  private 
group  practices  axe  also  important  sources  of  basic 
niral  health  services.  No  information  on  these 
facilities  is  presented  in  this  chapter,  however, 
because  no  national  data  are  avaUable  on  their 
numbers,  scope  of  services,  or  other  b^;ic  operating 
characteristics. 


HOSPITAL  CHARACTERISTICS 

Sumber  of  Community  Hospitals 

In  recent  years,  the  number  of  commuiiity  hospi- 
tals in  botl  rural  and  urban  areas  has  decreased 
slightly.  A^  shown  in  table  5-L  the  number  of  rural 
hospitals  declined  5.5  percent  from  1984  to  1988,  or 
about  twice  as  much  as  did  the  number  of  urban 
hospitals.  Over  70>OCO  hospital  beds  were  elimi- 
nated during  this  period  through  the  downsizing  or 
closure  of  hospitals.  Ordy  29  percent  of  the  eliim- 
nated  beds  were  in  rural  hospitals^  but  because  rural 
hospitals  are  ^malier  in  size  (i.e.,  have  fewer  beds) 
than  urban  ones,  the  proportion  of  beds  eliminated 
was  actually  higher  in  rural  than  in  urban  aieas."^  (In 
1988, rural  hospitals  made  iq)  about  46  percentof  the 
5,533  community  hospitals,  but  they  housed  only  22 
percent  of  the  total  licensed  beds  (35).} 

In  1987,  nearly  three-fourths  of  rural  hospitals  had 
fewer  than  100  beds  (and  about  one-third  housed 
fewer  than  50  beds)(table  5-2).  By  comparison,  only 
23  percent  of  urban  hospitals  had  fewer  than  100 
beds.  From  1984  to  1987,  the  number  of  large  rural 
ho^pital^  declined,  \\hile  the  number  of  rural  hospi- 
tals with  fewer  than  50 1  *^s  actually  increased  (30)- 

Hospitals  axe  not  evenly  distributed  throughout 
rural  areas  of  the  country.  Nearly  two-third?  of  rural 
bospitals  are  located  in  the  four  central  Census 
regions  of  the  United  States;"*  over  20  percent  are 
located  in  six  Midwestern  States  (figure  5-1)  [382). 
About  1 1  percent  of  rural  hospitals  are  in  frontier 
areas  (counties  with  six  or  fe';ver  persons  per  square 
mile),  in  1987,  tliere  were  277  hospitals  located  in 
387  frontier  counties  (see  app.  C>. 

Hospital  Ownership 

Nearl)  one-half  (48  percent)  of  all  ruial  ^.ommu- 
nity  hospitals  in  1987  were  privately  owned,  non- 
profit  facilities  (figure  5-2).  State  and  local  govern- 


^'^CHCs'^  in  tbis  chaptei  includes  mignuit  heallb  ceiiten. 

^Tllc  liiui]|)Cr  of  bospit^  beds  ftfers  to  tQial  fauibly  bc<k  4nd  uibcr>  set  upanJ  j»uifii;d  fui  u^c  Abui^piidl  a  fminbct  ol  Mutkii 

i£t)!picaUy  fewer  tbniitbe  total  ftiuDbcforbcds  Ebe  hospital  is  licensed  lo  operate  by  the  Sut«. 
-^^**:c      F  for  a  description  of  Census  rc^ns. 
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labia  5-1  -Corrmunlty  Hospital*  Size  and  Utilization,  by  MetropolitaaNonmotropoiitan  Status,  1904-68 

Percent  chanSe 

1964  1985  1996  1967  1966  1964-66 


Honmetro   2.696  2.67*  2,639  2,599  2.549  -5.5 

Metro   3.063  3,059  3,040  3.012  2.984  *2.6 

VoabAV  ot  bodm 

HozMit^tro   232,746  228,871  223,422  216,921  212.624                 -8  G 

Metro   784,311  771.807  754.(^53  741,391  734,073  -6.4 

ATOr«|^#  GU(d>«r  ot  bods/bospit^l 

Honmotro   66  86  65  63  S3                -3  5 

M*tro   256  25^  246  246  246  "3.9 

AUmIoqs  (In  tbotuioodit) 

Honm«tro   7,450  6.826  6,360  6,000  5,682  -21.0 

Metro   27,706  26.622  26.01«f  25,601  25,571  -7.7 

IiqwtlaDt  di^S  (In  thoummd*) 

Hoiun«trO   51,651  46,746  44.920  43.754  43.313               -16  1 

Metro   204^952  189.873  164.527  1;?3.761  183.562  "10.4 

Occtq»tfiey  rat*  (p«i.x«kt) 

Honm«tro   60.7  56.0  55.1  W.3  Ji.7               -8  2 

tro   71.5  67.5  67.0  67.7  68.4 

A9aii.-«S«  Itneth  of  stay  (djqrs) 

HonR)«tro   6.9  6.8  7.1  7.3  V  4                7  2 

Metro   7.4  7.1  7.1  7.2  7.2  -2.7 

fComnuDlty  hospitals  detinecl  here  ar  4II  non-Federal,  AhOj:t^t^nn  (toneral  nnd  othoj:  ^p^clal  service  hospltaLc 

^cupancy  rates  are  based  on  th^  hospital's  total  nuuib^r  of  beds  (both  4cut«  Caro  and  other). 
SOURCE:    American  Hospital  AaaoclatloTip  Hos£ttaL-Sta tlj tl c s  (ChlCaSO,  iL^    AHA,  1985-69  eds.). 


Table  5-2— t^umber  of  Communtty  Hospitals*  by  MetroPolltan/Uonmetropolitan  Status  and  Bed  Size,  1984*87 


Percent  chans^ 

Bed  size  1984         1985  1936  1987  1984^^87 


NDn?etro  hospitals   2.696  2,674  2.638  2.599  -3.6 

6-24  beds    182  177  175  192  5  5 

25-49   799  800  809  805  0  8 

50-99   932  919  908  893  -4.2 

100-199   606  610  576  536  -11.5 

200-299   131  125  130  135  3  0 

300-399   34  31  30  28  -17.6 

400-^99   6  0  5  5  -16.7 

500  or  «w>re  beds.  6  6  5  5  -16.7 


Metro  hospitals   3,063  3^058  3,040  3,012  -1.7 

6-24  badn   33  31  36  38  15.1 

25-49   168  182  184  174  -7  4 

50-99.   476  480  468  471  -1.0 

100-199   772  797  806  811  5.0 

200-299   603  614  622  618  2  5 

300-399   402  408  407  397  -1.3 

400-499   263  233  211  211  -19  8 

500  or  Dore  beds    326  313  306  292  -10.4 


^Coorourlty  hospitals  defined  bej:'   is  all  non~Fad«ral.  sbort-torm  ^vnerel  and  other  special  service  hospitals. 

SOURCEr    American  Hospital  Asftociatton.  Chlca^^,  IL.  unpublished  dnta  from  the  Annual  Survey  of  Hospitals. 
1984-87. 


Chapter  5— Problems  andTrends  in  Rural  Health  Services  ♦  113 


Figure  S^l^onmetropolltan  Kospftal8  by  Census 
Reglon,M986 


Waat  South  C«ntrQl 


Ea»t  North  C«ntr«l 
13  G% 

Rural  hospftats 
(2.638) 

^doftrwdby  the  U,S ,  Census  Bmtwu,  Sm  i^,  F  lorgeograpttic  d^ci^ 

SOURCE,  0Kyc9  ol  T(»chTK>l0giy  A33eftsmmt,  1990*  Data  trrpO  M.  Medir, 
"Rumf  Hospttetov*'  UlS^  Congr^M,  Gofigr^sslf  no)  Rese^ch 
Service.  Woshlngtoii,  DO:  no,  89-296  EP%  May  i 

ment  authorities  owned  another  42  percent,  anti 
for-profit  iirvestors  the  remaining  iO  peitent  {625). 

A  rural  hospital's  type  of  ownership  is  related  to 
its  size.  Hospitals  v^th  100  or  more  beds  were 
predominantly  private  nonprofit  fadhties,  whereas 
over  one^half  of  hospitals  with  fewer  than  SO  beds 
woe  owned  by  State  and  local  governments  (625). 
The  large  number  of  rural  community  hospitals 
under  local  government  authon  ^  probably  indicates 
the  importance  of  community-subsidized  support  for 
these  facilities. 

Type  of  ownership  also  varies  by  the  location  and 
type  of  rural  hospital,  A  majority  of  hospitals  in 
frontier  areas  (56  percent)  were  government -owned 
in  1987,  but  just  21  percent  of  rural  referral  centers 
(RRCs)^  were  govemment^wned.  Conversely,  71 
percent  of  referral  caiters  v,  only  42  percent  of 
frontier  hospitals  were  privately  owned,  nonprofit 
facilities.  The  ownership  profile  of  Medicare- 
designated  sole  coimnunity  hospitals  (SCHs)  (see 
ch.  3)  was  comparable  to  that  for  rural  hospitals  in 
general.  Just  3  percent  of  both  fixrntler  hospitals  and 
SCHs  had  for-profit  owners,  RRCs  had  a  slightly 
higher  proportion  (7  percent)  (625). 


Figure       Ownership  of  Nonmetropolit^n 
Community  HospltolSt*  1887 

Cily/covnty  or  both 


Other  nonprofit 
40.2% 


Xommunily  hospital^  do  ted  here  ftsaSnon  Fedeiali^Ahort^aypnonspe- 
dafty  honpM^ls  (see  app,  C), 

SOURCE  Office  of  Technology  Assessment,  1990  Data  American 
Hospital  Association'^  19S7  Annual  Survey  of  HospttelSv 

In  1987,  about  19  percent  of  rural  hospitals  were 
contract-managed  (see  ch.  6),  compared  with  8 
percent  of  u:ban  hospitals.  The  number  of  rtu^ 
facilities  under  contract  management  increased  IS 
percent  from  1984  to  1987,  suggesting  a  change  in 
traditional  forms  of  governance  for  many  hospitals 
(e  g.,  greater  involvement  in  h^ipital  operations  by 
interests  outside  the  conununity)  {30y 


Hospital  Scope  of  Services 

There  axe  few  in-depth  analyses  of  the  nature  of 
medical  services  offered  by  rural  community  hospi- 
tals, or  their  dependence  on  hospital  size,  location, 
and  other  factors.  Shortell,  in  a  natiioal  study  of 
hospitals  in  multihospital  systems^  from  1984  to 
1987,  found  that  rural  hospitals  offered  fewer 
services  (average  17)  than  urban  hospitals  (average 
22),  However,  rural  hospitals  were  found  to  provide 
a  variety  of  services  (particularly  outside  the  hos*  ,- 
tal)  targeted  to  the  elderly  (418).  Much  of  the 
difference  in  the  scope  of  servi^s  o(  lUialand  urban 
hospitals  appears  to  be  due  to  ^nnallei  rural  hospital 
size.  A  study  of  hospitals  in  13  ge^^^aphicall) 
diveri^  State:»  found  that  rmal  hospitaler  as  a  group 
offered  30  percent  fewer  services  than  did  urban 
hospitals.  However,  no  significant  differences  were 


%uial  nfcnal  ceaien  aie  described  in  ch.  3, 

j  ^  imlq^tb  discussion  of  multibospital  systems  in  lural  areas  J$  prtsctacd  in  cb,  6* 
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found  in  the  number  of  services  between  rural  and 
urban  hospitals  of  the  same  size  (590). 

Jn  a  recent  study  of  the  service  mix  of  both  rural 
and  urban  hospitals  in  1985,  the  provision  of  specific 
services  was  Unkeci  to  local  demand,  provider 
capabilities,  and  mission  or  strateg>  of  the  hospital. 
For  eyjwnple: 

•  Rural  hospitals  provided  more  long-term  care 
services  than  did  urban  hospitals. 

•  Emargeucy  and  obstetric  services  were  present 
I  in  nearly  every  rural  hospital. 

•  Occupational  therapy  was  most  likely  to  be 
delivered  by  smaller  urban  hospitals  that  could 
target  specific  needs  of  the  market. 

^  Most  hospitals  with  fewer  than  SO  beds  did  not 
provide  cardiac  intensive  care,  an  expensive 
specialty  service. 

Lang-term  care  services  were  particularly  prominent 
in  smaller  rural  hospitals,  where  the  hospital-based 
nursing  home  often  had  three  to  five  times  as  many 
I       patients  as  the  acute-care  part  of  the  hospital  {236). 

Rural  hospitals  generally  provide  less  highl> 
I       specialized  care  and  perfomi  fevter  complex  procc- 
I       dures  than  do  urban  hospitals.  Nuniber  of  hospital 
beds  and  the  ability  to  obtain  a  regular  surgeon 
I       appear  to  be  critical  factors  in  whether  rural  hospitals 
provide  inpatient  surgery.  Hart  et  al.  found  that 
procedures  in  hospitals  with  fewer  than  100  beds 
were  genenUly  common  ones  of  relatively  low  risk 
and  complexity.  Rural  hospitals  with  fewer  than  25 
beds  provided  very  litde  inpatient  surgery;  79 
percentof  these  hospitals  performed  fewer  than  100 
annual  inpatient  operating  room  surgeries.  By  com- 
parison, over  two-thirds  of  all  rural  hospitals  with  at 
least  50  beds  performed  more  than  100  surgeries  a 
year  (236). 

Common  Acute-Care  Services 

T^ble  5-3  lists  the  most  common  ser\ices  of 
community  hospitals  with  fewer  than  300  beds  in 
1987  (62Sy  The  likelihood  that  such  hospitals 
provide  any  of  these  services  increases  as  die 
number  of  beds  in  die  hospital  (bed  size)  increases. 
Nearly  allixiral  and  urban  hospitals  (over  90  percent) 
of  this  size  provide  an  emergency  depatcment, 
diagnostic  x  ray  facility,  and  ambulatory  surg^. 
Hie  remaining  common  services,  however,  are  aj> 
much  as  40  percent  moie  likely  to  be  provided  in 
urb»n  than  in  rural  hospitals  of  a  given  size  (e.g.,  93 
O   rcent  of  urban  hospitals  widi  fewer  dian  300  beds 
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hd\e  an  ultrasound  unit,  i^ompaied  vtidi  77  percent 
of  rural  hospitals  in  this  group). 

Complex  Acute-Care  Services 

The  proportion  of  hospitals  offering  intensive  care 
servicesdiiSers  by  location  and  decreases  by  bed  size 
(table  5-4).  Although  62  percent  of  all  rural  hospitals 
widi  fewer  than  300  beds  have  medical/surgical 
intensive  care  units  (compared  widi  88  percent  of 
urban  hospitals  of  the  same  size),  just  19  percent  of 
rxiral  hospitals  with  fewer  than  25  beds  have  this 
service.  Ovly  a  small  percentage  of  all  hospitals  widi 
fewer  dian  300  beds  offer  cardiac  oi  neonatal 
intensive  care — services  commonly  reserved  for 
larger  urban  referral  centers  (625). 

Other  new  and  complex  services  are  also  found 
less  often  in  small  than  in  large  hospitals  and  in  rural 
than  in  urban  hospitals  of  a  given  size.  In  19S7»  for 
example,  rural  hospitals  were  generally  less  lilcely  to 
provide  in-house  computed  tomography  (CT)  scan- 
ning, nuclear  magnetic  resonance  imaging  (MRI), 
cardiac  cadieterization  laboratory  services,  organ 
transplants^  open  heart  surgery,  and  extracorporeal 
shock  wave  lithotripsy  (ESWT.)  for  Lidne>  stones 
(table  5-4)  (625). 

Mobile  settings  may  make  some  expensive  tech- 
nology more  accessible  to  small  and  isolated  hospi- 
tals. These  facilities  can  dien  have  periodic  access  to 
on-site  technology  widiout  needing  to  genernte  the 
patient  volume  for  its  full-time  support.  MRI  and 
ESWL  are  particularly  attractive  candidates  for 
shared  use  amc*ig  small  hospitals.  An  estimated  28 
percent  of  MRI  scanners  in  1987  were  mobile  units, 
and  manufacturers  estimate  diat  in  1990  approxi- 
mately one-thFd  of  ESWL  equipment  operate  in 
mobile  settings  (489 J42). 

No  studies  have  directly  compared  mtes  of 
technology  adoption  in  urban  and  rural  hospitals,  but 
^mall  and  nonteai^hmg  hospitals  have  been  shown  to 
adopt  specific  expensive  and  complex  ne\v  technol- 
ogies less  rapidl>  than  do  odier  hospitals.  Qne  study, 
foi  example,  found  diat  large  hospitals  (250  or  more 
beds)  were  mu^h  mure  likel>  than  smaller  hospitals 
to  have  adopted  certain  sophisticated  laboratory 
equipment  b>  1980  (707).  The  smdy  alsu  found  that 
die  increase  betvteen  1975  and  1980  ^  *e  adoption 
of  endoscopes  was  higher  fur  small  nonteavhing 
hospitJs,  sugg<^sting  that  die^^e  hospitals  adopted  die 
teUinolugy  later  than  did  uther  hospitals  (vthich 
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Tabl9  5-3-  l/^ost  Common  Selected  Services*  Avallfiiiie  in  Nonmetropolitan  Community  HospitaEs'' 
With  Fewer  Than  300  Beds,  by  3ed  SIza,  1987 


 Percent  o£  hoaPitala  offering-  

Metro 

 SoTunotro  hospitals  bg£Pl*^l^^ 

25-49         50-99       100-199         Z00-Z99       ALL  <  300  ALl  <  300 

S«rviCe6  bed£         b&ds  be<ia         beds  beds  beds  beds 


Emergency  d4part-.'.itt. . . . . .  ... 

-.95 

9B 

99 

96 

98 

96 

96 

Di«snostic  X-ray  faciLlty  

..95 

96 

97 

96 

too 

97 

99 

Mjulacory  syrs«ty  

. .  77 

91 

95 

97 

99 

93 

9a 

Respiratory  tharapy. .......... 

..67 

84 

91 

96 

lOO 

89 

96 

Pbyaical  therapy  

,  50 

70 

67 

93 

98 

61 

92 

ULtrasound  facility  

39 

65 

63 

93 

99 

77 

93 

BLood  hank  

.  .  45 

50 

67 

70 

87 

63 

76 

Fat^  ent  education  ............ 

. .  47 

*9 

63 

75 

83 

61 

79 

Organized  outpatient  service.. 

.  55 

53 

60 

64 

76 

59 

73 

Coca  ^Mity  heaLth  Pronx>tion  

..39 

39 

54 

66 

78 

52 

7^ 

ChrOrfvic  obstructive 

pulwonary  services  

..39 

43 

51 

62 

77 

51 

72 

Birthing  room.  ...  ........... 

.  ze 

33 

52 

70 

75 

49 

54 

^Service*  are  thoao  hospj-taL-based  onLy. 

^odounlty  hospitaLs  defined  here  a$  alL  non-FederaL^  ahort-stay^  nonspeclalty  bospitaLs  (see  app  C) 


SOURCE.    Office  ol  TechnoLosy  Assessment,  1990.     Data  from  American  Hospj.taL  Association  s  1967  Annual  ^otvey 
of  Rbsplt^'14. 


Table  5-4--  Intensive  Care  Capability  and  Selected  Diagnostic  and  Treatment  Sat  vices*  Available 
in  ^ommunity  Hospitals^,  by  Hospital  Location  end  Bed  Size,  1987 


Percent       hogPltala  offering- 


Sonmet  ro 


Metro 


Service 


6-24 
bed* 


25-*9 
beds 


50-99 
beds 


100-199 
beds 


200-299 
beds 


6-24 
beds 


25-49 
beds 


50-99 
beds 


100- L99 
beds 


200-299 
beds 


lDt«osi^  cmx9  (IC)  c«|Miiility 


Medic al/4ursicaL  IC  beds. 

Id 

6 

43 

6 

69 

1 

d3 

6 

93.9 

4 

5 

56 

6 

83 

7 

91 

1 

95 

a 

Cardiac  IC  beds  

3 

3 

4 

1 

6 

3 

7 

4 

34.1 

0 

0 

3 

3 

3 

3 

lA 

6 

39 

2 

JleonataL  IC  bads. ........ 

0 

0 

0 

0 

0 

7 

4 

4 

12. 1 

0 

0 

0 

0 

1 

1 

5 

1 

15 

1 

S*Iact«d  tMJnoloftitta 

CocRputed  tO(Do(raphy 

scanner. ................. 

Ifucle^  maSnatic 

resonance  loatitis. . .  ... 

Cardiac  cathaterizatiOT^ 

L^iboratory. ............. 

Or(an  transplant 

capability  

Open  heart  surgery ....... 

Extracorporeal  shock- 

wave  Lithotripter  


7 

1 

14.1 

41.3 

69 

6 

90 

2 

0 

0 

24 

6 

52 

6 

79 

2 

93 

2 

1 

6 

U  7 

1.6 

3 

8 

T 

o 

0 

0 

2 

5 

4 

1 

6 

5 

12 

6 

0 

0 

0.3 

0  8 

6 

e 

18 

2 

0 

0 

0 

6 

1 

9 

16 

2 

*2 

2 

0 

0 

O.L 

0,6 

1 

0 

1 

5 

4 

5 

0 

8 

0 

3 

1 

6 

6 

0 

0 

0 

0.0 

0.1 

1 

L 

4 

5 

0 

0 

0 

8 

0 

6 

5 

5 

22 

4 

0 

0 

0.0 

0.7 

2 

L 

1 

5 

0 

0 

0 

0 

0 

6 

3 

2 

5 

3 

^Includes  hospital -based  services  only. 

^ooatunity  hoepitals  defined  here  as  all  non-FedetaL,  thort-stey^  nonspetiaity  hospitals  (see  app  C> 

SOURCE.    Office  Of  Technolofly  Assessmoiit,   1990.     Data  ftom  AnJencan  Hospital  AsaoLia  .Jtun '  S  ige?  3arveJ^ 
of  Hospitals. 
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Table  5*5— Long-lferm  Care  Services  Provided  in  Nonmetropolitan  Commumty  Hospitals*,  198' 


 Hospitals  hAvinft'  

S«pat«td  long-tdrm  Skilled  nursing 

cat0  unit  faclHty  unit 

F«rC«nt  F«rc«nt 
Bftd  sixe  Kumber       of  total  Kumber         oC  tot«l 


b«ds   6  3  U  2 

25-49   7h  10  58  8 

50-99   266  32  211  25 

100-199   211  *0  196  37 

200-299   ^.5  34  42  32 

300  ot  Dor*   11  30  6  22 

Totftl   615  25  519  21 

Sole  Cocnmjnity  bospit^lft^. ...  85  3D  73  25 

Fn>nti*t  hospital*   103  40  77  30 


Rutftl  reCorr«l  c^ntets"   32  15  34  16 


ROTE'  Rumb«ra  of  hospitals  with  skilled  nurslnS  facility  units  are  probably  included  in  the  numbers  of 
hospitals  with  separate  Long-term  care  units, 

^oenounity  hospitals  defined  hare  as  all  non-Federal.  short-staY,  nonspeCialty  hospitals  (sea  app  C), 
''As  defined  for  Medicare  purposes  (see  app.  C) 

SOURCE:    Office  of  Technology  Assessment,  1990      Data  from  American  Hospital  AsSoCiation*S  1987  Annual  Survey 
ot  Hospitals. 


presumably  were  closer  to  market  saturation  in 
1975)  {707). 

Long-term  Care  Services 

For  many  rural  hospitals,  involvement  in  long- 
term  care  has  become  as  crucial  to  their  livelihood  as 
the  more  traditiooal  acute  inpatient  services.  As 
shown  in  table  5-5, 25  percent  of  all  rural  community 
hospitals  in  1987  had  some  form  of  a  separate 
long-term  care  unit.  Rural  hospitals  are  much  more 
likely  to  have  separate  long-term  care  units  if  they 
are  relatively  large.  Size  is  not  the  only  important 
factor,  however.  Only  about  15  percent  of  the  larger 
rural  referral  centers  have  separate  long-term  care 
unitSf  while  40  percent  of  the  typicaUy  smaller 
hospitals  in  frontier  areas  have  such  a  unit  (625). 
These  figures  suf^est  that  hospitals  with  highly 
utilized  and  profitable  acute-care  services  have  a 
lower  tendency  to  provide  long-term  care  services. 

Long-term  care  is  a  m^or  service  of  those 
hospitals  providing  it.  In  the  25  percent  of  rural 
hospitals  that  have  a  separate  long-tenn  care  unit, 
beds  in  that  unit  make  up,  on  average,  nearly 
one-half  of  the  total  hospital  bed&,  Althoug'i  only  6 
percent  of  all  admissions  to  these  hospitals  were  of 
a  iong-tem"  nature,  nearly  two-thirds  of  inpatient 
days  were  long-term  care  related  (625). 


The  most  common  type  of  long-term  caie  umt  m 
rural  hospitals  appears  to  be  the  separate  skilled 
nursing  facility  (SNF).  About  21  percent  of  all  rural 
hosphals  have  ''distinct  part"  ShfFs  {table  5-5) 
(625\  Swing  bed  care — whereby  a  certain  propor- 
tion of  hospital  beds  may  "swing"  between  acute 
and  skilled  nursing  or  intermediate  long-term  care  as 
needed — is  another  common  form  of  long-term  care 
provided  in  rural  hospitals  {s*^e  ch,  6). 


5;;:^  of  Hospital  Medical  Staffs 

Rur?i  hospitals  have  substantially  fewer  medical 
staff  physicians  than  urban  community  hospuals  of 
comparable  size  (table  5-6),  As  expected,  among 
rural  hospitals,  larger  hospitals  have  considerably 
more  staff  physicians*'^  However,  not  all  staff 
differences  can  be  explained  by  hospital  size. 
Hospitals  in  frontier  aieas,  for  example,  have  sub- 
stantially fe^ver  physician  Maff  than  all  comparably 
sized  rural  hospitals.  This  ma>  refl&.t  differences  ni 
tiie  range  of  services  and  technology  ^vailable^ 
lower  admissiunSf  and  gieaier  difficulty  attracting 
and  retaiiiing  physicians  in  more  isolated  areas 
(625). 


^Sec  ch.  10  for  diflciCDCcs  in  the  number  of  ataff  pbysicians  by  specmtiyH 
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Table  5-6— Total  Medical  Staff  In  Community  H-spitais*  Wltli  Fewer  Tlian  300  Beds, 
by  Hospital  Location,  Type,  and  Bed  Slze>  1987 


Mean  ttiunhac  of  tof*l  hospital  madleal  staff  by  bed  size  q^t^Mrw 

All  hospitals 

Hospital  type  6-2A  25-*9         50-99         100"199  200^299        under  300  beds 


Metro   17. 7  32.8  56.7  115,0  184.5  116,0 

Honmetro   6  4  10,9  21.2  42  5  77.6  24.2 

Sole  coeraunlty  hospitals'^, .  6  2  10,1  20.4  45.3  80.2  21  5 

Frontier  hospitals   *,3  6.3  11,9  22,1  9,0*^  3  3 


^ocnminlty  hospitals  <'*Eined  here  as  all  non-federal  short  stay,  noftspec ialty  hospitals  C^^e  app,  Cj 
As  defined  for  Medicare  purposes  (^ee  app,  C>, 
^Represents  only  one  hospital, 

SOURCE.    Office  of  Technology  Assessment.   1990      Data  fcom  the  AmftrlCan  Hospital  Association's  Annual 
Survey  of  Hospitals, 


HOSPITAL  UTILIZATION  AND 
COMPETITION 

Hospital  Inpatient  Utilization 

Inpatient  service  utilization  in  both  rural  and 
urban  coniinunity  hospitals  has  been  in  sUody 
decline  since  the  early  1980s  (see  table  54),  but 
declines  have  been  greater  in  rural  hospitals.  From 
1984  to  1988,  admissions  to  rural  hospitals  dropped 
about  two  and  one-half  times  as  much  as  admissions 
to  urban  hospitals.  While  urb^i  hospital  occupancy 
rates  dropp^  to  about  68  percent  in  1988,  occu- 
pancy levels  for  rural  hospitals  declined  nearly  twicr 
as  much  to  a  low  of  55  percent,*  despite  their 
relatively  greater  rate  of  bed  elimination  and  a  7 
percent  inaease  in  the  average  length  of  stay  (to  7.4 
days)  in  rural  hospitals.  (Longer  lengdis  of  stay 
enhance  average  occupancy  but  not  necessarily  die 
hospital's  financial  condition.  Medicare,  for  exam- 
ple«  usually  pays  a  fixed  rate  per  pati^^nt  discharged, 
regardless  of  the  patient's  length  of  stay.)  Aldiough 
they  made  up  46  percent  of  community  hospitals  in 
1988,  niral  hospitals  accounted  for  only  about  19 
percent  of  all  hospital  admissions  and  inpatient  days 
(35). 

Within  niral  hospitals,  decline .  in  admissions  and 
mpatient  days  were  somewhat  greater  among  large 
than  among  small  hospitals  (table  5  -7).  This  trend  is 
the  reverse  of  that  for  urban  hospitals  (where 
declines  were  generally  greatest  a^nong  those  hospi 
tals  -vith  fewer  than  100  beds)  (JO). 

By  1987,  these  trends  had  resulted  in  substantial 
differences  in  i^ipadent  utilization  among  types  of 


Table  5-7^hanges  in  utilization  of  Community 
Hospitals'  by  Hospitai  Location  and  Bed  Size,  1984-87 


Bed  sl^e 

Percent 
Admissions 

change.  1984-87: 
Inpatient  days 

Konmetco 

'19,5 

-15,3 

6-2'i 

-17,9 

-13.1 

25-49 

-16  1 

-12.0 

-18  2 

-13.6 

loo  ij^ 

-2^  ^ 

-19  1 

200-299 

'9,7 

-8,1 

300  or  more 

-23.8 

-20.1 

Metro 

-7  6 

-10  6 

6-24 

-9  9 

-8.2 

25-49 

-14.9 

-14,8 

50-99 

-13  3 

-13  1 

100*199 

-1  6 

-3.1 

200-299 

-2  Z 

-3.9 

300  or  pKire 

-10.2 

-13,8 

^omnunity  hospitals  defined  here  as  non-Federal, 
short-tena  general  ana  ocner  special  service  hospi- 
tal 3  , 


20UkCE  American  Hospital  Associatiqu,  Chicago,  IL, 
unpublished  data  ttom  the  Annual  ^uir^y  of 
Hospitals.  1984-87 

rural  hospitals  {table  5-8).  Compared  widi  oral 
hospitals  in  general,  for  example,  hospitals  in 
fiontier  arCtiS  (twu-third*  uf  which  have  fewer  dian 
50  bed4^)  had  less  than  une-lhird  as  many  adrnissiuns 
per  hospital.  Frontier  ho^itals  also  had  lower 
average  occupancy  lates*  a  lower  proportion  of 
Medicare  inpatient  days,  and  a  higher  proportion  uf 
Medicaid  days.  SCHs  had  similar  but  less  pro- 
nounced characteristics.  RRCs,  on  die  odier  hand, 
were  not  only  laigei  but  had  hig^iei  ou:upanLy 


SQccupancy  lales  Iicre  ait  based  on  ttic  htxspjcal's  rotal  number  of  beds  (boiii  4ai(c  care  and  oibci) 


118  •  Health  Care  in  Rural  America 


Ta^le       Utilization  of  Nonmstropoiitan  Con,munity  Hospitals*  by  Hospital  Typa  and  Bed  Stze, 


Inpatient  ^^ftVi^  per  hoaplt^l  Occupftncy 
Niin^er  ot         /  imiasions  P«tcent        Percent  rete 

Hospital  typo  hospitals        p^r  hospital  Tot«l       Medicare       Medicaid  (percent) 


6-24  b*js  200  4ia  2,265  45  11  3! 

25-49                              817  916  5,241  47  12  3$ 

50-99                              e93  1,854  13,520  41  18  51 

100-199                            539  3,842  29,749  39  20  59 

200-299                            135  7,325  54,516  43  15  64 

ZbO  or  (ttore                      37  12>603  97,143  41  14  70 

Total                        2,621  2,295  16,710  43  16 


Sole  ctnBtnltT^ 


S-2*  beda   36  3O0  2>174  38  15  31 

25-49   Ill  692  5,616  40  1/  42 

50-99   87  1 , 935  13, 8^1  38  19  53 

100-199   50  4,311  30,015  39  20  60 

200-299   13  7,X44  55>04&  42  17  65 

300  or  (DOt«   4  11,600  85, $76  4?  17  65 

Totel   3)3  2,097  14,736  39  lO  45 


Frootier 

6-24  beds   55  333 

25-49   127  641 

50-99   81  980 

l00-:q9   13  1,572 

200-299   1  1,270 

300  ot  (Dore   0  0 

Total   277  725 


2.010  39  13  29 

4,e27  38  16  38 

14,918  24  28  62 

31,603  16  37  70 

76^727  8  49  90 

0  0  0  0 

8,7*4  33  20  45 


tliital  referral  centers^..  217  7,545  40,i5l  48  9  61 

^ocmnmity  hospitals  defined  here  as  all  non-Federal>  sbort-ftay,  nonspecielty  hospitals  (see  app.  C). 
Occupancy  rates  ate  based  on  the  hospiul^s  total  number  of  bed**  <both  acute  care  and  other), 
defined  £or  Medicare  piurpdses  (see  app.  C). 

SOURCE-     0££ice  ot  Technology  Assessment>   1990      Data  from  American  flospital  Association's  1907  Anmial 
Sm^ey  ot  Hospitals. 


levek,  a  higher  proportiofl  of  M<5dicare  days,  and  a 
lower  proportion  of  Medicaid  days  than  did  other 
rural  hospitals.  Occupancy  rates  for  all  rural  hospi 
tals  declined  as  bed  size  decreased,  ranging  from  70 
percent  for  hospitals  with  300  or  more  beds  to  only 
31  percent  for  hospitals  with  fewer  than  25  beds 
(625)? 

Excessive  bed  supply  is  one  potential  leawin  fur 
the  recent  decline  in  hospital  inpatient  utilization > 
noted  in  box  5  A,  the  Hill'Burton  program  (Pubuc 
Law  79-725)  successfully  increased  the  suppl> 
hospita]  beds,  partictilarly  in  low  income  rural  areas. 
By  19R6^  the  ratio  of  community  hospita]  beds  to 
population  was  about  4  beds  per  1,000  persons  in 


both  urban  and  rural  areas  (.table  5-10)  (figure  5-3)^ 
and  in  14  States,  ratios  were  actually  higher  in  rural 
areas  (382).  As  a  legacy  of  the  massive  hospital 
constriction  resulting  from  the  Hill-Burton  era^ 
many  small  rural  hospitals  lie  within  reasonable 
driving  distance  of  other  hospitals.  One  study,  for 
example,  found  that  ^  percent  of  all  rural  hospitals 
were  less  than  30  road  miles  from  another  hospital 
(5S0)  A  relativeij  high  bed  to  population  ratio  in 
'ural  areas  of  sparse  papulation  may  sometimes  be 
justified  by  the  need  foi  remote  hospitals  to  staff 
enough  beds  to  h<tuJle  unexpected  fluctuations  m 
inpatient  demand  caused  by  disasters  and  magor 
accidents.  However,  this  rationale  cannot  explain 


%  gettoal,  oocupiaDcy  rates  foi  acutc<uc  beds  ja.  niral  hosptt^  wat  smaller  ih^xt  lota]  bed  ot^upanv>  icvds  Acute  *^arc  bcfX  occupaiKy  also 
declined  as  bod  size  decreaJied  i62S). 
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Box  5-A~Tk€  Hill-Burton  Program 


Use  and  Distribution  of  Ftinds 

Cbngress  enacted  the  Hospital  Survey  and  Constiuction  ("HiD  Burton'*;  Act  <?ubLc  La*  79-725;  in  1 946  in 
response  to  a  widely  perceived  shortage  of  hospital  bcd^,  particularly  m  rural  areas.  States  ftere  eligiWs  to  receive 
Federal  matching  grants  tj  assist  in  :jrve>ing  State  neeils,  developing  £>tatewide  plans  ^jr  von^truvting  nonprofit, 
nongovernmental  hospitals,  and  con^tiuvting  thefaviLue^.  Amendments  to  the  A1.1  m  1 964  (Public  La*  88^3; 
made  constiuciion  funds  available  foi  the  m^Hjemization  or  repla^ment  of  favditie^*  set  nununum  sMictural  and 
design  standards  affecting  safet>  and  efficiency  of  operations*  required  funded  hospitals  and  other  facilities  to 
provide  free  caie  to  persons  unable  to  pa> ,  and  auth^'rized  studies  to  demc^nstrate  the  coordinated  use  of  hospital 
and  other  health  vare  facilities.  Iti  1970,  a  loan  guarantee  component  ^vas  added  to  Hill  Burtun  v^hereb>  the  Federal 
Government  ^uld  cover  a  portion  of  tht  interest  cost  and  guarantee  payment  of  the  priijvipal  of  loa  t^/  fundeU 
facilities  (33S). 

The  legislatiott  required  State  plans  to  abide  by  Federal  standards  uf  adequacy  in  defining  bed  need  Until  1965* 
Such  standards  were  simply  defined  as  the  ratio  of  bed;>  to  population — the  number  of  general  beds  should  equal 
but  not  exceed  4J  beds  for  every  1,000  residents,  ex«.ept  in  sparsely  populated  areas.  Chtics  argued  that  ^uch  a 
standard  was  arbttraiy,  as  demand  for  hospital  care  could  vary  in  areas  of  similar  populauo^i  (335)* 

Hill  Bmton  sought  to  equalize  the  distribution  of  hospital  facilities  between  rural  and  urban  areas.  Above  a 
minimum  amount  alloted  to  every  State,  the  program  atijcated  funds  ba^  on  Siate  population  size  and  per  vaptta 
income.  Per  capita  incomeenter^  the  formula  t^i\x  (both  asa  mea^uie  of  a  State's  bed  arid  flnanvial  need;  to  give 
less  affluent  as  weD  as  more  rural  States  an  advantage.  WittimStatc^»  rural  areas  again  ^ere  to  be  given  pnonty  for 
funds  (this  provision  was  eliminated  in  1970)  (I3IJS5). 

By  1974,  when  theHiII  Burton  program  ^vasabolished,  over  lOJOO  projects  had  been  funded^  about  one-third 
were  for  neu  faciUtiesandtheremainder  for  modernization.  TTre  total  cost  of  Ae projects  was  $12.8  bi^^ 
the  FSederal  Government  contributed  over  $3.7  billion.  Over  one  half  of  the  funded  projects  were  foi  new  or 
modernized  short-term  hosprtals  (5,787)^  representing  71  pervent  of  the  total  amount  of  HiU-Burton  fund^*  About 
30  percent  of  all  hospitals  built  between  1949  and  1962  used  Hill  Buiton  momes  (335). 

Impact  on  Rural  Areas 

As  intended. '^iU  Buton  funds  fur  short-term  hospital  projects  were  vonventratedtnles- populated  areas  (table 
5-9).  About  75  pe.   utofalIprojectsar*d67pcrcentoftotalIIiII-BurtonfanJb  between  1948^^11971  weredevoted 
to  communities  I lij  few  er  than  50,000  residents.  Near^  44  pervcm  of  the  project*  were  mcom**iiimuejko^ 
10*000  residents. 

Little  is  known  about  the  impavt  of  the  program  in  rural  areas  of  panicular  States.  One  study  tn  Minnesota 
found  substantial  differ envcs  in  tbeallovation  of  HiU  Burton  funds  between  urban  andniralareasof  the  State  from 
1950  to  1973.  Avcragepcr  i^pita  funds  for  hospitals  in  niral  ujunties  were  one  third  greatei  than  fund^  for  hospitals 
in  urban  counties,  rural  counties  received  almost  t^ive  a*  many  general  hospital  beds  per  lOOiOOO  residents  undei 
the  program  as  did  urban  Lounties.  However*  13  oi  the  78  rural  counties  received  no  Hill  Burton  support.  AIwj,  of 
those  rural  counties  obtaming  suoport,  the  mo^t  rural  and  economically  disadvanUged  did  *  ^  receive  the  expelled 
higher  proportion  of  program  fund^.  Some  of  these  areas  may  have  had  insuffiLient  resuurLCS  to  support  a  ntt^  oi 
modernized  fadhty  (264). 

The  Hill  Burton  program  did  substantially  increasethe  number  ofshon-temihospualbtd^.  From  1947 10  1970* 
short-term  hospital  beds  per  UOOO  people  increased  from  3.3  to  4.3  in  the  United  States  v-^-^^^  By  1?86*  the  ratio 
of  community  hosprtal  beds  in  both  rural  and  urban  areas  ^as  about  •*  beds  per  1*000  people*  although  sanation 
among  and  within  individual  States  was  substantial  <seeiable  5  10  and  figure  5  3).  In  14Stitesi  bed-to- population 
ratios  were  actually  higherin  rural  than  in  urban  areas  k<^«$'^^^eHiU  Burt^/iiprograirxhiidno  auihority  to  limit  bed 
supply.  By  the  1970s>it  ^vas^videly  percervedthatH<U  Burtoti  had  avruaUy  contributed  10  an  ovLtsuppty  of  geneial 
hospital  beds  in  many  areas  of  the  country. 

Although  it  had  a  substantial  effect  on  bed  ^^uppty*  the  Hill  Burton  program  did  not  Mgniftvamty  affcvt  the 
redistribution  of  physicians  (264),  Also*  there  littlf  uidxation  thai  ^.^i  Bunon's  attenipt  to  demonstrate  the 
coordinated  use  of  hospital  and  other  health  care  facilities  fostered  the  nuegrjiiion  and  itgionalizaiion  of  healih 
services  in  rural  communities. 
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1^bld  5^&--Dlstr)butlon  of  HIII^Burton  Short  Term  Hospital  Projects  and  Population,  Dy  Community  Size, 

1948-71 


Couvnunlt/  t^lz«  Total  percent         Percent  of  total  Percent  of  1960 

<19S0)  Of  projects  Bill-Burton  funds  U,S.  population 


Fewer  th«n  10.000   43,4  20,9  ^,'.7 

10,000-24,999   19.8  22,0  9.$ 

25,000-49,999   11,6  16,3  8  3 

50.000  and  roore   25,1  32,9  36.2 

Total   100.0  100.0  XOO.O 


NOTE;    Totals  dm/  not  add  to  XOO  percent  due  to  roundlns. 

SOURCE:    ^*  Lov%  And  L    Lavo,    The  Hoapltal  Constructlpn  Act     An  ^fil^ation  of  the  Hill-Burton  Program.  19AS- 
2973  (Hashinston*  DC;    The  American  Enterprise  Institute,  197*), 


Table  5*iO--Commtinltjr  Hospital  Beds  per  1,000  Population  ^d  Occupaicy  by  Hospital  location,  1386 


Beds  per         Occupanc/  rAt«^  Beds  per  Occupanc/  rate^ 

1.000  population        fnarc^nt)    1.000  population  (percent) 

Konoietro    Metro      Kotunetro    Metro  Homnetro    Metro      Nomoetro  Metro 


5 

3 

54 

65 

,  5 

7 

5 

9 

57 

62 

1 

7 

2 

$ 

55 

59 

,  5 

6 

6 

2 

51 

61 

2 

3 

3 

53 

65 

Nevada. 

. .  2 

$ 

3 

6 

4* 

49 

Arkansas  

4 

1 

5 

3 

49 

67 

New  Efampfthira  

,  .  4 

0 

2 

6 

65 

66 

California  

2 

7 

3 

1 

49 

63 

..  0 

0 

3 

9 

0 

75 

ColoJ^^o  

,  4 

4 

3 

Z 

54 

61 

New  Mexico  

2 

5 

3 

I 

56 

61 

2 

$ 

3 

2 

56 

74 

New  York  

4 

3 

4 

4 

75 

82 

-  Z 

$ 

3 

$ 

69 

67 

North  Carolina, , 

3 

3 

3 

7 

59 

69 

Dl«t,  of  ColuiDblft, , 

0 

0 

7 

5 

0 

78 

North  Dakota  

6 

9 

7 

1 

59 

63 

Florida  

3 

6 

K 

53 

63 

Ohio  

.  .  3 

4 

4 

7 

50 

66 

3 

4 

1 

61 

66 

3 

6 

4 

1 

46 

63 

3 

Z 

2 

Z 

66 

78 

. .  3 

2 

3 

I 

47 

59 

,  3 

6 

Z 

9 

53 

67 

P«niift/lv«nia, . . . . . 

. .  * 

0 

4 

7 

66 

71 

3 

K 

6 

5* 

66 

Rhode  Island  

3 

0 

3 

6 

63 

76 

,  3 

2 

4 

6 

49 

61 

South  Carolina, . , . 

. ,  3 

.1 

3 

6 

66 

71 

,  4 

4 

6 

2 

53 

63 

South  Dakota, , ,  . , 

6 

A 

5 

6 

54 

63 

6 

0 

4 

0 

47 

63 

Tennessee. . . ,  . 

,  .  4 

2 

5 

7 

55 

66 

.  3 

5 

2 

61 

fi5 

Texas.  , ,  

6 

3 

8 

40 

59 

3 

5 

4 

9 

46 

61 

Utah  

.  ,  2 

4 

Z 

7 

42 

62 

3 

6 

5 

2 

62 

73 

Vermont  . . , 

.  3 

.7 

7 

63 

81 

3 

3 

2 

73 

73 

Virsinia  , 

.  3 

7 

3 

5 

62 

70 

,  3 

4 

3 

65 

69 

Hashinst^cin . ..... 

3 

2 

Z 

$ 

A4 

ei 

MidilSan  

3 

6 

4 

t 

54 

67 

West  VirSinia. .  . 

4 

3 

6 

4 

57 

63 

6 

1 

4 

5 

61 

65 

Wisconsin, ....  . 

.  ,  4 

7 

4 

4 

61 

60 

Mississippi  

,  5 

1 

k 

7 

54 

67 

Wyoming . , , . , 

. .  4 

6 

3 

$ 

51 

49 

Mift*curi  

,  3 

6 

5 

7 

51 

67 

Total  U,S  , .  .  , 

.  .  it 

0 

4 

1 

55 

67 

'"Occupanc/  rates  "e  bas«d  on  the  hospital's  total  number  of  beds  {both  acute  care  anJ  ^jther ) 
SOURCE;    M,  Merlis,  "Rural  Efospitals.     U.S.  ConSress,  Congressionol  Research  Service.  WashinSton  ^  DC,  no.  89- 
296  EPW,  Ma/  2,  1989, 


the  high  beu-to-population  ratios  in  more  densely 
populated  rural  areas. 

Other  potei^tial  factors  affecting  changes  m  inpa- 
tient utilization  include  changes  in  medical  practice, 
tjrban  competition,  and  p.^ytnent  incentives. 

Changes  in  Medical  Practice — Change  in  medi- 
cal techDoiogy  have  enabled  physicians  and  other 
providers  to  care  for  many  patienis  in  outpatient  and 


nonhospital  settings.  As  simple  low-nsk  cases  (e,g,, 
cataract  surgery)  are  increasingly  cared  for  outside 
the  hospital,  tte  remaining  inpatier*s  are  likely,  on 
average,  lo  have  more  serious  medical  problems 
requiring  intensive  cart  and  longer  lengths  of 
stay.  This  is  probably  a  contributing  factor  in  the 
trends  toward  both  tower  admissions  and  long^ 
lengths  of  stay.  In  a  recent  study  of  ho&pital  use  by 
Medicare  oeneficiaricii  m  five  States  from  1984  to 
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Figure  5*3--Short-7^rm  Hospital  Beds  to  Population  Ratio,  1986  (by  nonmetropoiitan  co^ntyj 


Hospital  beds  per  1.000  populahon 

MBM  Ho  XospiUt  beds 
i^a  Less  than  3 

dZI  Greater  than  4.Z 
dZI  Metropolian  counNes 


SOURCE.  T.C  Rhdwtts^  R^iet  H^aK  <  Rfl^^d-i  u^ntei^  UmvoiSity  oi         G^r^^na  Hkli.  NC  Armiysis  u)  k/iipubit&tio^  A^9d  Rosouiu^  Tjie  >^t^ 


1986,  the  largest  declines  in  hospital  admission  rate:> 
were  for  conditions  that  tnany  physicians  believe  do 
not  usually  require  hospitalization  (e.g.,  simple 
pneumonia).  On  the  other  hand,  rates  of  admissions 
involving  some  degree  of  subspecialty  care  and  high 
technology  (e.g.,  heart  transplants)  rose  slightly 
during  this  period.  The  impact  of  these  trends  is 
significant  for  small  rural  hospitals.  Those  cases 
winning  le^s  conxnsus  on  the  need  for  hospitahza 
tion  typically  represent  the  largest  proportion  of 
admissions  to  these  hospitals  (134). 

Attractiveness  and  Utility  of  Urban  Resources— 
The  more  rapid  adoption  of  new,  sophi:>tit.ated 
technologies  by  urban  hospitals  may  Itme  rural 
residents  whu  perceive  the^e  hospitals  lo  be  provid- 
ing superior  care.  Also,  many  rural  residents  tiavel 
>e  urban  hospitals  to  obtain  specialized  care  not 


locally  available.  A  recent  :>tudy  found  thib  ot.Lur 
rente  to  be  increasing.  From  1984  to  "^86,  the 
volume  of  techno  logy  intensive"  Meu*^are  ad- 
missions  in  a  five-State  sample  of  rural  hospitals 
either  declined  or  rose  at  a  much  :>lo\^er  rate  than  the 
voluhie  of  such  admissions  to  urban  hospitals  (134). 

Pressures  of  Payers — During  the  1980:>,  Medi 
k,are  and  other  health  care  payers  implemented  kv:>x 
containment  measures  that  increased  incentives  for 
hospitals  to  discharge  patients  quickly.  Medicare 
also  intensified  sanctions  by  Peer  Review  Organiza- 
lions  (PRO!:>)  for  admission!:>  deemed  unnecessary 
{4S6l  PRO  efforts  andother  factors  Ce,g.,  changes  in 
medical  practice)  are  thought  to  hav^  restricted 
"!>ocial  admissions"  of  ^Jatients  admitted  to  or 
allowed  to  stay  in  an  iH.ute -^.aie  setting  who  do  not 
require  an  aLute  level  of  care.  The  effect  of  su^-h 
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Photo  ct9dii:  Mooney 


Small  nira]  hospflafs  unabid  tt>  support  fuir-tirnd  physician 
specialists  must  often  rety  on  itinerant  physictan5. 
Dr.  Uttl^ton^  a  radrologJst^  travelf  as  needed  to 
tiospitals  in  12  States. 


factoid  on  rural  hospital  utilization  hai*  nut  been 
studied. 

Lower  utilization  is  believed  to  affect  the  quality 
of  certain  inpatient  services.  Studies  of  various 
surgical  procedures  (e,g,»  total  hip  replacement) 
have  found  that  worse  outcomes  tend  to  occur  at 
lower  volumes  {495,620).  Referral  of  p^uents  need- 
ing such  procedures  to  larger  hospitals  may  be  both 
economical  and  quality-ei^ancing. 

Many  small  rural  hospitals,  unable  to  provide  a 
sufficient  volume  of  surgery  to  support  a  reguiar 
physician^  employ  itinerant  surgeons  (surgeons  who 
travel  to  hospitals  to  operate  on  scheduled  elective 
patients  and  typically  are  unavailable  for  followup 
care).  A  recent  study  of  such  hospitals  found  that  the 
use  of  itinerant  surgery  may  contribute  to  higher 
rates  of  poor  quality  caie.  In  the  28  percent  of  small 
niral  hospitals  sampled  that  used  itinerant  surgeons^ 
16  percent  of  the  cases  treated  by  these  surgeons  had 
adverse  outcomes  {6^^).  In  such  situations,  tnere 
^jpears  to  be  a  tradeoff  for  the  patient  between 


having  available  some  care  of  que±>tionable  quality 
and  having  no  ca^e  available  at  all.  Possible  reme- 
dies  for  this  predicamcu  include:  1)  volijitary 
regionalization  of  services  to  consolidate  lower 
volume  services  and  improve  quality^  and  2)  selec- 
tive contracting  whereby  payors  ±>tipulate  that  bene- 
ficiaries  use  only  certain  facilities  for  specific  kinds 
of  care. 

Hospital  Outpatient  Utilization 
and  Ambulatory  Surgery 

The  number  and  volume  of  hospital  services 
provided  in  outpatient  settings  increased  rapidly  in 
the  1980s,  and  the  growth  of  outpatient  visits  was 
actually  greater  for  rural  than  urban  hospitals  (table 
5-11),  From  1984  to  1988,  total  outpatient  visits  to 
rural  hospitals  increased  by  over  one-third*  and 
outpatient  visits  to  the  emergency  room  rose  nearly 
13  percent  (35). 

The  increasing  demand  for  outpatient  care  is 
reflected  in  the  growth  of  new  outpatient  depart- 
ments  in  many  rural  hospitals.  From  1982  to  1985, 
the  number  of  rural  hospital  outpatient  departments 
rose  48  percent  (^7),  By  1987,  60  percent  of  rural 
community  hospitals  had  outpatient  departments 
(625).  As  table  5-12  shows,  the  likelihood  that  rural 
hospitals  have  outpatient  departments  increases  with 
the  size  of  the  hospital,  Frontier  hospitals  are  ]e$s 
likely  and  rural  referral  centers  are  more  likely  to 
have  outpatient  departments,'*^ 

The  amount  of  surgery  performed  on  hospital 
outpatients  has  increas*^  dramatit^all)  in  recent 
years  In  1984,  about  28  percent  of  all  ^uigeriei  in 
urban  hospitals  and  26  percent  of  rural  hospital 
surgeries  were  performed  on  an  ambulatory  basis 
(table  5-11),  By  1988»  outpatient  surgery  accounted 
for  one-half  of  total  surgenes  in  rural  hospitals  and 
over  46  percent  in  urban  hospitals  (35h  The  number 
of  hospitals  providing  ambulatory  surgery  has  also 
grown  rapidly.  In  1930,  only  65  percent  of  all 
community  hospitals  (rural  and  urban)  performed 
ambulatory  surgery  (490).  By  1987,  93  percent  of 
rural  hospitals  provided  ambulatory  surgery  (table 
5-12),  Larger  hospitals  are  more  likely  to  offer 
ambulatory  surgery*  nearly  all  rural  hospitals  with 
200  or  more  heda  provided  tins  service,  compared 
with  only  77  percent  of  hospitals  with  fewer  than  25 


ERIC 


*'*ThtpcfCtatagc  of  hospitals  witii<miparticirtdej^^  Most 
bospitals  typically  provide  a  substantial  portion  of  nonuigent  care  tn  ihctr  emergency  rooms. 
O 
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Table  5*li^ommunUy  Hospital*  Outpatient  utilization  by  Hospital  Location,  1984 


1  Qft^ 

1  QA^ 

1936 

1  Oftft 

1  Qfl  A  -  Aft 

Total  ootpatlont  vi«ita  (tfaotucndA) 

38.819 

39.810 

42.899 

46.996 

51.823 

33.5 

173  142 

178.907 

189,013 

198.52$ 

217.306 

25  5 

15,654 

16.139 

16,674 

17.068 

17.665 

12.8 

57.326 

58.408 

59,928 

61.219 

63,595 

10.9 

26.3 

34  7 

42.1 

45.9 

49.6 

89.3 

28. 1 

34.5 

39.9 

43  i 

46.2 

64.4 

^^Caummity  hospitals  defined  «5  all  Don-Fedecal,  short-teem  Setjeral  and  oth^r  special  sonfii.e  h^^pitals 
^Outpatient  vlalts  printarily  for  true  eoerSencies. 


SOURCE:    American  Hospital  Association^  Ho*i>itaI  statistics  CChicaeo,  TL.    AHA,  1985^39  eds.). 


Table  5-12--S6lect  Ambulatory  Care  Services 
Provided  in  Nonmetropolltan  Community  Hospitals* 
by  Bed  Size  and  Hospital  Type,  1987 


Hiifflibary  per  cent  havlna 


Outpatl  emt  Arobulat^  ry 

department^   surgery 


Hospital 

Number 

Per  c  ent 

Number 

Percent 

6-24  beds  

.  100 

55 

141 

77 

402 

53 

632 

91 

498 

60 

785 

95 

100-139  

.  337 

64 

509 

97 

.  100 

76 

131 

99 

300  or  piore  beds. . . 

29 

78 

37 

100 

Tot«l  noncnetro. . . 

1.466 

60 

2,285 

93 

Sole  cocnminity 

.  173 

60 

254 

39 

Frontier  bo3pit«I$. 

.  137 

53 

199 

77 

Ror^l  referral 

c«ntor*^  

.  157 

73 

213 

99 

^octtnunitJ  hospitals  defined  hecQ  as 

all  noTi 

feeler  ai. 

abort-Stay,  nonsp^cialty  hospitals  (s^o  app  C) 
'^Percant  with  orsanlzed.  distinct  outpatient  depert- 

m^ts.    The  percent  of  hospitals  actually  prov^dins 

outpatient  services  is  hl^or, 
^Aft  defined  for  Medicare  purposes  (aee  app.  C), 

SOmtCE:  Office  of  TechnoloSy  Assessment,  1990  Data 
froct  American  Nospital  Association's  1937 
Annual  Survey  of  Hospitals. 

beds  (625).  These  smaller  hospitals  (many  of  thmi 
firontier  hospitals)  may  have  difficulty  attracting 
surgeons  and  the  necessary  volume  of  surgical  cases . 

Although  most  ambuldtQr>  suiger>  is  performed 
in  hospital  outpatieni  departments,  dieie  ha^  been 
dramatic  growth  in  the  nutiiber  and  activity  of 
separate,  fieestanding  ambulatory  surgery  centers 


^ASCs).  The  number  of  ASCs  tripled  from  1983  to 
1988,  increasing  from  239  to  983,  the  number  of 
surgical  operations  performed  by  ASCs  grew  by  368 
percent  during  this  time  (489).  LitUe  information 
exists  on  the  nature  of  ASCs  in  rural  areas.  Only 
about  15  percent  of  ASCs  are  located  in  rural 
communities  (99),  presumably  because  centers  rely 
on  large  volumes  of  service  to  cover  fixed  costs  and 
sustain  a  profit* 

Competition  for  Patients 

Competition  From  Urban  Providers 

Anecdotal  information  suggests  diat  some  urban 
hospitals  and  physicians  are  expanding  dieir  service 
areas  Lito  rural  commimities  in  oider  to  increase 
dieir  patient  base.  Expansion  tactics  may  include: 

•  advertisements  stressing  the  quality  of  care  and 
leading-edge  technology  available  in  die  city; 

•  rurai-based  outpatient  rJnics*  from  which  pa- 
tients 3re  referred  to  urban  hospitals  fbr  diagno- 
sis and  treatment;  and 

•  urban  facilities  such  as  ASCs  and  urgent  care 
centers  diat  target  rural  communities  in  order  to 
capture  their  mobile  an^i  better-paying  patients 
(leaving  rural  providers  to  provide  less  lucra- 
tive emergency  care  and  care  for  more  disabled 
and  nonpaying  patients). 

Whedier  based  on  real  or  perceived  better-quality 
cdre  in  urban  hospitals,  a  trend  toward  urban  based 
care  can  be  self  sustaining.  re<.'us.ing  die  confidence 
diat  rural  ph>sicidns  and  dieir  patients  have  in  die 
local  hospital. 
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Competition  with  urban-bas^d  managed  care 
plans  (e.g.,  health  maintenance  organizations)  ma> 
be  especially  troublesome  for  some  rural  hospitals. 
The  selective  contracting  process  between  hospitals 
and  managed  care  plans  emphasizes  price  discounts 
in  exchange  for  an  assured  patient  volume.  A  rural 
hospital  may  have  to  reduce  its  patient  fees  in  order 
to  compete  for  patients  covered  by  the  plans  {157). 
Patients  in  these  plans  may  be  required  or  encour- 
aged to  use  nearby  urban  hospitals  rather  than  their 
local  facilities.  Also,  since  many  of  the  utilization 
and  cost  control  measures  imposed  fay  managed  care 
plans  are  intended  to  limit  hospitalization,  paiticipd- 
tion  fay  rural  hospitals  in  these  plans  may  further 
erode  inpatient  volume  and  revenues. 

Local  Competition 

Competition  among  neighboring  communities  is 
inherent  inrurallife.  For  example,  community  pride 
in  local  school  athletic  teams  may  be  evident  in  the 
competition  ^nd  rivahy  among  small  towns  only  a 
short  distance  apart.  Competitive  actions  among 
niral  health  care  providers  commonly  take  three 
forms.  Firsts  competition  may  increase  among  rural 
hospitals  operating  in  overlapping  or  adjacent  mar ' 
ket  areas.  One  target  for  competition  is  physicians, 
who  in  turn  may  **play  the  hospitals  off  against  each 
other"  in  order  to  have  the  hospitals  add  more 
services,  equipment,  or  other  new  technologies  that 
directly  benefit  the  physicians.  In  some  cases,  two 
local  hospitals  that  engage  actively  in  competxiion 
m^  not  realize  that  both  facilities  are  losing  patients 
to  larger  urban  hospitals. 

Second,  rural  hosphals  may  compete  with  their 
own  physicians  for  patients  ?nd  revenues.  Physi- 
cians can  now  provide  many  surgical  and  anciliary 
services  (e.g.^  laboratory  tests)  in  their  offices  that 
previously  were  offered  in  the  hospital.  The  ability 
of  a  physician  to  provide  certain  services  at  lower 
cost  and  with  fewer  regulatory  restrictions  than  the 
local  hospital  may  help  to  increase  the  physician's 
office-based  revenues  and  profits.  Consequently, 
some  well-established  physicians  may  become  less 
dependent  on  the  local  hospital  for  income  and  ma> 
begin  to  reduce  their  hospital  practice. 


Third,  urban  hospitals  and  physicians  may  estab- 
lish affiliated  networks  of  loyal  hospitals  ai*d 
physicians  in  rural  areas.  In  these  situations,  rural 
ph>  sic^ans  may  be  given  incentives  to  admit  patients 
to  affiliated  rural  ox  urban  hospuals  rather  than  to 
local  unaffiliated  faciluies. 

PRIMARY  CARE  FACILITY 
CHARACTERISTICS  AND 
UTILIZATION^^ 

Number  of  Community  Health  Ctnten 

Federally  funded  CHCs  are  important  rural  pri- 
mary care  providers.  The  number  of  CHCs  receiving 
Federal  grants  has  diminished  in  the  1980s,  and  the 
rate  of  decline  has  been  much  greater  for  rural  CHC 
grantees  than  lor  urban  grantees.  Table  5-13  shows 
that  while  the  number  of  urban  CHCs  decreased  by 
just  1  percent  from  1984  to  1988^  the  number  of 
CHCs  in  rural  areas  dropped  20  percent,  from  399  to 
319  centers  (658).  Variations  among  regions  are 
enormous.  The  number  of  grantees  m  3  of  the  10 
U.S.  Department  of  Health  and  Human  Services 
(DHHS)  administrative  regions^^  remained  unchanged 
or  increased,  while  in  1  Midwestern  region  the 
number  of  rural  grantees  was  reduced  by  one-half. 
Part  of  the  decline  was  due  to  CHC  mergers  in  the 
mid-1980s  as  part  of  an  mitiative  fay  the  U.S.  Pubhc 
Health  Service.  In  1988,  61  percent  of  all  CHC 
grantees  were  in  rural  communities.  Nearly  one- 
third  of  these  were  located  in  the  Southeast. 

The  decline  in  rural  CHC  grantees  does  not 
necessarily  mean  there  are  fewer  dehvery  settings^ 
since  many  centers  have  more  than  one  service  site. 
From  1984  to  1988,  the  total  number  of  rural  CHC 
service  sites  appears  to  have  remained  relatively 
consunt,  although  definitional  and  data  collection 
changes  made  fay  DHHS  in  1986  make  comparisons 
difficuh,*^  From  1986  to  1988,  the  total  numfaerof 
rural  CHC  service  sitei>  decreased,  faut  at  one-third 
the  rate  of  decline  of  rural  grantees  stable  5-13).  The 
opposhe  was  true  of  urban  CHCs — the  number  of 
total  service  sites  dropped  nearly  twice  as  fast  as  the 
number  of  grantees.  In  1988,  there  were  a  total  of 


ilA]lb(ms3'>i^Qatii>nwidc<)fitflaTcavaii]aibkoiilDul  bcallh  dcparuncou.  maii>  njial  LHDs  arc  known  lo  offct  pnmaiy  «irc  services  ^$e«ch.  blor 
**Tlic  DHHS  regiocs  arc  sttown  in  app. 

^^Thc  flist  ycM  CHCs  began  using  standard  dcflniUons  to  repon  eJicir  nymbcr  of  scrnv*  iitirs  *iis  i  The  Jouii  number  qI  service  sites  i!>  a  count 
of  die  numiberof  I^craJ  graoioes  and  pccmaucni  satclUlc  clLoii^  II  ^loi  Lnicndc4  lu  UKlmk  jdnuni^aauvc  ^iic^  where  £k»  amn  ^ct^jccs  are  provided 
or  specialty  cUnJcs  operating  under  the  same  roof  as  other  chnx$  iSSS). 
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Tabte  5-13— Number  of  Fedoralty  Funded  Community  Health  Center  (CHC)  Grantees  and  Service  Sites  by  Rural^Urban  Status  and 

Region,  1984-68* 


P«rc«nL  chon^a 

19B^  1965  1966  1997   1986  1984'&a 

C«rtL«ts  Rural  Urban  Rural   Urban  Rural  lJJ.^An  Rural   Urban  Rural   Urban        Rural  Urban 


Roslon^I   

,  16 

22 

15 

22 

13 

24 

12 

24 

12 

24 

'25 

9 

11   

.  2* 

*3 

2* 

43 

23 

44 

22 

40 

20 

35 

'17 

'19 

Ill   

.  65 

25 

63 

24 

62 

23 

54 

23 

52 

22 

'20 

-12 

IV   

.  140 

31 

141 

31 

127 

34 

110 

33 

104 

33 

-26 

6 

V   

.  39 

25 

37 

27 

35 

28 

33 

27 

31 

27 

'21 

4 

VI   

.  37 

15 

34 

16 

40 

17 

37 

17 

3d 

I'' 

3 

U 

Vll  

.  12 

i; 

10 

11 

9 

11 

6 

12 

6 

12 

-50 

9 

VllI   

.  2^ 

7 

25 

7 

2G 

6 

21 

7 

20 

7 

'17 

0 

IX   

,  26 

22 

26 

21 

29 

22 

30 

24 

30 

23 

15 

5 

X   

.  16 

7 

16 

7 

Id 

7 

15 

7 

16 

7 

0 

0 

,  399 

209 

391 

209 

362 

218 

329 

214 

319 

207 

'20 

Total  3«rvic«  siLes^  . 

763 

433 

791 

402 

$36 

464 

621 

426 

793 

17 

4 

-4 

NOTE:    OttfinlLlons  usfrd  by  U  S.  Dapartmant  of  H«alLh  and  Hum^n  Services  r<sional  offices  to  identify  CHCs  as  rural  and  urban  approximau« 
a  cantor's  location  it\  either  a  nonmeLropoliLan  or  m&LropollLan  araa. 

^Padoral  Fiscal  Years. 

^F«d«rel  Oepart,iti^nL  of  HoalLh  atid  Hunuin  Sorvic«s  regions.    See  app.  F  for  seoGraphic  display  of  re&ions. 

^ToLal  nuRbar  of  Convnunity  Health  CetiLer  (CHC)  s«rvlc«  sites  includas  bha  ;iumb4r  of  Federal  s^^^^^t^ees  and  ParnianQnL  fadarally  supported 
aabellibo  clinics.  They  are  nob  inbeMed  ^'O  include  adainlsbrablve  sibas  whate  no  clinic  servic-ts  ara  provi-i«d  or  specialty  clinics 
opertitins  under  bhe  sanie  roof  a«  obher  clinics.  Granbee^  m«y  have  more  than  on«  servUe  aibe.  Total  service  slbe  daba  for  1984  and 
1965  may  ba  Inaccurabe;  reporting  hy  s^Anbe«s  improved  beginning  in  198G  ^ith  the  u$e  of  standard  d^finiblons  (see  text). 

SOURCE*    U  S.  Department  of  Health  and  Human  Services*  Healbh  Reaourcas  and  Services  Administration,  Bureau  of  Health  Car^  Delivary  and 
Asaisbance,  Rockville,  MD,  unpublidhad  data  for  rural        lunl  by  hoalth  centers  1984-88  from  bhe  BCRR  file*  provi<fed  by  t 
Sullivan*  1989.    t    Su'llvan*  Buroau  of  Health  Care  jeliv    ^  and  Asaiftbance,  Haalth  Rasdrces  and  Services  Admlnist.ablon^  U  S. 
Uepartmenb  of  Healbh  and  Human  Services,  Rgck/ille,  MD,  OTA  par^^nal  cotnnunicabioTt,  April  1990 
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793  rural  CHC  service  sites,  or  an  average  of  2.5 
sites  per  rural  CHC  grantee  {585)- 

Community  Health  Center  Services 

Little  documentation  is  available  on  the  range  of 
services  provided  in  rural  CHCs.  Traditionally, 
CHCs  were  intended  to  serve  as  sources  of  inte 
grated  and  comprehensive  primary  care  and  preven 
live  services,  which  would  pay  particular  attention  to 
needs  of  the  poor  (see  ch.  3).  Grantees  were  required 
to  form  a  broad  array  of  referral  and  cr  operative 
linkages  with  other  area  providers  that  could  deliver 
those  services  CHCs  did  not  provide  themselves. 
Early  studies  of  rural  CHCs  and  primary  care 
programs  often  did  not  focus  on  their  specific  inix  of 
services,  but  rather  on  the  effectiveness  of  center 
organizational  forms  and  operating  efficiencies  and 
their  impact  on  patient  health  status  and  clmic 
seif-sufificiency. 

It  may  be  difficult  for  small  rural  CHCs  to  provide 
a  range  of  services  comparable  to  that  of  larger 
centers,  especially  if  the  rural  centers  serve  small 
populations.  Many  rural  CHCs  have  apparently 
reduced  the  scope  of  services  that  supplement  their 
delivery  of  basic  primary  medical  care.  In  a  survey 
of  rural  CHCs  in  1986  and  1987,  many  centers 
reported  having  to  reduce  or  eliminate  services  such 
as  nutrition  education  that  often  are  not  covered  by 
insurance.  Also,  according  to  the  survey,  worsening 
of  the  local  economy  was  a  factor  in  the  increase  in 
the  prt^rtion  of  CHCs  (from  3 1  to  34  percent)  that 
were  unable  to  deliver  some  mandated  basic  primary 
care  services  {307). 

Community  Health  Center  Utiliz^on 

Federal^  funded  CHCs  in  rural  areas  have 
experienced  a  surge  in  demand  for  primary  caic 
services.  From  1984  to  1988,  the  number  of  v  isits  to 
rural  CHCs  increased  18.5  percent,  or  14  percent  per 
CHC  service  site*"*  (table  5-14)  {585.658).  Encoun 
ters  with  CHC-based  primary  care  physicians  ac 
counted  for  mos^  of  this  rise  in  demand,  increasing 
34  percent.  Because  the  number  of  physicians  rose 
at  a  faster  rate  than  visits  for  the  period,  the  number 


of  patient  encounters  per  primary  care  physician 
Jeclined  slightly  (by  2  percent)  {658). 

There  was  cwisiderable  variation  among  DHHS 
regions  in  annual  encounters  per  primary  care 
physician  from  1984  to  1958  (table  5-\5).^^  Change 
in  encounters  per  physician  ranged  frx}m  a  drop  of  12 
percent  in  Region  VDI  to  an  increase  of  14  percent 
in  Region  DC.  Three  of  the  10  regions  ji  1988  had 
average  annual  encounters  per  physician  that  were 
below  4,200,  the  minimum  level  of  productivity 
usually  consid^'ied  acceptable  by  DHHS,  which 
administers  the  grant  program  (655). 

One  po;,jible  explanation  for  the  sharp  rise  in 
demand  in  rural  CHCs  is  rising  rates  of  uninsured- 
ness  CHCs  and  other  publicly  funded  health  centers 
(c  g.,  county  health  denartments)  are  commonly 
viewed  iiS  sources  of  basic  health  care  open  to 
everyone,  regardless  of  one's  ability  to  pay.  A 
survey  of  rural  CHC  operations  from  1986  to  1987 
found  that  most  of  the  new  patient  users  could  noc 
pay  the  full  cosis  of  their  care.  Of  the  new  users  of 
rural  CHCs,  83  percent  were  reported  to  have  no 
public  or  private  insurance  or  lacked  the  mcome 
necessary  to  pay  the  medical  care  fees  {307). 

Number  of  Certified  Rural  Health  Clinics 

Many  rural  CHCs  and  other  primary  care  provid- 
ers are  eligible  to  become  certified  rural  health 
clinics  (RHCs).  RHCs  receive  cost-based  rates  of 
payment  from  Medicare  and  Medicaid  if  they  offer 
the  services  of  a  midlevel  practit^onei'  at  least  50 
percent  of  the  time^^,  and  if  they  are  located  in  a 
nonurbajiized  Medically  Underserved  Area  (MUA) 
or  Health  Manpower  Shortage  Area  (HMSA).^' 
When  tJie  RHC  program  was  established  in  1977  by 
Public  Law  95-210,  some  health  care  experts  esti- 
mated there  would  be  nearly  2flO0  rural  cliniws 
certified  by  Medicare  as  RHCs  by  1990  {588).  As  of 
April  1989,  there  v^^re  470  certified  RHCs  in  37 
States,  about  one-half  were  m  Just  8  States  (table 
5  16)  {653a).  Even  though  ovei  2,000  nonmetro 
cOuTJties  are  designated  as  MUAs  or  HMSAs,  few 
at^tudlly  have  RHCs  (figure  5-4)  (511 }.  The  Federal 
Government  is  reported  tu  have  acually  i;ertified 


■^service  sites  of  CHCs  mctvde  Fedcr^  gnmioes  and  an>  permaoem  fedeiaUy  supported  satellite  viioii^ 
i^Sce  app.  F  for  ^gi^luc  dispby  of  regtoDS. 

^^In  l989i  CoQgfCSA  (PuMtL  Law  i0^^^39jf^uud'i^ni60ii>jOpcru^mUUrmi^iiit^uni<iu'uuuL^  aiu^i  be  i^xi  ^t^^  during 

RHC  opoiitions. 


Q  ~SceclL  11  foradLcussidDofMUAsandHMSAs^  ^  o 
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Tabld5-t4--Uti!lizattorv  or  Bum  Fedarally  Funded  Communety  Health  Center  Giantees  and  Service  S^*es,  1964-88 


utilisation 

m4 

1985 

19B6 

1987 

1988 

Percenb  chanse 
1984-83 

Total  i^bienb  encoanbvrs^, 

9,315,177 

9,A64,8D3 

10,056,534 

10,798,460 

11,041*636 

18.5 

Nuaber  of  x^z^l 
CHC  s^^^*^*  

399 

391 

382 

32S 

319 

-20.0 

Av«r^«  pabi«fnt  «fncounbers 
p«r  rural  CHC  si^«>nte9  

::3,346 

24.258 

26,326 

32,822 

34,613 

4€.3 

Nual>er  ot  rurctl 

763 

791 

838 

821 

793 

3.9 

Avara^v  p^tieint  «ncountdr5 
par  rural  CGC  »«rvlc«  sit*,. 

12,209 

llil91 

12,001 

13,153 

13,924 

14,0 

HaT£^    Daflnlbions  ueed  by  U.S,  Dopartcnenb  of  EI^aLbh  amd  Human  S^rvicas  res^^i^'l  officea  bo  idonbify  CHCs  as 
rural  approrimate  a  canter's  iocablon  in  ti  notunobropoliban  area. 


f^cludea  tncountera  both  on  and  off  th«  center  ftib«, 

^The  botal  number  of  ratal  CBC  service  ttlbes  Includes  Federal  a^^n^^^*  por:nanenb  federally  supporbed 
s»bellib«  clinica.  They  are  not  intended  to  iiicluda  odJtij.nletrative  eites  t^here  no  clinic  services  are 
provided*  or  specialiby  clinics  opwrabing  undor  bhe  same  roof  ss  other  clinics.  <^ronLees  nay  have  more  than 
one  service  site.  Tobal  service  slbe  daba  for  1984  and  1985  may  te  inaccurabe*  reporbins  by  Sranbees 
iinproved  b^sl^^ns  1"  1^^^  ^^^^  ^se  of  sbandard  definitions  (see  berb). 
SOUP£E.  Departmenb  of  Elealth  and  Ht^an  Services,  Heaibh  Resources  and  Services  Administrabion,  Bureau  ot 

Healbh  Care  Delivery  an^  Assistance,  Rockville,  MO*  unpublished  1984-88  oaba  for  rural  communiby 
health  cenbers  from  bhe  BCRR  fil^,  provided  by  E,  Sullivan.  1989,  E,  Sullivan,  Bureau  of  Healbh  Care 
Delivery  and  Assisbanco,  U.S.  Department  of  Healbh  and  Human  Services,  personal  cocnmunicabion,  April 
1990 

Table  5- 15— Primary  Care  Physician  Utilization  in  Rmrar  Fedaralty  Funded  Community  Health  Canters 

by  Region,  1984-88 


Percenb 


Reftion' 

Pabl^nb  encounters 

ner  nrimary 

cut*  physician 

chanso 
1984*88 

1984 

1985 

1986 

1987 

1988 

I  

3,880 

3,733 

3,857 

3,951 

3,829 

-1.3 

II  

5,479 

5,537 

5,582 

5,189 

4,905 

-10.5 

in  

4,270 

4,361 

4,352 

4,345 

4,534 

6  2 

IV  

4,436 

4,308 

4,153 

4,012 

4,227 

'5  e 

V  

4,531 

4,406 

4,273 

4,338 

4,490 

-0  1 

vr  

4,540 

4,^66 

4,396 

4,262 

4.412 

'2.8 

VII  

4.281 

4,486 

4,155 

3,907 

4,280 

0 

vin  

-.376 

^,599 

3,879 

3.982 

3,866 

-11  7 

rx  

4.1)8 

4,083 

4,i93 

4.408 

4,774 

14.0 

y,  

3,716 

3,648 

3,241 

3,810 

4  2 

ri>bfci  

4.532 

4,456 

4,384 

4,283 

4.431 

-2.2 

Dtttlnitions  used  by  U.S.  P^^part^nenb  of  Hcalbh  and  HumAn  Services  regional  offii^es  bo  idenbify  CHCs  as 
rural  appioviDuit*  a  cenbaf's  locabion  in  >  nonoetropoliban  area. 
^Foderal  Departjn      of  Fc^lbti  -^iJ  Human  Services  regions.    See  app.  F  for  geographic,  display  of  regions. 

SOUHtf  UhS.  ^«rtmenb  of  Sealbh  and  Humfli.i  Services,  Healbh  HeSources  and  Services  Administration,  Bureau  ot 
HesJch  Care  &«livery  and  Assisbs'ice,  Rockville.  MD,  unpublished  1984  88  dabs  for  rural  community 
hea^rbh  cencers  frotn  the  BCRR  fUe.  provided  by  E    SulLivan*  1989. 

Independent  or  freestanding  clinics  account  for 
about  95  percent  of  aU  RHCi>,  Only  25  RHCs  aie 
provider-based  cLnics  (i.e-,  sponsored  by  a  hospital* 
niirsing  hcmie,  or  home  healtli  agency)  i653a). 


over  800  rurat  health  clinics  since  1978,  but  nearl> 
c&e-half  havt  withdrawn  froni  the  program  for 
varicnis  reasons,  incluiing  concerns  over  RHC 
^  ,  adons  f see  ch.  7)  (555). 
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Table  5-16---Nufnber  of  Certlflect  Rural  Health  CllnlcsS  and  Nonmetropolltan  Counties  in  Which  dimes  Could 

Qualify  for  Certification,  by  State,  1989 


 certified  nirai  h»alth  ^Inlca   Humbur  of  nonmoUc? 

Providor-  counti«^  d*sisnat«d  as 

StaU  Fotal  IiM]op«ndont  basAd  either  a  HHSA^  or  on  KUA*^ 


52 

49 

3 

21 

North  Cftrolln<i.. .  . 

38 

35 

3 

73 

28 

28 

0 

*5 

P«Tm*ylvanl«. 

28 

28 

0 

31 

T»nn»»**»  

26 

26 

0 

68 

25 

25 

Q 

13 

24 

24 

0 

26 

22 

16 

e 

29 

22 

21 

t 

57 

21 

21 

0 

116 

18 

18 

0 

35 

Ohio  

17 

17 

0 

37 

16 

16 

0 

0* 

13 

13 

0 

25 

13 

13 

0 

36 

Ha«hlnston. 

13 

12 

1 

24 

13 

12 

1 

66 

8 

8 

0 

30 

8 

8 

0 

75 

Utah  

8 

6 

2 

16 

Vermont.  *  *  * 

6 

6 

0 

12 

K«ntoeky  

6 

1 

5 

89 

Nevada. ....  . 

5 

5 

0 

13 

AlabamaH ....  .  - 

5 

5 

0 

48 

Arisona.           . . .  - 

5 

4 

1 

12 

Kansas  H  h  

5 

3 

2 

69 

Illinois  

U 

4 

a 

65 

Hlnnesote. . .  . 

4 

4 

0 

61 

Wisconsin  

3 

3 

0 

48 

Rhode  Islcuid  . 

3 

3 

0 

0* 

2 

2 

0 

40 

tl«Mt  Kamofthire. .  . 

2 

2 

0 

4 

VtrtlnU  

2 

2 

0 

61 

South  Carolina  h 

2 

2 

0 

3* 

I 

a 

V 

r«xeft . .  . .  H  H . . . . .  , 

1 

i 

0 

186 

WyorolnS  

t 

1 

0 

20 

Arkansas  

0 

a 

0 

65 

Connect! cutn .... 

0 

0 

0 

1 

Delaware. - . 

0 

0 

0 

1 

Hawaii  

D 

0 

0 

ItMliana. . .  h  . . 

0 

0 

Q 

41 

Loolslana. . h . . . 

0 

0 

0 

45 

ttassaehosettft  

0 

0 

2 

Hlrhitcm  

0 

0 

0 

49 

Ml»aourl - . H .  , 

0 

0 

0 

&? 

North  Dakota  . . 

0 

0 

44 

Hvtt  Jersey.    .  . 

0 

0 

0 

N«bre5kaH . ■  ■ 

0 

0 

0 

78 

Qkliihotna.  

Q 

0 

0 

51 

Total  U.S    .  ... 

470 

445 

25 

2058*^ 

*rhe5e  States  have       nonmetro  counties     Alaska  wafi  considered  a  slnsle  metro  coonty  in  this  analysis 
^rilnles  certified  under  tha  Rural  Kaalth  Clinl(.s  Act  <Public  Law  95^210)  as  of  April.  1989 

rhis  is  an  under estirn«te        the  nunbor  of  counties  that  qualify  under  Public  ^aw  95^210,  since  it  only 

Includes  nonnetro  counties.  Nonurbanised  metro  counties  may  also  qualify 
^Primary  care  Haalth  Manpower  Shortage  Areas,  1966.  Medically  Underserved  Areas  as  of  t9&l      Includes  wholo 

and  partial-county  daslsnations. 

TMs  may  be  a  sll&bt  overestimate  since  ^^A  designations  can  cros$  State  bouTidari«» 
SOURCES^    M.^    Depaitjnent  of  Health  and  Human  Servicos,  Health  Care  FinancinS  Administration.  Baltimore.  MD. 

unpubllehed  data  on  certified  rural  health  clinics,  provided  to  OTA  in  1989     T  C    RicX^tts.  Rural 
Heelth  Research  Center,  University  of  tforth  Carolina.  Chapel  Hill,  NC      Analysis  of  unpublished 
data  (provided  by  the  U.S    Health  Resources  and  Services  Adjninistration)  conducted  undar  contract 
Y  to  Office  of  Technology  As*essmant,  1989 
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Figure  5-4--Certified  Rural  Health  Clinics,  1986  ^by  nonmetropoUan  MuA  or  HMSA  county  status) 


PivSvice  of  certilied  rural  health  cltnics 

.Sonmetrffpotitan  MeDicdNy  Un4efs«rve4  Afej         oi  Heailh  Manpot^et  Shoitii^e  Aiea  ^HMSAi  m\im  ^-ettid^d  imji  N^im  ukuii. 
Nonnieitopoiitan  MedicaiFy  linderserved  Are»  1MUA>  or  Health  Manpotuor  Siioiljge  A^ea  ihMSA^  v^itJt  certiliaa  iumI  health  (l^n^u 
Nanm«U«poiil3n  Nt^n  Medicatly  Underserved  Area  IMUA)  jod  Non  Health  Manpower  Shortage  Area  (HMSAJ 
Metropodlan  ceunty 


SOURCE.  T4C*  RK:i(fl1t3t  Rural  H«aHh  R»S0<v^  Gerit«r.  Ur;kv«r^t|  g1  North  Caiolifia  <iiChapei  k^\\\t  NC  Anaiy^»  o1  u^|publf^^F9<l  A^-j^  R^sgun;^  Fii»^U 
(provided  Oythati^*  Health  Rewur^e&dnjS«r>n<^Adrr)tn4Siraton/  cono      ^  orKfei  c:oritf ctct  wtth  Lf)«  Office    Ted'inoiggiy  Asses^Tionu  1389 


HEALTH  MAINTENANCE 
ORGANIZATIONS 

Health  maintenance  organizations  (HMOs)  pro- 
vide a  specified,  often  comprehensive  set  of  services 
to  an  enrolled  population  on  a  prepaid  basis*  HMOs 
in  rural  areas  showed  substantial  growth  in  the  earl> 
1980s.  At  of  June  1984,  there  were  118  HMOs 
serving  rural  areas  in  34  States,  and  19  of  these  were 
based  in  rural  areas.  This  was  a  substantial  increase 
over  the  79  HMOs  serving  rural  areas  in  198Mhe 
number  of  rural  residents  estimated  to  be  served  by 
HMOs  in  1984  was  approx^maxly  500,000,  or  about 
L7  percent  of  the  total  rural  population  {127)* 

More  recently,  the  number  of  HMO&  nations  ide 
'        clined  slightly;  6jS  percent  fewer  HMOs 
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existed  in  1988  than  in  1987  {491).  No  information 
is  available  on  recent  trends  for  HMOs  serving  rural 
areas,  but  it  is  unlikely  that  the  overall  presence  of 
HMOs  in  rural  areas  has  increased.  Possible  reasons 
for  the  small  rural  HMO  presence  include. 

•  limitet'  pro&pe(.t6  for  enrollment  due  lo  the 
relatively  low  number  uf  large  emplojeib  in 
many  rural  areas, 

•  continued  resistance  of  some  rural  physicians 
to  participation  in  HMOs, 

♦  lack  of  available  capital  for  developtnent  (Fed 
eral  funds  for  HMO  development  have  ceased)p 
and 

♦  concerns  of  rural  HMOs  serving  Medicare 
patients  about  the  adequacy  of  Medicare  pa> 
ments  and  how  they  are  calculated. 
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HOSPITAL  FINANCIAL 
VIABILITY 

Revenue  Issues 

Demand  for  Uncompensated  Care 

An  increasing  aumber  of  persons  seeking  care  are 
unable  to  pay  for  it  (see  ch.  2),  Most  uninsiued 
persons  aie  employed.  In  rural  areas  residents  are 
often  self-employed;  they  work  in  agriculture  or 
small  businesses  without  iitsuiance  benefits. 

Hospitals  are  providing  increasing  amounts  of 
care  for  which  it  takes  longer  to  receive  ;  ayment,  or 
care  for  which  they  will  receive  little  ox  no  payment 
at  alL  As  table  5*17  shows,  die  average  number  of 
days  it  takes  rural  hospitals  to.  'lect  die  fiill  amount 
ofabillrose7p^centfroml984tol987,to75days. 
in  1987,  the  average  period  an  account  wasoutstand- 
ing  was  highest  for  rural  hospitals  widi  under  50 
b^s  (30),  It  is  unclear  how  much  of  the  increase 
betwe^  1984  and  1987  may  be  attributed  to 
problems  with  padent  collections,  payment  delays 
fix>m  third  party  insurers,  or  hospital  bUUng  errors 
that  delay  payment.  Regardless  of  the  cause,  this 
overall  increase  in  the  time  it  takes  hospitals  to 
collect  payments  suggests  a  decrease  vr,  available 
cash  to  cover  expenses. 

The  amount  of  uncompensated  care  provided  m 
rural  hospitals  increased  over  26  percent  from  1984 
to  1987,  to  nearly  $1 ,5  billion  {about  $565,(X)0  per 
hospital)  (table  5-18),  The  largest  propomonal 
increases  were  hi  die  smallest  facilities.  Hie  amount 
of  uncompensated  care  increased  by  59  percent  in 
hospitals  with  fewer  than  2S  beds,  and  it  grew  over 
35  percent  in  facilities  of  25  to  49  beds,  (Tlie  amount 
of  uncompensated  care  in  urban  hospitals  also 
increased  during  the  period,  rising  33  percent  to  over 
$11  billion  or  over$3,7miUion  per  hospital  (JO),)A 
study  of  rural  hospitals  in  Florida  found  that  13 
pCTcent  of  their  patients  in  1985  did  not  pay  die  full 
bHI,  con^aied  with  10  percent  for  the  State's  urban 
hospitals.  The  average  rural  hospital  provided  inpa- 
tient care  to  about  one  charity  patient  for  each  day  of 
die  year  {194). 

Uncompensated  care  has  always  existed  m  hospi- 
tals; in  fact,  hospitals  receiving  Hill-Burton  funds 
were  required  to  provide  a  certain  amount  of 
uncompensated  care  (box  5-8),  When  die  distribu- 
tion of  uncompensated  care  becomes  uneven,  how- 
\j   er,  hospitals  providing  die  most  such  caie  and 


Tftfare  5*17— Average  Days  in  Patient  Accounts 
Receivable*  lor  Communtty  Hospltalsb,  by  Hospital 
Location  and  Bed  S»z6, 1984  and  1987 


Hoiplt&l 

1984 

1987 

76,0 

HoKii^tro  

70,0 

75  ^ 

6'34  b«dft  

SI,  4 

dl,2 

25-'"   

  75,8 

81,3 

50-99  

  71,3 

74,6 

7*, 8 

200-299.  

70,5 

73,1 

300  or  w>tt  

  65,5 

71,2 

^D^finftd  u  ttet  patient  receivables  finiltlplied  by  365 
dttYft  divided  by  net,  patient  revenue.  Net  patient 
revenue  consist*  of  s^^^b  petlent  tevenue  less 
deductions  for  contrectuel  edjustments,  bad  debts^ 
and  eh«ity, 

Xonnunity  hospitals  defined  hete  all  non^Federal, 
short-terD  fteneral  and  other  special  service 
hospitals, 

SOURCE*  American  Hospital  Association.  Chica8o,  IL, 
unpubliehed  data  from  the  Annual  Survey  of 
Hospitals^  19d4''19d7, 

bearing  the  heaviest  social  burden  are  placed  at  a 
compeddvedisadvantagediatmay  ultimately  threaten 
their  survival' An  Statesprovide  financial  assistance 
to  hospitals  to  cover  some  of  the  costs  of  such  care^ 
either  as  adjustments  under  the  Medicaid  hospital 
payment  system  oi  through  direct  subsidies  {^91). 
^icwever,  these  subsidies  do  not  necessarily  cover 
die  full  costs  of  such  care,  and  some  hospitals  are 
concerned  diat  these  programs  will  be  unable  to 
si^port  die  futtire  indigent  service  loads. 

Reliance  on  Public  Payment 
and  Funding  Sources 

Most  rural  community  hospitals  depend  to  a 
significant  degree  on  pubii:^  jourc^  of  payment.  As 
shovTO  in  table  5-19,  52  percent  of  all  rural  hospital 
net  patient  revenue  in  1986  came  from  government 
Sources,  Medicare  re^  enues  play  a  particularly  large 
role.  In  1 986,  nearly  42  percent  of  all  patient  revenue 
of  niral  hospitals  wasdenved&omservingMedicare 
patients  (JO),  {For  urban  hospitals,  the  figure  was  39 
percent.)  While  three-fourths  of  hospitals  with  25  to 
99  beds  received  more  dian  42  percent  of  dieir 
patient  revenue  fi'om  Medicare,  hospitals  widi  fewer 
than  25  beds  and  hospitals  wldi  at  least  100  beds 
relied  much  less  on  Medicare  revenues  (table  5-20) 

The  greater  dependency  on  Medicare  revenues  m 
rural  than  in  urban  hospitals  may  be  ^  result  of  die 


Chapter  5— Problems  and  Trends  in  Rural  Health  Services  •  131 


Tabfe5-1&— Aggregate  Uncompensatea  Ca^einConimunkty  Hospitals' by  Hospital  Location  and  BedSfze,  f  984-67 


Percent 

Ut^cooipmsatfld  <;cre  (miXlioTiJ  of  dollar^)  __  Change 
HospitaL  1964  1965  1966  1967  1934-87 


,  .     .  Se,377 

S8.30X 

$10,320 

S11.174 

33.4 

Kotimotro  

...  .  X,i62 

1,225 

1,344 

1.466 

26.3 

6-24  bods  

  e 

9 

u 

13 

59.0 

25-49  

  i07 

116 

141 

U5 

35  5 

50-99  

  29* 

3U 

353 

376 

27.9 

LOO- 199  

  A25 

4S4 

485 

507 

19.3 

200-299  

  185 

196 

223 

255 

37.6 

300  or  more  ....... 

  143 

135 

131 

171 

19.6 

KOTE;    Uncompensated  ^a£o  co^ts  include  deductions  from  hospital  revenue  attii^butable  to  bad  d«bt  and  charity 
care. 


'^oonunity  hospitals  d6fin«d  as  all  non-Foderalr  short-term  seneral  and  othfr  special  service  hospitalft^ 
SOURCE.     Am«ricon  Hospital  Association,  Chicago,   IL.  unpublished  data  from  th^  Annual  Surv«y  of  Hospitals^ 
1964-67. 


high  rural  concenoraoon  of  elderl>  residents^  ^^ho 
typically  are  le&s  mobile  and  maj  be  more  hkeXy 
than  other  rural  residents  to  receive  care  at  the  local 
hospital.  Medicaid  revalues,  on  the  other  hand,  axe 
a  sl^tly  lower  percentage  of  total  patient  revenues 
in  rural  than  in  urban  hospitals  (8>7  percent  v.  9.6 
percent  in  1986)  (table  5- 19).  This  is  not  necessarily 
a  positive  factor  for  rural  hospitals  however;  poor 
rural  residents  are  less  likely  thar.  poor  urban  ones  to 
be  eligible  for  Medicaid  (see  ch.  2),  and  fewer 
Medicaid  patients  may  mean  more  charit>^  pa- 
tients.*® 

Rural  hospitals  increasingly  depend  on  State  and 
local  tax  subsidies.  Table  5-21  shows  that  in  1987, 
69  percent  of  rural  community  hospitals  received 
non-Federal  tax  appropriations  worth  over  $216 
million.  The  average  tax  apprc^riaiion  per  hospital 
doubled  from  1984  to  1987.  Very  large  n^aJ 
hospitals  receive  the  larg^t  State  and  local .  oi- 
dieSt  ^^ith  the  smalle:>t  hospitals  a  some^^hat  di:>uint 
second  (30). 

Many  of  the  health  care  dollars  that  might  help 
Support  rural  hospitals  are  spent  outside  the  commu- 
nity. A  study  of  3  rural  communities  in  Washington, 
each  with  a  hospital  of  50  or  fewer  beds,  found  that 
about  one-half  the  residents'  expenditures  for  care 
were  not  spcai  in  those  communities.  In  198S,  the 
total  expenditures  for  health  services  b>  residents  in 


th^  three  comjnuniiies  ^as  just  under  $31  imUion, 
the  re\enae±k  neede^l  to  support  the  communities' 
local  health  (.are  services  was  approximatel>  $14^ 
million,  of  which  61  percent  was  for  the  hospital 

DifTicuhies  in  Shifting  Costs 

Faced  with  providii\g  uncompensated  care,  a 
health  facility  has  three  options  to  cover  the  loss: 

•  private  ur  public.  sub^]d>  (e.g.,  charitable  dona- 
tions), 

•  recouping  Sufficient  cKtra  revenue  from  paying 
patients,  or 

•  internal  cross-subsid>  from  other  profitable 
activities  and  investments. 

Ruial  hospitalik  aie  at  a  particular  disadvantage  in 
trying  to  realize  additional  reimbursement,  because 
their  small  size  makes  it  difficult  to  spread  costs  to 
large  numbers  of  paying  pciil'^nts.  iwspitals  with  a 
high  proportion  of  Medicare  ijid  Medicaid  patients 
have  additional  problems  with  cost-shifting,  since 
these  sources  of  payment  are  relatively  inflexible. 

A  recent  &tud>  in  WLscon&in  found  that  18  to  35 
pendent  of  (charges  by  airal  Wisconsin  hospitals  to 
private-paj  patients  were  required  to  co\er  revenue 
shortfalls  from  Medicare,  Medicaid,  and  charity^ 
i^are.  The  smaller  hospitals  (with  an  average  daily 


ER.1C  J,:  3 


132  •  Health  Care  in  Rural  America 


BoxS'B — The  Hill-Burton  Uncompensated 
Care  Obligation 

A  crucial  continuing  element  of  the  HUi-Burton 
ptogma  (see  box  5- A)  is  the  *  *&ee-care"  obligation 
of  hospitals  and  other  health  facilities  that  received 
its  constniction  fimds  to  provide  a  reasonable 
volume  of  services  to  persons  unable  to  pay.  In 
addition,  health  facilities  agr&ed  to  ''community 
service"  (i.&,  to  make  their  services  avaibble  to  afl 
persons  residing  in  th^  geographic  areas). 

The  firee-care  obligation  is  a  time-limited  <xm- 
mitment,  usually  for  20  yean  from  the  date  the 
assisted  project  opened  for  service.  The  amount  of 
service  each  facility  is  committed  to  provide  is 
determined  ttuXHjgh  a  formula  based  on  the  &cil- 
ity*s  operating  budget  and  the  amount  of  assistance 
received  I^isons  whose  incomes  fall  below  the 
Federal  poverty  guidelines  are  eligible  for  free  care 
at  focUities  that  are  stiU  under  the  £reeK:are  obliga- 
tion (520). 

The  community  service  obligaticfi  is  not  time- 
limited;  it  applies  as  long  as  the  facility  is  in 
operation.  It  does  not  require  the  £acility  to  provide 
gen^  services  at  no  charge,  as  long  as  the  facility 
iias  fulfilled  its  free-care  obligation.  However,  the 
community  service  obligatioii  does  prohibit  a 
hospital  from  denying  craeigency  services  to  per- 
sons because  they  aie  vjiBhic  to  pay  (320). 


census  of  35  patients)  had  the  largest  average  cost 
shift,  equal  to  35  percent  of  charges  (563). 

Medtcare^s  Impact  on  Hospital  Operating 
Margins 

Tim  section  briefly  examines  the  contribution  of 
Medicare's  prospective  payment  system  (PPS)  to  the 
revenue  and  fiscal  heahfa  of  rural  hospitals.  In  the 
jBfth  year  under  PPS  (roughly  1988),  average  Medi- 
care payments  per  case  to  rural  hospitals  were  43 
1/^cent'^  lower  than  those  to  urban  hospitals  (494). 
This  difference  in  payment  lou^y  parallels  that  in 
avw^e  operating  costs  per  case  (t^le5-22).  Within 
rural  hospitals,  the  smallest  hospitals  have  the 
lowest  per-case  costs  (9Ja).  The  gap  between 
payments  and  costs  has  worsened  over  time. 


Table  5-1^— Sources  ot  Net  Patient  Revenue*  ot 
Community  Hospitals,^  by  Hospital  location,  1986 


tfonm^tro        Hetto  AIL 
hospitals     ho$pit«l$  hospitals 


F«tc«nt  H«dicare. . 

.  41 

9 

38  a 

39 

1 

F<»rC6nt  Medicaid 

e 

7 

9  a 

9 

5 

Percent  oth«r 

1 

0 

1  8 

1 

7 

Percent  total 
non*Goven:unent  . . . 

.  48 

4 

50.0 

49 

7 

Total  

.  100 

0 

100.0 

100 

0 

^Net  patient  revenue  conaists  of  Sroftd  patient 
revenue  i  deduCtion5  for  ':ontractuai  adJuftt^ 
montSt  bad  debv5.  and  charity  care. 

^CommuT^lty  hoftpitalft  defined  a*  all  non-Federal, 
*hott^term  Senetal  and  other  apeciAl  service  hospi- 
tals. 

SOURCE.    American  Hospital  As5ociatlon.  Chicago,  tL. 

unpublished  dat«>  frodt  the  Annual  Survey  ot 
Hospitals,  1984-87. 

Table  5-20— Distribution  ot  Hospitals  by  Medicare 
Percentage  ot  Net  Patient  Ruvenue*^  1986 


Hfldlcare  percgnta&e  o£  n»t  Patiant  revenue. 
0-42  43-52  53+ 


Percent  dtwtrlbutlon  o£_hospitaIs: 


total  hoapltalfl. ..... 

53 

3tf 

9 

Ifonin*t;ro  hospitals 

6-2A  beds  

75 

12 

13 

25-49  

23 

$1 

1$ 

50-99  

26 

64 

10 

100-199  

74 

21 

6 

200  or  laors  ....... 

6"* 

31 

3 

Total  nontostr^^  *  * 

41 

4S 

11 

'^Ifet  patl4nt  ravanua  consiats  of  Sroaa  patlant  rev* 
anue  tasa  deductions  for  contractual  sdjustsiants, 
bad  dsbts,  and  chstity  care. 

SOURCE  Assrican  Hospital  Association.  Profile  o£ 
Small  or  Rutal  Hospitals  1980-66  (Chicago. 
IL:    AHA,  1988), 

Through  the  first  5  years  of  PPS,  Medicare  payments 
per  case  rose  an  average  of  7.4  percent  a  year  while 
operating  costs  per  Medicare  case  increased  8 
percent  annually  (495)?^ 


39FPS  years  I  through  5  corttspoti^  roughly  to  Federal  iisc^  ycm  I9S4  to  ]9S3  In  tbc  fust  year  of  PPS.  average  incresscs  in  pcr-casc  payntcnis  were 


0Ollccal^y  btsber  than  in  laler  yean  Altboughl^hadmieiHlodiorestrtctpaynienlsiatkfirsty^ 
cMX-hastd  cvin]|mj3ement,  MedkAne  leveimes  for  boapitals  iudalty  iiQcxea5e4  much  fa 

Mi  Ui 
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Table  5-2l -Community  HospUals*  Receiving  l^x  Appropriations  From  State  and  Local  Governments, 
by  Hospital  Location  and  Bed  Sfze,  1984  and  1987 


19a  ^    1987  

Tax  appropriations  Tax  appropriations 

Hospital  Humber       Percent        per  hospital  Humber       Percent  per  hospital 


Metro   2,468  81  $881,104  2,*41  81  $1,230,534 

Honmetro   1,762  65  79,556  1,791  69  120,680 

8-24  bed5   77  42  130,153  97  51  170,118 

25-49   410  51  105,889  514  64  102,309 

50-99   635  6e  75,904  583  65  103,045 

100*199   480  79  67,480  441  BZ  138,474 

200-209   118  90  28, 892  123  91  14 , 586 

300  or  mora   42  91  65,297  33  87  730,703 


^oofliuhity  hoftpitalB  defined  h^ra  la  all  non^Fed«raI,  ahort'term  s*^^^>^  and  other  special  service  hospitais. 

SOURCE'    American  Hospital  Asaociation,  Chicafto,  IL,  unpublished  data  from  the  Annual  Survey  of  BospitaLs, 
1984-1987, 


Table  5-22— Average  PPS  Operating  Costs  Per  Case  ot 
Hospitals  fntheFifthYearofPPS,  by  HospJtalLocation 
and  Type 


P^rcenta^e  difference 
Avaras^      from  averas«  costs 


hospital  type* 

co$ts 
par  case 

per  cas^  for 
all  hospitals 

Metro  

$4,746 

10.4 

Homaetro  

2,399 

-32,5 

Under  50  bade  

2,494 

-42,0 

2,624 

-40.0 

100-169  

2,983 

-30.6 

170  beds  and  over. 

3,410 

-20.7 

Rural  referral  

3, 455 

-19.6 

Sole  cominity  

2.933 

-31,7 

2,633 

-38,7 

HCTTE:  PPS  stands  for  Hedicnre^s  prospective  paV^iont 
system.  Hospitals  ',n  MaJT^lartd  and  New  ^Jersey 
are  excluded,  Fii.th^yeai  tts,  roughly  cor^ 
rasponds  to  Fede'-al  fiscal  y^ar  1988. 

*ALL  PPS  hoepitals. 


SOURCE^  ^-  BouIanSer,  Prospective  Poiyitiertt  Assesscaent 
Commiaaion  Washington,  DC,  personal  commu- 
nication, April  1990. 

As  a  consequence  of  the  trends  m  Medicare 
payments  and  costs,  Medicare  Pi-S  operating  mar- 
gins^^  declined  substantially  for  both  rural  and  urban 
hoq>itals  after  the  first  2  years  of  PPS  {table  5-23)* 
Eleven  percent  of  rural  hospitals  had  negative 


margins  for  4  of  the  GxbX  5  PPS  years^  and  by  year  5, 
over  one-half  of  rural  hospitals  had  negative  margins 
(table  5-24),  The  smallest  rural  hospitals  (with  under 
50  beds)  fared  the  worst;  10  percent  of  hospitals  in 
this  group  had  margins  lower  than  minus  49  percent 
(4951 

DesignatedSCHs  receive  special  treatment  under 
PPS  {see  ch,  3),  but— at  least  until  recent  changes  in 
the  payment  law^ — Ciis  special  treatment  has  not 
actually  translatfi  into  financial  protection.  In  PPS 
year  5^  the  average  Medicare  operating  margin  of 
SCHs  was  minus  4,2  percent^  and  the  bottom  10 
percent  of  SCHs  had  margins  averaging  minus  45 
percent  (table  5-24),  In  fact^  depending  on  their 
costSf  some  SCHs  would  have  received  higher 
Medicare  payments  under  national  rates — one  rea- 
son why  Some  sole  providers  have  not  sought  die 
SCH  designation  (487).  New  payment  rules  may 
enhanceSCH  operating  maigins,  at  least  for  Medicare- 
related  services  {see  ch,  3).^ 

The  poor  operating  performance  of  rural  hospitals 
under  Medicare  is  not  explained  by  die  high 
percentage  of  Medicare  patients  served.  In  PPS  year 
4,  rural  hospitals  widi  few  Medicare  days  had  larf^er 
negative  Medicare  margins  than  did  diose  widi 
moderate  shares  of  Medicare  days*  Furthermore, 
those  rural  hospitals  widi  die  smallest  proportion  of 


^'TbcM'tdlcaitopeiatinginafgmisdlcaiesbowahosr''^  to  Modn^pairCDtsJi  tsequ^toicvcoucs 

received  mider  PPS  le»  Ibc  operatii^  costs  COf*-crcd  bf>  iTS  payments^  divided  bf>  PFS  mcnu»  aiid  ihca  muiupiied  by  jOO,  Me<ltcarc  icvcnucs  and 
confer  services  Qoi  covered  uiuler  PPS,  £uc^  as  CApitaJu  ^is,aiccAt,JudeaU6J>.Asurplu5orp^jsmvc  margin 

occim  when  tevenues  excce^l  com,  and  a  lo&s  or  negative  margm  folWs  «beit  tbe  oppostie  is  tnie. 

^^Cbftngestxt3debyCoagicssia]9S9(?ubUcLaw  lOl  239)  ait  inieixle4  to  moicefra,t]vct>xnatLhMcdjutrc  payments  (u  uosi^ol  ;>U{s;to<nw^ 
iwHntt«i5  ^itt  fewer  ttum  lOO      and  al  let^i  60  percent  Medicare  paiicnts  or  days  of  care  (see  ch,  3). 
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Table  5*23''-Hospftel  PPS  Operating  Margins  for  ttie  First  5  Years  of  PPS,  by  Hospital  Location  end  Type 


 Atmual  ct>*ratinJi  e^rAift*  fp*rc<mtt^    with  4  T»ri  of 

PPS  FFS  PPS  PPS  trS  n*tttlvt  ^arelnt  in 

QosplttL  typ^**  12  3  4  5  tittt  5  yttct 


«»tro   15.8  15.5  11.  J            6  8  J. 5  3.2 

Honmetro   8.4  8.8  3.1  -0.3  -2.3  10.7 

Undat  50  beda   6.4  6.0  -0.9  -2.3  "3.5  11.9 

50-99   8.4  7.4  1.4  -1.6  -4.0  11.3 

100-169   8.8  e.l  3.0  -0.7  -0.5  7.5 

170  b»dt  and  over   9,4  12.4  6.9            2.4  -1.8  6.9 

Rvirftl  rtftrrti   9.5  13.4  8.2            4.3  -0.1  3.5 

Sold  conDunlty   6.9  6.2  12  "2.7  "4.2  13.2 

Other  nonmtro   B.O  6.5  0.3  -2.6  -3.4  11.1 


NOTE:     PPS  stands  for  Ktdlc«r«'ft  pro^ptctlvt  ptyii^ent  ftytttm.  Hospitttlt  in  Maryland  and  Jlaw  J«ra«y  ara 
»zclud»d;  hoapitala  In  Hasaachusatt»  and        York  ara  Includad  ba^lnnlTtG  In  pps  3. 

JJPPS  1-PPS  5  roiajhly  corraaponda  to  ?«d«ral  flac^l  yanr*  1984-86. 
All  PPS  hoapltaU. 

SOURCE*    Prospvctlva  Payment  j^as^aamGnt  Comniawlan*  Medtciir&  ProsPftCttve  Payfl>gnt  and  th^  Aaiflricjin  Realth  Cara 
Svatarfti    R*POrt  tO  Conigreaa  (Waahln8ton.  DC.    U.S.  Govatnm^nt  Printing  Office*  Jun«  1990). 


Tebte  5*24 — FIfth'Year  Hospital  PPS  Operating  Margins.  Means  end  Percentiles  by  Hospital  Location  end  Type 


MoAn 

10th 

50th 

90  th 

Hospital  typa^ 

percent 

percentile 

percentile 

percentile 

AXX  hospitala ............ 

2.6 

-26.3 

-0.5 

18.6 

Motro    

3.6 

*22  2 

1  2 

19.7 

Koiunatro. ............  ^  . 

-2.3 

-33.9 

-2.6 

17  2 

Uhdar  50  beds  

-3.5 

-43  5 

-2  4 

20  4 

50-99  

-28  2 

-3.2 

14  0 

100-169  

-0  5 

-26  2 

-i.e 

13  3 

170  bed*  tmd  Over. .     . . 

-1  e 

-16.6 

14  e 

Rural  referral  

-0.1 

1  1 

15  5 

Sol«  coomunity   . 

-4.2 

-45.0 

-6  3 

14  5 

Other  nowiwtro  

-3.^ 

-35.2 

-2  6 

18  0 

KOTE;     Pps  stends  for  Medicare's  proapectlve  payment  ayatem      Hoapltala  in  Maryland  and  New  Jersey  a^e  ex- 
cluded.   The  fifth  yeer  PPS  rouShly  corr*,ijponda  to  Federal  fiscal  y^^^^  1968 
^All  PPS  hospitals. 


SOURCE:     Prospective  Payment  Asseasinent  CoramJaaionp  M^^dicat-e  !>rosPective  Fatytnent  and  th^  Ain&ricaTi  He^alth  Care 
Svstftm-    Re&ort  to  Con&tesfi  (WashJ^nston ,  DC     US.  Government  Printing  Office.  Jxino  1990). 


Medicare  days  have  shown  poorer  Medicare  mar- 
gins  since  the  beginning  of  PPS  (492). 

Ambulatory  Surgery  and  Medicare  Payment 

Rural  hospitals  have  found  revenue  from  outpa- 
tient  services  increasingly  important  to  their  sur^ 
vival.  In  1987,  over  23  percent  of  all  gross  patient 
revenue  in  rural  hospitals  was  '^'^m  outpatient 
services;  this  proportion  represents  an  inaease  of 
more  than  50  percent  since  1984  (table  5-25). 
Smaller  rural  hospitals  had  the  greatest  dependence 
on  outpatient  revenue.  By  comparison,  less  than  19 

ERIC 


percent  of  patient  revenue  in  urban  hospitals  was 
irom  outpatient  sources  (30). 

Medicare  payment  for  ambulatory  surgery  can  be 
a  major  source  of  outpatient  revenue*  Current 
Medicare  payment  for  hospital  outpatient  surgery  is 
based  on  the  lesser  of  reasonable  costs  or  a  blend  of 
liospital  costs  and  freestanding  ambulatory  surgery 
center  (ASC)  rates.  Freestanding  ASCs  currently 
receive  lower  payment  rates  fr^m  Medicare,  and 
they  reportedly  have  lower  fixed  costs  Uian  do 
hospitals.  A  recent  analysis  found  that  hospital 

US 
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Table  5-2&-ComfnunJty  Hospitals/ Gross  Outpatient 
Revenue  From  Outpatients  as  a  Percent  of  Ibtal  Gross 
Fatlent  Revenue,  by  Hospital  Location  and  Bed  Size, 
1984  and  1987 


19S4 

19S7 

M«tro  hospitals  

18,5 

15.3 

23.5 

20,7 

34.3 

25-49  

17.2 

27.6 

50-99  

16. 1 

25  5 

100-199  

15.2 

23,5 

200-299  

14,3 

20  7 

300-399  

14.1 

18  5 

400-499  

12, a 

18.1 

500  or  more   

9.1 

13.9 

IfOTZ,  Gro&a  patlont  lavenue  consists  of  reveriue 
based  on  full  establlahed  rates  frooi  services 
render ad  to  pat 1 ants,  Inc lading  paymants 
received  fiom  or  on  behalf  of  individual 
patiants . 

Community  hospitals  defined  hare  as  all  non-Fadaral, 
short'tajnn  general  and  othe^  spetxai  se^^ite  hospi 
tals, 

SOtTRCZ-  American  Eiospital  Association,  Chicago,  IL, 
unpublished  data  from  Annual  Survey  of  Eios- 
pitaU,  1584-87, 

outpatient  surgery  costs  are  significantly  greater 
than  the  cuirent  blended  payment  rate  (table  5-26) 
(490),  Hospitals  reimbursed  under  the  blended  rate 
receive  payments  that  are  19percent  lower  than  their 
per-..ase  costs,^ 

Medicare  expenses  for  outpatient  care  have  in 
creased  dramatically  in  recent  years^  and  Congre^^ 
has  directed  that  a  prospective  payment  sy&l^m  be 
developed  for  such  care  (see  ch,  3),  A  danger  cAr>t5 
that  more  stdngent  outpatient  payment  controls 
could  further  increase  the  risk  of  survival  for  manj 
rural  hospitals,  A  1989  study  found  that  if  proposed 
per-case  payment  rates  to  ASCs  were  apphed  to  rural 
hospitals^  they  would  be  38  percent  less  than 
hospital  costs  (table  5-26)  (490).  Outpatient  surgery 
costs  for  a  hospital  service  may  be  greater  than  ASC 
costs  for  that  service  for  a  number  of  reasons: 

•  Most  hospitals*  in  an  effort  to  lower  inpatient 
costs  under  PPS>  have  allocated  portions  of 
inpatient  care  and  overhead  expenses  to  outpa 
tient  services*  whose  cost  thus  becomes  over 
stated. 


•  ASCi>ma>  *'skim''  thelea^t  comphcatcdcaies 
and  better -pacing  patient^^  leaving  competing 
hospitals  with  the  more  complex  and  uncom- 
pensated cases, 

•  At  least  85  percent  of  ASCs  are  located  in  urban 
art;as  (99),  ASCs  can  generate  low  costs 
through  specializing  in  higih*volume  services. 
Rural  hospitals^  on  the  other  hand^  generally 
have  low  surgical  volumes  due  to  low  popula* 
tion  density  in  their  service  areas, 

«  Hospitals  generally  provide  a  wider  range  of 
needed  services  than  do  ASCs,  including  more 
nonroutine  cax  and  standby  capacity  for  emer- 
gencies that  rv^sult  in  higher  fixed  costs.  Other 
requirements  I'ssociated  with  the  need  to  ac- 
commodate intensive  care  in  hospitals  Ougjher 
costs  of  skilled  staff  and  supphes)  may  also  add 
to  cost  differences  between  hospitals  and  ASCs, 

Incentives  for  rural  hospitals  to  provide  more 
efficient  outpatient  care  may  well  be  appropriate.  A 
payment  system  that  assumes  that  rural  hospitals  can 
achieve  the  high-volume  efficiencies  of  ASCs, 
however,  will  probably  be  insufficient  to  cover  costs 
and  may  further  threaten  hospital  survival. 

Costs  and  Operating  Margins 

Fed  by  nsing  amounts  of  uncompensated  care  and 
inflexible  or  inadequate  rein*ursement  from  pubhc 
payers,  total  expenditures  of  rural  hospitals  have 
been  growing  fester  than  total  revenues.  From  1984 
to  1987,  total  expenses  for  rural  hospitals  rose  by 
15,8  percent,  while  revenues  increased  by  only  14.4 
percent  (table  5-27),  TI.^  smallest  rural  hospitals 
eApehenced  the  largest  shortfalls,  total  expenses  for 
hospitals  with  fewer  than  25  beds  increased  b>  28,5 
percent,  while  total  revenues  rose  by  only  2L9 
percent  (3ff). 

By  1987,  the  smallest  rural  hospitals  also  had  the 
highest  total  expenses  per  inpatient  day — $724  for 
ho^itals  with  fewer  tlian  25  beds,  compared  with 
$534  for  all  rural  hospitals  (table  5-28)  (625).  Small 
SCHs  and  frontier  hospitals  had  especially  high 
expenses  per  day,  suggesting  that  the  very  smallest 
and  most  isolated  rural  hospitals  have  the  greatest 
difflculty  providing  a  sufficient  volume  of  services 
to  cover  their  fixed  expeni^es.  Expenses  ako  in- 
creased with  si^  for  very  large  hospitals,  possibly 
reflecting  the  dehvery  of  more  complex  care.  For 


Table  5-26— Mean  Hosprtal  Costs  Per  Case  Compared  Witfi  Mean  Proposed  ASC  Payments  Per  Case  and  Blended  Rate  Payments  Per  Case, 

by  Hospital  location  and  Bed  Size 


Percent 

(A) 

(B) 

(C) 

Difference  bat^een 

Dtffer«nc«  betM«an 

Of  tOtftl 

Facility 

Proposed 

Blendod 

columns  (A)  And  (B) 

columns  (A)  and  (C) 

Hospital 

ASC -approved 

costs 

ASC  payment 

rate  payoient 

costfl  oet  Ciitf 

cftrtta  net  c«* 

typo 

surgical  cases 

per  case^ 

per  casa^ 

por  case^ 

dollars  percent 

dollars  porctnt 

All   100  S640  S394  $517  '36  -$123  -19 

Metro   ei  675  AU  545  -261  -'SB  '130  -1^ 

Howaotro   19  560  361  ^71  -219  '36  '110  -19 

Under  50  bads   2  551  336  445  -213  -39  -107  -19 

50*99   5  592  360  476  -232  -39  '116  -20 

100-169   6  611  379  A95  -231  '36  -116  -19 

170  beds  and  ovar,,,  6  563  386  474  -176  -31  -66  -16 


HOTEt    ASC  Stands  for  andoulatoty  sursen^  contar.    Cost  and  payment  astiaatea  basad  on  outpatient  department  Surgical  bills  froot  October 
1,  1967  through  June  30^  1966. 

^The  U.S'  Health  Cara  Financing  Administration  estimated  costs  for  each  bill  by  applying  hospitai-spanlflc  departmental  cost-to-charge 

ratios  from  tha  Hedicara  Coat  Report  to  charges  on  the  outpatient  department  bill, 
^ASC  payment  par  case  is  adjustad  to  reflect  area  wage  indices, 

'^The  blended  rate  paxci'^nt  equals  50  percent  facility  costs  plus  50  percent  propoaad  ASC  pa?^nt, 

SOURCE:     Prospective  Payment  A&seaamant  Commiasion,  B^dlcare  Pavmemt  for  Hospital  Outpatient  SarReiJr    The  Views  of  the  ProsPecttva 
gavmant  Assaaaaant  COmmissiofl  (Washington,  DC:    U-S,  Government  Printing  Office*  April  1989). 
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Table  5-27— Changes  m  Tntat  Revenue  and  Expenses 
for  Community  Hospitai^'  by  Hospttat  Location  and 
Bed  Size,  1984  and  1987 


Percent  i^hftftfte  l<iaM  to  1967 


Total 

Total 

expenses 

N^'tunotfO  hospitals  

  14,* 

15.8 

6-2*  boas  

,  21.9 

26,5 

25-^0  

  21.0 

23,7 

50-r9  

16.9 

16.7 

6.3 

7.6 

200-299  

,.,  25,9 

27  it 

300  Of  mof A 

  10,5 

10.0 

M«tf 0  hospitals, 

23,9 

25,0 

*Coa<mmity  hospitol*  here  «s  oil  nor-Foderftl, 

shoft"tdm  ^onefttl  aruj  othof  special  8«rvic<  hospl- 
t«Is, 


SOURCE,  Amdfica:i  Gospital  Assoclationf  Chica&o«  lit 
unpublished  d«t«  fr:tD  .*H»nnu«I  Suivey  of 
Hospitals,  1964"19^j7, 

rural  hospitals  of  a  gi/ej  size,  total  expenses  were 
highest  in  nonprofit  hospitals  and  lowest  in  go vemnient 
owned  facilities  (table  5-29)  (<S25), 

Since  expenses  were  increasing  faster  than  reve- 
nues from  1984  to  1987^  patient  and  total  hospital 
margins  declined  in  bodi  rural  and  urban  hospitals 
for  the  period^  (table  5-30).  In  1987,  urban  hosphals 
experienced  the  poc.est  pati'"''t  margins  (minus  3.7 
peicentX  while  rural  hospiiils>  had  die  worst  total 
margins  (plus  3,2  percent),  Nearly  all  rural  hospitals 
had  negative  patient  margins  by  1987  (as  low  as 
minu!  21,5  percent  for  hospitals  widi  fewer  dian  25 
beds);  *iiost  niral  hospitals  (except  f  with  under 
50  beds)  were  able  to  achieve  positive  total  margins. 
Larger  rural  hospiuds  generally  had  better  patient 
and  total  margins  than  smaller  rural  hospitals.  Small 
rural  hospitals  were  more  dependent  on  nonpatient 
revenues  (e,g,4  tax  appropriations)  than  were  larger 
hosp'tals,  but  even  diese  revenues  were  no^  sulfi- 
cient  to  result  in  positive  total  margins  (SO). 

Operating  with  a  negative  margin  in  any  single 
year  does  not  necessarily  mean  financial  distress). 
Negative  margins  may  be  present  in  fmanciaU> 
sound  hospitals  in  a  year  when  die  hospital  is  faced 
with  paymg  for  large  or  unexpected  facihiy  renrva^ 
lions  or  major  equipment.  Conversely,  hospuaL 
plagued  with  serio    ^ nancial  prublcni^  may  have 


managed  to  avoid  a  negad\e  maigin  in  a  given  year. 
The  pres>encc  uf  negative  mdigini>ovei  alongpenod 
of  time,  however,  suggests  deteriorating  financial 
health  (690). 

A  study  of  the  financial  condition  of  rural 
hospitals  during  the  secoud,  thirds  and  fourth  years 
of  PPS  (roughly  1985  through  1987)  compared  rural 
hosphals  widi  positive  Medicare  operating  margins 
(**winners")  with  ones  widi  negative  Medicare 
operating  marg^-'s  ("losers*')  (table  5-31).  "Win- 
ners'^ were  larger  in  size^  had  higher  occupancy 
rates,  had  more  discharges  per  hospital,  and  had 
substantially  lower  costs  per  patient  dian  *Mosers," 
Also^  **winner**  hospitals  in  the  fourth  year  of  PPS 
were  paid  by  Medicare  siiglitly  less  per  discharge 
dian  '^losers/'  leading  die  study  to  conclude  that 
cost  per  patient,  not  Medica^j  payments,  was  die 
**primary  £'-*ermin*jnt**  of  whether  a  ruraJ  hospital 
was  profitable  (<S9c), 

About  44  percent  of  all  **loser"  hospitals  wo^^l<J 
have  ''broken  even''  Medicare  patients  (Medi- 
care revenues  at  least  equal  costs)  in  PPS  ytar  4  if 
they  had:  1)  received  up  to  10  percent  more  revenue 
per  Medicare  discharge^  or  2)  lowered  dieir  cost  per 
discharge  an  equal  proportion,  Anodier  25  percent  of 
**luser*'  hospitals  would  have  achieved  break-even 
stanis  if  they  had  obtained  up  to  ?0  percent 
additional  Medicare  revenue  (696).  These  estimates 
only  apply  to  additional  revenues  needed  for  niral 
hospitals  to  break  even  serving  Medicare  padents>;  It 
IS  not  clear  what  impact  die  added  Medicare 
revenues  would  have  had  on  die  overall  operating 
margins  and  profitabit'^  of  diese  hospitals. 

Access  to  Capital 

Many  rural  hosphals'  physical  plants  and  equip- 
ment, funde^  widi  Federal  assistance  under  the 
Hill-Burton  program  in  die  1950s  and  1960s,  may  be 
in  need  of  replacement,  renovation,  or  moderniza- 
tion (363\  aldiough  little  v>  known  about  tie  extent 
«^nd  nature  of  what  is>  required.  Needed  changes  may 
include  conversion  of  !>ome  of  the  facility  from 
inpatient  Xv  ulher  kinds>  of  scrv  ices)  and  investmen!  n 
diagnostic,  thei  apcutic^nj  administrative  re  sour  1^^, 
Hospitals  diat  have  had  to  use  dieir  cai^h  reserve^  to 
maintain  operations  have  fewer  resource:^  available 


*^t£ni^  fr^m  all  so'  nAiD^  ptj>^'c  c^iDUiLauonst  local  govcnuiKtiL  jfubsidics.  iOvcsinioa  m^ofi  f  ihjih  tuidl  uusb  Tbtal  bospttal  nuugui 

I  clearer  iottiOAui    ji  a  hospital  cm)iru>aQcialcooditioothanpar*eLtt0aTgu], 
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TabJe  5^28— Total  Mean  Expenses  Per  inpatient  Day  for  Nonmetropolltan  Community  Hospftals'Dy  Bed  Size,  1987 


Noiunotr^po  Li  tan 
hospitals 

hospitals** 

HospLtftLs  jtit 
fctmtier  areas 

centers 

6-24  

 $72* 

5948 

$903 

HA 

25-*9  

  5&5 

686 

^35 

$221 

50-99  

  ^9A 

572 

277 

661 

560 

260 

633 

200-299  

  482 

473 

87 

551 

300-399  

  517 

KA 

513 

^00-499  

  519 

NA 

495 

500  or  iDor«*  * . . 

  56& 

NA 

KA 

584 

$651 

$518 

5568 

KQTE:    NA  *  not  applicable. 

^oonnKnltv  bospitjjls  defined  here  as  all  non'Federal  *  shi^rt'sta^^  nonsp^cinlt:'  hi^spitals  (s^e  app^  C). 
^AG  defined  l<n  H«dic«ra  purposes  <S9e  app.  C). 

SOURCE;     Office  of  Techni>l08y  AssessAtsnt^   1990      Data  from  the  AmerLcar^  Hospital  Association's  1987  Annual 
Survey  of  Hospitals. 

Table  5*29— TDtal  Expenses  Per  Nonmetropolltan  Community  Hospltaf'  by  Ownership  and  Bed  Size,  1987 

 Type  of  Omership  

Gov^rt^flent   Nonprofit  For-profit  

M^an  0xp4nft^  Mean  expense  Mean  expanse 

Bed  site  Number         per  hospital^         Kumber         per  hospital^         Number         P^t^  hospital^ 

6-24   il8  51,262  66  $1,478  16  $1,556 

25-49   ^123  2,'*7'*  324  3,087  70  2,825 

50-99   362  5,164  432  6.448  99  6.258 

100-199   165  10,787  305  1^^,087  69  21,080 

200-299   23  25.113  102  25-874  10  22-932 

3D0  or  tnot^   7  47,847  30  $51,378  NA  NA 

Total   .1,098  55,2^^3  1,259  59.618  26^^  $7,216 

NOTE:    NA  -  not  appljicable 

^oirnujnity  hospitals  defined  here  as  all  non^Fedetal  -  short-stay,  nonspec i alty  hospitals  tsee  ^pp  C) 
^In  thousands  ol  <follars 

$OURCE:    Office  of  Technology  Assessment.   1990      Dat^  from  the  Aroeric^in  Hospital  Association's  1987  Annual 
Survey  of  Hospitals 


to  help  fund  such  projects.  Thercforei  outside  capital 
is  often  needed. 

The  sources  of  outside  funding  for  capita]  projects 
in  rural  IiospitaJs  have  changed  over  the  yea^^>.  Until 
the  early  1970s,  hospitaJ^>  derived  most  of  their 
capital  for  major  purposes  fiom  Hill-Burton  con- 
struction i^ants  and  charitaole  contributions.  The 
Hill-Bun  grant  program  ended  at  a  time  when 
charitable  contributions  as  a  proportion  of  capital 
funds  were  also  decLiing.  However,  commetcial 


loan  programs  under  Secuon  242  of  the  Federal 
Housing  Act  developed  in  the  1970s,  enabling 
nonprofit  hospitals  to  dramatically  improve  their 
excess  to  capital  financing  for  construction  and 
renovation  projects.  The  creation  of  the  Medicare 
and  Medicaid  pa>ment  prog^dm^>  m  the  1960s  also 
allowed  hospitals  to  be  rei'^ibuised  a  share  of 
reasonable  capital  costs  (primarily  interest  and 
depreciation)  related  to  the  institutions*  Medicare 
and  Medicaid  patient  load.^  Since  1986,  however. 


^Iq  some  Statc'p  KtetUo^d  doc^s  not  pay  hospiiak  for  capita]  la     satnc  way  as  Medicare  U74) 
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Table  5-31— Comparison  ot  Nonmeuopolit&n 
Hospitals  Having  Positive  and  Negative  Msdicara  FPS 
Operating  Margintr  PPS  Years  2  Through  4 


Hofiplttiia  during 
PPS  2-^^ 


Photo  crotSt:  P^t^f  fS^son 

Some  smair  njra]  hospitals  built  with  Hill-Burton  iusvi^i 
during  the  19S0S  and  1960S  are  now  In  need  of 
major  renovation* 

Table  5^0— Community  Hospital  ISfet  Patient  Margins 
and  Net  Total  Margins,  t^y  Hospital  location  and 
Bed  Size,  i$B4  and  1967 


Kot  patl«nt 

Total  net  her^plta 

1964 

1987 

1964 

1967 

-1.9 

-3.  7 

5  2 

4  4 

Konm«tro  hospitals. 

-0.9 

-2,7 

4  3 

3  2 

6-24  b«d»  

-13  9 

-21.5 

0  9 

5 

25-49  

-6.5 

'tO  1 

1 

50-99  

-1  9 

-3.6 

^  fi 

100-199  

C,5 

-1.0 

4  9 

I 

l.Z 

-0.3 

5  5 

L  ^ 

300-399  

1  7 

-0  3 

5  e 

5 

*00-499   

0  e 

o> 

5  * 

€  - 

500  or  TOOte  .... 

-4.9 

-0.5 

Community  hospitals  daflned  hara  a^  aU  fi^n-F«<i«ral . 
short'torm  fienoral  and  othar  spor  itl  3<^rvie« 
hospitals. 

n&t  patl^tit  margin  i£  aqua!  tQ  patient,  i^vatj^os 
iQlnus  total  costSr  divided  by  patlart^.  '^^^etuAA. 
iDultipHed  by  100 

^The  net  total,  hospital  margin  is  equaX  to  totA> 
ravanuaa  (intLudlns  those  from  scu^ti^pS  thtft  tnar* 
patl«nta  and  Insurers)  minus  total  co^ts.  Jtvid^d 
by  total  revenues^  multlpllad  by  100 

SOURCE?  ^erlcan  Hospital  AsAoclatLon,  Chicago*  IL, 
unpabllahad  data  from  Annual  Survt^y  ot 
dospltalst  196^-1987 

hospitals  have  not  been  nsimbursed  for  Medicare"^ 
fiiU  share  (Ptjblic  Law  99-509),  (In  1989,  Medicare 
paid  85  percent  of  capital  costs  (Public  Law  101^ 
239).) 

The  largest  single  mechaniMn  of  debt  finaticin^ 
for  nonprofit  hospitals  is  now  tax-exempt  re\*^«^e 
O   bonds.  Tax-exempt  financing  is  inlienently  altracti\e 

ERLC 


Positive  Negative  Posit&va  ){«igAi:lv« 
margins     taar^ln^     tnar^in^  marsin^ 


?FS  cavetiui 
ptij  ^^*'->'irs* 

S;.6>i 

«Zp63« 

ni 

S2*770 

Co:;t  p&r 

$2,414 

S2.909 

$2,4.66 

$3.;'*i 

Averaj^t^  hoajiltaL 
slxe  (bads> .  . 

70 

63 

NA 

r^tal  distfihots^^s 
per  hospikt^l 

Z,069 

1,601 

1.902 

:,G76 

Staff 
oocupleJ  bt»d  . 

^  95 

5  29 

5.1* 

5  5i 

Medlcara  l£!\^$L^ 
cf  stay  <<!aysj 

6  5* 

7,06 

6  42 

;  i; 

KOTE  PFS  stj^nd*  tot  ^^^dlcare's  prospactlvw  payroijrt 
ayst«A.  Tabid  fjxcludes  rural  relorral  cvft)- 
ters.  huapltjlfl  izy  Stataa  exompL  fxora  PPS, 
tho^jo  ^i'^h  cost  roport  period*  leas  than 
10  taontha  mor^  thar  14  months,  tho^?  with 
no  Hedicai:«  'llatnarja*  or  laors  than  20,CG0 
Medicare  dlach^rfias.  uria  t"-o»e  with  a  tfltio 
of  Hedlcera  pps  costa-to-i^ischaL'$\a  of  teus 
than  100  or  mo7  than  15.000  KA  ^  not  avail- 
able. 

^Eoushly  corresponds  t^  Fed^^ral  ClscaL  yeara  19&:>-e7. 
Roughly  c^trr ^.por^ds  to  P^darel  fiscal  year  19&7 

SOURCE      U.S.  Depart*neTit  of  Kealth  and  Human  Sarv* 
IceSp  Office  of  Tnsp^ctor  Oeneral,  Status 
of  Rural  KosPitals  Under  the  Medicare  Part  A 
ProsPottive  Favngnt  System  tWashingtonp  DC 
010,  July  1969). 

to  borrowers  because  the  interest  income  is  not 
subject  to  Federal  tax,  and  thus  interest  rates  arc 
substantially  beluw  those  of  the  taxable  marketp 
Such  flnan'  t)g  may  be  le';s  profitable  for  lenders, 
however*  the  potential  for  loan  repayment 
becomes  a  moie  important  consideration  {368,691 
Borrowing  hospitals  may  be  subject  to  greate- 
scrutiny  by  these  tenders,  possibly  adding  to  their 
difficulties  in  obtaining  capital.  Recently,  smaller 
and  declining  operating  margins  of  hospitals  may 
have  weakened  tncir  creditworthiness  with  lenders. 

A  \<jncty  of  public  and  pri\atc  financing  methods 
have  been  used  by  rural  facilities  to  provide  the 
capital  to  fund  major  projects.  Donations  and  local 
fund  drives  remain  an  important  source  of  capital 
funding  in  many  rural  communities.  Huspital^  ma) 
leasu  expensive  ei^uipment  to  a\oid  laige  t^pital 
outU)^.  The  Farmer^  Home  Administration  has 
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been  a  popular  sotiac  of  low*cost  funds  for  non- 
profit niraJ  hospitals,  CHCs,  and  other  health  c^e 
facilities,  although  its  application  review  process  is 
often  criticize  1  as  being  slow  and  cunibersome 
{251),  Rural  bospitels  have  relied  be^ivily  on  local 
bsuaks  capita*  JTuidiag,  but  their  often  higher 
interest  rates  ^nd  ttghtening  credit  restrictions  have 
made  many  less  ccwupetitive  with  urban  banks .  Alt©, 
according  to  a  l9Sy  survey*  iS  States  havs  i^stab- 
lish^  ©uont^^ng  ppogr^^  to  mal-.e  capital  funds 
available  to  nosprofir  Jioi^p  tals  and  oth  dciiities; 
at  ieasE  2  State  programs  oi;  tlic  particular 
cj^ital  tieedi  of  rura?  (ftcUities.  TnesQ  Frograms' 
fomJs,  however,  are  ofte»  ftano'"^y  restsicted,  and 
hospitals  with  poor  creci^  rating:*  ms)'  have  <liffi- 
cuity  qualifying  {474). 

The  proportion  of  rural  hospiiais  obtaiftiDg  n(iw 
capii^il  liebs  is  smsU  but  growing  (table  5-32).  Fewer 
sinall  than  i^rge  rural  hospitals  obtained  uew  capital 
debt  from  39M  to  1987,  perhaps  because  of  the 
inahiliQr  of  nirai  hcs^piials  to  acquire  capital 
financing  (SO).  Tliis  cr^m'l  might  also  be  explained  by 
the  iacreashig  amounts  of  unborrowed  nindir^ 
available  tx>  small  hosoitJ'is  for  capimi  projects,  i  lie 
amount  of  fimds  given  to  hospital  endowments  d^d 
jestr^cted  for  facility  cosistmction/renovation  aud 
other  puJfpOiies  in^T^&scd  significauJy  fo:  smaller 
rural  hospitals.  From  1984  to  1987,  .*sach  funds  rose 
neariy  59  percent  for  hospitals  with  25  to  50  beds 
while  declhiing  15  percent  for  hospitals  with  100  to 
199  beds  (table  5-33)  {30). 

FINANCIAL  Vl/.KIUXy  OF 

coMMUNrrv  hfauh  centers 

Revenue  I s&aes 
Demand  for  Uncompensated  Care 

The  number  of  persons  receiving  discounted  or 
unpaid  care  in  rural  CHCs  is  also  growing.  A  recent 
survey  of  rural  CHCs  reported  that  many  CHC  usei  s 
were  paying  for  services  under  a  sliding  fee  scale, 
l^maittiQg  patients  with  incomes  np  to  200  percrzvt 
of  poverQ^  level  to  pay  less  than  fuU  charge  {i>f 
exact  amount  paid  is  based  on  income  ani  family 
size).  In  1987*  nearly  one*half  of  ail  users  of 
Etirveyed  <7HCs  pi*id  for  services  accordmg  to  a 
sliding  fee  scale  (table  5-34).  The  number  of  patients 
requiring  subsidized  service  in  rural  CHCs  in  1-^87 
ranges"  from  82  percent  of  users  in  Region  VI  lo  only 
J  "  accent  in  Region  I  {307). 


Table  5-32— Community  Hospitals*  Acquiring  New 
Capital  Debts,  by  Hospital  Location  and  Bed  Size, 
1984  and  1987 


I9S4  \Sp 

percent  p**rc©rit 
Hospital  Wumbftr    of  tOl,^\    Hamb^r    of  UiUiL 


Hfttiro                        565  18.  *  729  24 .  i 

Honm»tro                   3^3  12.7  503  J9  4 

6*24  be^s  ....    11  60  23  12  D 

a^-*9               a*  10..'/  nf  i&  a 

^O-Oii                    Ii4  U  Z  i6y  13. fl 

*00-lS3                   9h  li.5  lit  22. S 

200-/ir*                    li*  13. i  36  36// 

300  or  ovoio              i;  32  6  IS  *7.< 


a~norb*bcir£)  $^vca1  ttnd  obh»r  i^peclal  aorv^ce  ho^pl-^ 

SCJTHCE*    Ameirlran  Hoapibol  Asaoclttuion,  ChLtftfto,  I* 
unpublished  d4ta  t^oja  Annual  litirvfty  of 
HospiUla  1984-1967 

The  inability  of  n^ral  CHCs  to  recoup  the  full 
charge  h  also  reflected  in  the  ce  iters'  overall 
c'^Uection  rale  In  1988,  just  48  percent  of  all 
cn:^ ','s — whether  full  or  discrunted — ^^vere  col* 
l-^ci  4.  RegionaUy,  rural  CKC  collection  rates 
ranged  from  82  percent  of  charge  sin  Region  1  lo  just 
26  percent  of  charges  in  Region  H  (658). 

Reliance  on  Public  Payni/nt 
and  Funding  Soijrces 

The  proportion  of  *xral  CHC  rever.u'^s  that  derive 
ftotn  pubhc  paymen;  sources  has  increased  noticea- 
bly in  recent  >(;ar&.  In  1984,  Medic^d  revenues  were 
about  19  p'srcen*  of  total  pa^ienl  revenue;  by  1988, 
the  proportion  had  risen  nearly  25  peicctu  (figrire 
5-5).  Ehiring  the  same  period*  the  proportion  of  total 
revenues  c^l'^ccted  directly  from  patients  fell  from 
44  to  38  percent  (658).  These  trends  offer  additional 
evidence  th?i  rural  CHCs  are  serving  increasing 
ii'jmbers  of  patients  who  are  unable  to  p'ay  for  basic 
health  care 

De^p'tt  overall  increases  in  patient  revenues, 
riiCs  remain  heavily  dependent  on  govmunent 
grant  funding  to  cover  expenses.  Rural  CHCs  rely 
more  heavily  than  oth^^  on  Federal  grants  as  a 
proportion  of  total  revenue,  even  though  the  propor- 
tion has  declined  shghdy  in  recent  years  stable  5-35 ) 
{585).  Amop  rural  CHCs,  frontier  CHCs  are 
especially  de^^^ndeni  on  Federal  funds.  For  the  years 
1985  through  1987,  30  fronrier  centers  surveyed  in 
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Table  S^33^Aggregate  Funds^  Given  to  Endowments  or  Available  for  Plant  Raplacamoj.t  Ejip^.«slon  and  Other 
Restricted  Purposes  In  Community  HospltQls^  by  Hospital  location  and  Bed  Size,  1984-87 


Percent  cha" 


Ho«pitaL 

1935 

1986 

1937 

198* -37 

$5. 175.3 

$5,231.0 

$5,736.0 

$6,021.2 

16.3 

343.5 

915.9 

903.7 

379.0 

3.6 

6.3 

4.5 

3.1 

9.1 

44.4 

25-49  

56.0 

79.7 

95.4 

92.0 

58  6 

191.5 

213.6 

2*7.9 

260.7 

34.  7 

L00-L99  

360.7 

339.6 

346.6 

305.0 

-15.4 

ZOO -299  

160.3 

159  3 

143.6 

153.6 

-4  .  4 

300  or  more  .......... 

69.1 

64.1 

59.1 

53.4 

-15.5 

'rn  mlLlions  of  doLLor^. 

(yniy  fund  balances 

(balance 

retnainins  after  «ubtr 

acting  hospital 

liobilitieft  from 

sets)  ar«  reported. 

^ocixnunity  hospitals  defined  here  as  all  non  Federal,  short^temi  een«r«l        other  special  service  hosi^itals 
SOURCE.    Annual  S'^rvey  of  Hospitals*  Chicago*  IL*  unpublished  data  £ron)  Annual  Survey  o£  Hospitals*  1934'19d?. 


Table  :;C4— Patents  Requiring  Subsidies  In 
Rtoai  r^^d^Bfty  Rmded  CommunEty  Hadth  Centers  (CHCs), 
by  Region,  1987 


RsSion^ 

Total  clinic 
ti«ors 

All  slidins 
£«•  tift«rs 

Percent  of 
total  user» 

I  .. 

  9*430 

640 

7 

rl  .. 

  9*010 

1.430 

16 

Ill  .. 

  e*545 

).$62 

25 

rv  .. 

  6*311 

^*541 

63 

V  .. 

  9*045 

3*117 

34 

VI  .. 

  9,455 

7.732 

32 

vti  .. 

  5,0C4 

1.504 

30 

viri  .. 

  4,355 

3*063 

62 

:x  . 

  18*300 

6*973 

33 

X  .. 

.   ...  6*52Z 

4,361 

75 

Total, 

  6,7/o 

4,311 

49 

the  amoum  of  funds  received  by  urban  CHCs.^ 
According  to  a  recent  analysis^  rural  CHCs  in  1986 
received  nearly  60  percent  fewer  Federd  grant 
dollars  per  center  and  1 S  percent  fewer  grant  dollars 
per  patient  than  did  urban  CHCs  {table  5-36)*^'  Frou. 
1983  to  1986>  the  average  amount  of  grant  funds  f  <n- 
patient  in  rural  CHCs  declined  slightly,  compared 
with  an  increase  of  27  percent  in  per-patient  funds  to 
urban  CHCs  (272)*  It  is  diJSicult,  however,  to  know 
whether  rural  CHCs  receive  inappropriately  less 
Federal  funding  than  urban  CHCs  without  analyzing 
in  more  detail  differences  among  centers  in  such 
factors  as: 


KOTE:  Users  a^e  averages  per  cmter.  Rural  CHCs  are 
those  identified  by  the  U.S.  Department  of 
Health  and  Kupjan  Se^vice^  reaiofiil  oCfices 
that  approximate  a  center's  location  in  a 
nonnietropol itart  f^ea. 

^Federil  Department  of  Health  and  Human  Services 
re3iOTJs  (»«e  app.  F). 

SOtFRCC:  Joint  iturel  K^^alth  Task  Force  of  the  Nation* 
al  Afsociati^n  of  Cccraminlty  lealth  Canters, 
Wasbinston,  DC,  and  the  l.ational  Rural 
B«<ilth  Association*  Kansss  ^  ity.  MO,  Conimi^ 
nity  ReaUr,  ^ante^s  a^^d  the  Rani  Econonyy 
The  SMujfcftLe  ji^r  Survival    December  1936 

5  States  needed  Federal  grants  to  cover  about  65 
percent  of  their  qperating  expenses  (204). 

The  amount  of  Federal  dollars  granted  *o  nirU 
CHCs  has  been  significantly  less  in  recent  years  than 


•  patients'  abilities  to  pay  full  charges; 

•  dependency  on  direct  parent  revenues  (^ve- 
nues from  nongrant  sources^; 

•  scope  and  costs  of  center  services  and  opera* 
tions  {e.g.,  ext<^ni  of  on-site  anciljary  ^*r^kc:>). 
uid 

•  seventy  of  healtl>  problems  in  pauents  sen/ed 

Costs  and  Operating  Margins 

As  with  h  spitals,  total  expenses  for  rural  CHCs 
have  been  rising  faster  tlian  otal  revenue.  ToUl 
expenses  increased  19  percent  between  1986  and 
1988,  compared  with  about  16  percent  foi-  total 
operating  revenue  {see  table  5-35).  In  1986*  totai 
revenue  exceeded  expenses  in  rural  CMCs  by  $8 
million  -about  $21,000  per  center,  by  1988,  the 
margin  was  needy  elimindted.  The  proportion  of 


^DtffcfcnccsiiilticpfopcnioD  ol  ba^ii^  gram  mo^  ^sdismbuicd  tt^nirai      u  ban  ^puxtuxur^f  Kju^iunt  t^diixniu^  iiavc  i.l\jvfly  kv^a^Cid  s  j^i'. 
iQid*798(h  (660). 

CHC  gtaotecs  rtprescQi  o^a  60perccmof  (be  total  QIC  graniccsi  bb  they  serve  abiiunJit  iarrit  Uimiha     oscr^  »ia  mbari  CMC  jjiantocs 
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Figure  5-5— Sources  of  Payment  lor  Services  (n 
BuraJ  Federejiy  Funded  Communjty  Health  Centers, 
1984,1988,  and  1988* 


3our<:»     Payment  coir»ci»on* 

hfOTE:       may  nc<  equal  iOOp«to«nldu0*^  '^incfinn 
m»9ontn19Sa 

SOURCErOfflo*  <rf  Tschft>^)gy  Afts«eam«>tl.  1W0.  Data  from  US. 

artd  S«v(c««  AMnbUvllon,  Bur«ait  of  KocJttv  Car«  DoLivof^^ 
Aa3t$tanc«i,  HodnriVe;  MO.  ufip^o(l»hed  :9a4-Q&  da^a  lor 
rural  oommunft/h^h  ocrvtw*  from  'h«  BCRI^  Fit^.  provhM  by 


revenue  derived  from  Federal  grant  fwAs  dropped 
byDearlyl0percetttfroxnl986tol98''^  andthedr^p 
was  barely  balanced  by  tbe  26  pcicei^*  jicrcase  u 
patient  revenue  for  the  period  (see  figure  5-5  and 
table  5-35)  (585,6581 

FACILITY  CLOSt'JiES 

Facilities  that  cannot  gene  ^te  sufficient  revenue 
to  nialntain  their  financial  viability  eventually  close.^ 
Where  alternative  sources  of  care  are  not  easiiy 
available,  facility  closure  could  severely  lamit  access 
to  critical  services  by  people  living  in  die  commu- 
nity. Where  services  are  duplicative,  on  the  other 
handjfacility  closure  may  actually  allow  local  health 
care  resources  to  be  allocated  for  better  use.  The 
following  section  describes  die  trends  m  rural 
facility  cbsures  and  dieir  potential  consequences  for 
access  to  care  and  general  efficiency  of  die  healdi 
delivery  system* 

Number  of  Hnpital  Closures 

Rural  community  hospital  closures  totalled  237 
from  1981  through  1989,  widi  annual  numbers  rising 
steadily  for  most  of  diat  time  (figure  5-6)  Since 
1985.  more  rural  dian  urban  hospitals  have  closed; 


*mbleS*35— Community  HealthCenter(CHC)  Revenue 
and  Expenses,  1986  and  1988 


Chans « 

1966        1956  1966-66 

V(«d>ftr  ot  CBDl 

Rural   362         319  -16.5 

Total   600         526  -12.3 

Rural   S356        S^15  16.5 

Total   Sa77        S9i7  13.7 

FarcoDt  Fad«r«l  grtotr 
of  total  ravMw 

Rural   52X  ax  -9.6 

Total   ABI         43t  -10.4 

Tot«l  ajpooaoa 
On  «tlli«i»  o7  doUiira) 

Rural   53*8  SaU  19  0 

Total   Se66  S£98  15,2 

NOTE  Dafinitiona  uaad  by  U.S>  Departmottt  '^f  Haalth 
and  Huoan  Sarvl^aa  xa6lonal  offlcaa  to 
idantify  CHCs  as  ruxal  or  Mrbatt  approximata  a 
cantar'a  location  in  «ithar  a  nonmatropoXitan 
or  metropolitan  «rea. 

'^Total  operatiDs  ro^^atit>»  includes  both  ravarua  £rom 
pattant  Chareas  and  nonpati«nt  ravanua  luch  as 
r«daraX  S'.«t)^  funds. 

SOUHCE.  ifuXXiva^.  Butoau  of  Hoalth  C-^re  Oalivaty 
attd  Aaai^tanCOr  Health  RoaourCaa  and 
Sa^iCaa  Admin^atratiottr  U.S.  Dapartmsttt  of 
Health  and  Human  SarvkC^a  RockviXla.  KT^. 
parv^nal  cofrmuniCation,  January  ]939^ 

in  l^fi9,  rural  hospital  closures  represented  over 
two'thirds  of  aU  community  hospital  closures  {32S). 
A  recent  report  predicts  that,  if  these  trends  were  to 
i.ontinue,  40  percen(  (about  2J00)  of  all  U.S. 
hospitals  would  close  or  convert  to  odier  healdi  care 
purposes  by  die  year  2000  {415).  Only  three  States 
(Rhode  Island,  Vermont  and  Wyoming)  and  the 
District  of  ColuTiibia  had  no  hospitals  (.lose  between 
J980and  m9{33J16l 

Available  figures  on  hospital  closures  are  not 
always  complete  and  use'^il  measures  of  changes  in 
access  o  basic  healdi  sei  vices.  Ar.'^ual  AHA  num- 
bers on  coiiimunity  hospital  cIo.sures  include  as 
"closed"  all  hospitals  diat  no  longer  provide  acute 
inpatient  care  (as  of  die  end  of  the  yeai).  Some  of 
these  hospitals  may  still  have  an  acute-care  license* 
or  dicy  ma/  Save  remained  in  operation  as  a 


^'^Iticfie  may  t>cita90G4  otlkcr  ihao  niianciaJ  tuvdstup  for  tlic  closufc  of  hcaltfa  care  facilities  (c  g..  government  regutatioK  facility  magen;) 
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l^blo  546— Geographic  Distribution  of  Community 
Health  Centers  and  FMeral  Funding,  1983^6 


LocAtion  1963        1984        1965  1966 

SufribQr  of  eoBgmmltv  haalth  cantors* 

Kursl   366         396         390  365 

Urb«n   201         210        212  215 

Putidtht  fin  tpnliona  oC  doUars. 

Rural  tU'/        $135        $1*9  $162 

Urb«n   146         213         227  234 

Av^r«S«  finding  par  ctntar 
(In  thouaattda  of  dollara) 

Rur«l   $A02       $3^1        $3&3  $444 

  736        1014        1071  10$6 

Average  funding  par  patiei.t 

 tin  doUaj;^J  

Rural   $69         $60         ^65  $66 

Ur*>*n   55  77  61  60 


Figure  Closure  of  U.S.  Community  Hospitals 
by  MeUopolltaaNonmeUopolltan  Status,  l98t-89 
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I        '    i  44 


1981     1(982     ma     1984     1^$$     ^38     \9h7    1988  1989 
r^-J  Koflmatro     ^    i  Metro 

SOURCH;  Office  of  Tddinology  Asses3fn«rrt,  1990.  Dada  from  P.  Kratowk. 
H6ftptta)  Data  Oe/itar.  Am«rtcan  Hospital  Association,  Chk^go, 
H,  paraonalcormntmicatlon,  Aprfl  1990. 


HOTE,  Definitions  utted  by  U.S.  Departin^nt  of  HaalLrh 
and  Quman  Sarvlcoa  ra4>ional  officer  to  Idan- 
tiCy  cnCs  as  tural  or  urban  approximato  a 
cantar's  location  in  aither  a  nonmatropoli- 
tan  or  mattopolitan  ar«a. 

^Hundber  varies  alii^htly  CroiD  roportad  figures  of  tha 
U.S.  PubUc  Health  Sarvica. 

SOURCE.  Bornar,  fmpact  «f  Fad^ral  F^imaty  Ca£& 
lolicy  In  Rural  Araas.  Empirical  Evidence 
From  tho  Literature"  llie  Joumni  of  Ruritl 
Health  4C2):13-27,  July  1988. 

Specialized  hospital  (e.g.,  a  psychiafni.  faulit>>  or 
converted  to  another  type  of  health  care  iacili,y  (e.g., 
ntirsing  home  or  ambulatory  care  clinic>  {178). 
Qne^halfofallniralhospitalsthatclosedm  l987had 
reopened  as  some  kind  of  health  care  fav.Jit>  by  May 
1989  (see  table  5-37)  (692).  At  leai>t  one  new  rural 
hospital  opejed  in  1988  (775). 

Characteristics  of  Closed  Hospitals 

The  typical  recently  closed  rural  hospital  is  small, 
for^^JTOfit,  and  located  in  the  South.  All  of  the  40 
rural  hospitals  that  closed  in  1987,  for  example,  had 
fewer  than  200  beds;  65  percent  of  them  had  fevter 
fiian  50  beds.  For-profit  hospitals  accounted  for  40 
percent  of  closed  facilities  in  that  year,  compared 
with  35  percent  for  private  nonprofit  hospitals  and 
25  percent  for  government -owned  hospitals  (33).  In 
1988.  rural  hospitals  in  the  South  Adandc,  East 


Soudi  Central,  and  West  South  Central  census 
regions  accounted  for  70  percent  of  all  rural  closures- 
Texas  led  all  States  widi  nine  rural  hospital  closures 
(3S2). 

Rural  hospitals  that  closed  in  1987  had  signifi- 
canUy  lower  occupancy  r^ies  than  both  closed  urban 
hospitals  and  all  open  facilities  (table  5'37)P  In 
interviews  with  State  and  local  officials  familiar 
with  the  closed  facilities,  factors  most  often  related 
to  closure  for  both  rural  and  urban  hospitals  wore 
decUn'ng  occupancy  a*  d  die  jesul^g  declines  in 
revenue  and  inaeases  in  per-case  costs  (692).^ 
Receiving  urban  PPS  payment  rates  would  have 
increased  revenue  and  l^elped  ^me  of  the  closed 
hospitals,  but  die  closed  hospitals  as  a  group  would 
still  ha'  e  had  negati'  e  total  ho  pital  and  Medicare 
operating  margins  (694). 

In  a  survey  of  29  administrators  of  rural  hospitals 
that  Josed  in  1987^  competition  from  other  hospitals 
was  cited  as  a  key  factor  in  closure  by  nearly  70 
peri^cnt  (table  5-38)  (33).  A  study  of  rural  hospitals 
for  die  penoJ  1980  thiough  1987  found  that  Uosed 
rural  hospitals  were  more  often  loi^ated  in  counties 
v^idi  many  odiei  hospitals  and  high  raDosof  hospital 
beds  to  population  {409).  Closed  hospital  had  alio 
offered  fewer  services,  had  had  pioportionaicly 
more  long  lerm  care  units^  and  were  more  likely  to 


^^n]isre{H)ndcfiiieddos^faclUde3astbos<aoto£^aprovi  HuapiuJAvtu^u)$afvlrcopcmng.4ndi^o)C 
micipqg  or  sotd  to  otbcf  l>0SpJ|al5  in  whtcli  tbebospilal  rcmaxned  open  fo^  a^txtc  mpaijCDL  vju  ,  %vci\.  mi  xtM^m^oX*  fc^u/^iiji^  in  icwci  vmuio  than 
implied  ftom  AHA  data. 

^tmilaf  charactcHstks  were  p»xscot  for  nual  hospLuls  closing  in  iSiSS  (69S). 
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Table  5-37— CharactGrlstlcs  of  Community  Hospital 
Closures  m  1987,  by  Hospital  location 


Konntetro  Met£o 


Total  ha»pit«l«  clOi*d*   37  32 

P«£c«nt  of  all  ho»pit4tlfi   1.5  1.2 

Pe£c«nt  closvd  with  undo£  50  bedfl,,.      76  47 

Occupctncy  £tttft  (p«£C«fnt): 

Clofted  boflpitalft   21  30 

All  hospitals   37  56 

Avorftga  dfllly  patient  census 

of  elosurea   9,1  24.6 

Percent  of  ctxanunltles  ^ith 
closed  hospitftls  h^vlnS: 
6on«rfli  hospital  tflthin 

20  mile*   75  100 

EoQetgency  servioea  t^ithln 
20  miltt   7&  100 

Current  ua«  of  elosod  hospitals^ 

Kumb«£  reopened  as  hospital   k  k 

Kumb«£  £eopen«d  as 

long-tern  ea£s  facility   7  1 

Kumb«r  r«Dpened  tts 

Dut'patient  services/clinic,,,.  4  12 
Kumbe£  reopened  as  specialty 

t£eatinent  facility   3  3 

Ktimbe£  vacant   20  14 


^Hospitals  that  stopped  providinft  general,  ahort^ 
term,  acute  inpatient  services  in  1987,  Hospitals 
closing  And  teopenlnSf  or  merging  or  sold  to  other 
hospitsla  in  1987  are  not  Included, 

^As  of  Hay  1989,  Sums  a£e  (reate£  than  total  number 
closed  due  to  Q  ^f  the  60  ho$pitsls  providing  more 
than  on«  service  as  another  heelthcata  facility, 

SOURCE:  U,S,  Department  of  Health  an.t  l^uman 
Servicesj  Office  of  Inspector  Generalj 
Hospital  Closur^aj  10&7.  (Waahinston^  DC: 
OJG,  May  X930) . 

be  undor  for-profit  ownership,  Member&hip  in  ?. 
miiltihospital  system  was  associated  with  a  de- 
creased risk  of  rural  hospital  closure  (^09), 

Impact  ofHospiial  Closures  on  Access  to  Care 

Fewgeneralizationscanbe  made  about  die  impact 
of  rural  hospital  closure  on  access  to  care  by  local 
residents,  Aldiough  in  most  cases  die  counties  of 
closed  hospitals  contain  odier  alternative  hospitals, 
in  some  cases  die  closed  hospital  may  have  been  die 
only  source  of  care  for  a  large  area. 

A  study  of  hospital  closures  between  1980  <md 
1985  found  diat  of  die  85  rural  counties  widi  a 
community  hospital  closing,  6  were  left  widiout  a 
ho  spital  of  any  kind  {408),  A  recent  study  founu  diat 


Tabtd  5>3d— factors  Related  to  Hospital  Closure  in 
1987 as  Reported  by  Nonmetropolttan  Hospital 
Administrators^ 


Kuihber  Percent 
raporting  reporting 


pQ^ec  admissior>a   26  96^6 

Fewer  <]ay4  of  care   25  96^6 

Annual  operating  lo«s«£   25  56  2 

Competition  from 

other  hospitals  H . .   2D  69^0 

Reduced  i  i£e  of 
medical  ataff   19  65.5 

Lack  of  gen^coatty  of 

Hedlcald  program   13  44.8 

Lack       C0(ppetency  of 

top  manageffient   12  41  4 

Service  cutback a  aclslns 

fcoro  Medicare  PPS**   11  37  9 

Employee  cutbacka  arising 

from  Madicare  PPS**   10  3A.5 

Unproi^itable  ancillary 

services   10  3A  5 

Loss  Of  key  staff   IC  3A.5 

High  munlbflra  of 

uninsured  patients    9  31,0 

Total  reapondontSn ,      . . .  ^  ,  ,  29 


tsOTEn    Reaaons  reported  by  leaa  than  30  p^rc^nt  of 

adEminlstrators  ttze  not  listed. 
^Includes  responses  by  29  adminiattrators 
^PPS  *  Prospective  Payment  Systan, 

SOURCE'  American  Hospital  Association^  Rural  Hospt- 
tal  Closure-  Mftna;i:emet>t  and  rrjftnunitv  Tm- 
^Icationa  (Chicaso,  IL;    Ai!A,  1981) 

25  of  die  156  rural  community  hospitals  closing 
from  1980  to  1987  were  the  only  general  hospitals  m 
their  respective  counlie^,^^  All  so-called  '  monop- 
oly" closures  were  of  hospitals  widi  fewer  dian  100 
oeds.  Most  of  die  hospitals  were  for-profit  owned 
and  had  experienced  marked  declines  in  admissions 
before  diey  closed  (252), 

A  study  of  hospital  closures  in  1987  found  diat  die 
nearest  general  hospital  for  one-fourth  of  die  rural 
communities  widi  closures  was  more  dian  20  miles 
away,  and  residents  in  diree  of  die  communities  widi 
closures  had  to  travd  more  dian  30  mile^k  for 
inpatient  care.  However,  even  before  die  hospitak 
cIo£ked,maniy  re^kident^  weie  already  bypa^fking  dietr 
local  hospitalfk  to  u^e  other  facditiefk  for  (.are  {692), 


^  31  Only  closures  in  tbc  43  contiguous  Stales  were  iDcIuded. 
ERJC 
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A  recent  study  of  rural  hospitals  in  Minnesota 
judged  12  of  the  State's  ^5  small  rural  hospitals  to 
be  '^financially  vulnerable/'  most  bad  negative 
operating  margins  in  each  year  &om  1984  to  1987. 
Five  were  held  to  be  in  imminent  dangerof  closing. 
If  aU  12  hospitals  were  to  close,  the  number  of  rural 
residents  located  oiorc  than  30  minutes  £rom  a 
hospital  would  nearly  double;  about  5,800  residents 
would  be  more  than  45  minutes  &om  a  hospital 
(Currently,  about  19,000  rural  Minnesota  residents 
in  14  counties  must  travel  more  than  30  minutes  to 
reach  the  nearest  hospital;  fewer  than  500  residents 
must  travel  more  than  45  minutes  (391).) 

In  addition  to  longer  distances  to  receive  a^^ute 
care,  hospital  closures  often  lead  to  concerns  regaid 
ing: 

•  Rcq>id  access  to  critical  emerg&tcy  and  obstetnc 
care — ^Thirteen  of  twenty-nine  administrators 
of  closed  hospitals  believed  that  community 
residents  needing  trauma  care  would  have 
greater  problems  receiving  this  service  {33). 
Residents  in  eight  of  the  rural  communities 
with  hospitals  closing  in  1987  bad  to  travel 
more  dian  20  miles  for  emergency  care,  al* 
though  all  had  available  emergency  transport 
services.  In  only  one  of  the  eight  towns  was 
ambulance  travel  time  more  than  30  minutes 
{692\ 

®  Maintaining  access fcr  the  lowincome  and  less 
mobile  elder.  -Nearly  three-fourths  of  sur- 
veyed admmis  ors  felt  that  closure  would 
increase  probleti.  jf  access  to  hospital  care  for 
elderly  patients;  35  percent  believed  that  access 
would  be  impaired  for  many  low-income  per- 
sors {33y 

•  The  ability  of  communities  to  attract  and 
maintain  physicians  and  other  providers — Forty- 
one  percent  of  the  administrators  believed  that 
some  conununity  physicians  womd  relocate 
due  to  closure  (33). 

•  Uf^amiliarity  with  <iuality  of  care  at  remaining 
or  alternative  facilities. 

Efficiency  of  Hospital  Closures 

It  is  by  no  means  clear  that  hospital  closures  are 
always  undesirable.  Hospitals  may  be  in  financial 
distiess  because  they  provide  poor  quahty  care,  oi 
because  there  are  more  hospitals  than  a  communit> 
needs  or  can  i>upport.Thirty-one  percent  of  surveyed 
'  listrators  of  rural  hospitals  closing  m  1987  felt 
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the  closure  of  the  hospital  would  hav?  an  overa'J 
positive  benefit  to  the  community.  The>  believM 
closure  would  reduce  the  oversuppl>  of  bo^pital 
beds  and  the  community's  reliance  on  outdated 
facilities  (33). 

Most  small  rural  hospitals  have  low  occupancy 
rates.  Where  more  than  one  such  hospital  exists  in  a 
community,  closing  one  hospital  may  strengthen  the 
position  of  the  other(s).  Closure  can  benefit  the 
community  as  a  whole  by  lowering  costs  at  the 
reoiairUng  bospital(s)  (through  increased  utiliza- 
tion), and  by  enabling  a  sufficient  patient  base  to 
justify  a  more  extensive  array  of  services*  Although 
studies  of  hospital  use  in  the  1970s  found  minimal 
cost  savmgs  resulting  &om  hospital  consolidation, 
average  hospital  occupancy  rates  were  higher  at  the 
time  of  these  studies,  and  savings  may  be  more  likely 
today  (382). 

In  some  cases,  howe'  er,  use  of  another  hospital  by 
residents  previously  .s^edb>  aclosedbospitalmay 
not  lower  health  c?.e  costs.  If  the  alternative  hospital 
provides  more  costly  care  than  the  closed  hospital 
(e.g.,  if  it  IS  an  urban  hospital  with  high  inpatient 
costs  and  receiving  high  payment  rates),  system 
costs  may  not  decrease  {382). 

Even  where  hospitals  have  low  utilization,  there 
is  a  trade-off  between  health  system  cost  savings 
through  service  consolidation  and  cost  increases 
associated  with  reduced  access  to  care.  The  trade*off 
becomes  more  critical  as  the  distance  of  alternative 
hospitals  from  closing  hospitals  increases.  If  pa- 
tients forego  vital  care  because  the  source  of  acute 
care  is  inconveniently  located,  if  they  postpone  care 
until  their  health  problems  are  more  expensive  to 
treat,  and  if  transportation  and  opportunity  costs  of 
reaching  the  new  source  of  care  are  high,  neither 
system  costs  nor  community  health  may  benefit 
from  hospital  closure. 

Closure  of  Primary  Care  Frxilities 

Little  is  known  about  closures  of  primary  care 
facilities,  although  some  data  for  the  l9$0s  are 
available.  The  number  of  federally  supported  CHCs 
in  Turai  areas  has  declined  in  recent  years.  From 
1984  to  1988,  75  CHC  grantees  closed  and  51 
opened  (table  5  39j.  Most  closures  on^urred  m  1985 
and  1986  during  an  active  time  foi  mergers  of 
centers.  Both  dcti\  itics  nia>  ha\  e  been  influeni.cd  b> 
Fedeial  poh^.je^  that  were  mtenJed  to  enhance 
affiliation^^  among  CHCi*  and  other  pio\ider&  a'ld 
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Table  >39^hanges  In  Rural  :;^omniunlty  Kpalth 
Center  Grants:  Mergers,  Cbsures,  and 
New  Starts,  'i984^ 


Year* 

Mors era ^ 

Cloaures^ 

N«V7 
atarts^ 

Wont 
prlva  ta^ 

rotaL 

1984  ... 

1 

14 

IZ 

0 

Z7 

19&S  

..  IZ 

IS 

7 

0 

3^ 

1986  

21 

31 

18 

0 

70 

1987  

8 

11 

11 

0 

30 

19&8  

.  2 

4^ 

3 

Z 

11 

TOrAL. 

..  4^ 

7S 

51 

Z 

17Z 

riOTE:  Definitions  used  by  U.S  :)epartinent  of  Health 
and  Human  Serviced  r«j(lonal  offices  to 
identify  CSCs  ^9  ruxal  approximate  a  centex  s 
locatfon  id  a  nOfunetropoLltan  arein 

*FederaL  fiscal  yoar. 

^hosa  marslnjt  with  another  CHC. 

^Thoje  closing  or  phasidg  out  operations. 
Hew  CBCs  beginning  operations  that  yoar. 

^Those  choosinS  to  relinquish  Federal  supv^ort  and 
come  private. 

^Iitcludins  i  that  phased  out  to  become  part  of  a  hos- 
pital. 

SOURCE:  E.  Sullivan.  Bureau  of  Health  Car?  Deliver/ 
end  Asaist^nce^  Health  Resources  and  Ser- 
vices Administration^  It  S.  Department  q£ 
Health  and  Human  Services^  Roc^ville^  KD, 
personal  connuni cation*  January  1989. 

iniprove  center  efficiency  (585).  No  information  is 
available  on  the  areas  where  rural  CHCs  closedi  or 
the  reasons  for  closure. 

A  study  of  nurse  practitioner  and  phys^'^ian 
assistant  (NP/PA)  sateUite  centers  estabhshed  m  the 
1970s  suggests  that  some  of  the  reasons  for  closure 
of  primary  care  facihties  may  have  changed  over 
time.  In  a  national  sample  of  44  rural  NP/PA  satelhte 
centers  surveyed  between  1975  and  1985,  12  had 
ceased  to  fimction,  leavmg  their  cOTimunmes  with- 
out immediate  sources  of  prnnary  care.  Of  the  eight 
centers  that  closed  before  1979,  reasons  given  for 
closure  included  poor  financial  management,  death 
of  the  backup  physician,  relocation  of  the  town's 
major  empbyer,  the  center's  purchase  by  a  physi- 
cian who  later  left  the  area,  and  establishment  of  a 
new,  physician-staffed  clinic  nearby.  The  average 
population  of  these  communities  (in  1980)  was 
1,960,  yet  by  1984,  physician  practices  had  located 
ui  all  of  them.  For  the  four  centeis  that  closed  after 
1979,  however,  the  major  reason  given  was  tow 
service  utiUzation.  The  average  local  population  was 


459,  and  no  new  providers  were  expected  to  locate 
m  these  towns  soon  (103), 

POPULATION  MOBILITY  AND 
ACCESS  TO  CARE 

Patient  Outmigraiion 

Regardless  of  whether  local  hospitals  or  climes 
have  ctosed,  many  rural  residents  have  already 
decided  to  leave  their  local  communities  to  obtain 
some  or  ^  needed  services.  Such  action  may  be 
either  for  the  purpose  of  receiving  care  locally 
unavailable  (e.g.,  highly  sophisticated  tertiary  caie), 
or  because  residents  choose  not  to  use  local  services. 
A  few  studies  have  attempted  to  documem  this 
**outmigratioci"  for  hospital  services  m  rural  areas. 

A  1988  study  examioing  the  patient  travel  pat- 
terns of  Medicare  beneficiaries  in  rural  areas  sug- 
gests that  a  significant  number  of  patients  relied  on 
out*of-aiea  institutions  for  mpatient  care.  The  study 
compared  rural  hospitals'  actual  shaie  of  the  number 
of  Medicare  residents  in  their  mari^et  area  who 
obtained  care  at  any  hospital.  Whei  a  very  narrow 
definition  of  a  hospital's  market  area  was  used,^  64 
percent  of  all  rjral  hospitals  provided  at  least 
one-halfof  the  total  mpatientdischarges  of  Medicare 
patients  residing  in  their  market  area.  Just  7  percent 
of  rural  hospitals  (195)  provided  as  much  as  75 
percent  of  the  inpatient  care  used  by  Medicare 
patients  from  their  narrow  marke;  area.  When  the 
widest  market  area  definition  was  used,  rural  hospi- 
tals' nutrket  shares  were  smaller;  only  46  percent  of 
rural  hospitals  provided  at  least  one-half  of  the 
inpatient  discharges  of  area  Medicare  patients.  For 
the  most  isolated  hospitals— those  that  were  50 
miles  or  more  from  the  nearest  hospital  or  were  often 
inaccessible  due  to  seasonal  weathe^  conditions — 
market  shares  were  stUl  surprisi'^  *  small.  Usmg 
the  widest  maiket  defmition,  feu  .^an  6  percent  of 
these  hospitals  delivered  as  much  as  75  percent  of 
the  inpatient  care  of  area  Medicare  beneficiaries 
(589). 

A  New  York  study  of  travel  patterns  for  inpatient 
care  by  rural  residents  dunng  1983  found  that  71 
percent  of  all  hospitalizations  of  rural  lesidents  were 
m  the  patients'  own  county  (table  5-40>.  The  oldest 
rural  residents  were  the  lea^^t  likely  to  travel  for  care. 


^^Tbr  narrowesi  defimuoo  of  a  bospiul's  mattfl  area  io^^hidod  iht  ZIF  loJca  aa  est  ibc  tt^^pjutl^  add  hum  whi^h  ihc  iatiiitics  drew  at  icxn 
SQpcn^eot  of  thrir  Medicare  palietilS  iht  ^4csi  ^mittoiQ  Ukc^ludcd  ZIT  l  vdcs  ffom  which  the  ho^tud       ai  tcasi  75  pcrtcm  ot  fc*  Medicare  pabent^. 
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Table  5-40— Sources  of  Inpatient  Cjre  for 
Rural  Residents  in  New  York  State,  1983 


flot<netro 


Me^^ro 

.lut  of 

ho^pltftLftj 

hoftpltalft 

toxjnty 

in  county 

ALL  noumtttro  potl^nta: 

Percent  of  dUchareev. 

. .  19.3 

9.7 

70.9 

percent  of  d^s ....... 

22.3 

9.1 

68.7 

Honoatro  patients 

ovifi  agfi  75: 

Percent  ot  dischargeft. 

. .  10. 1 

8.0 

8X.7 

SOURCES       M.   MerLi»«    "RuraL  Bo^pltals/ 

CongresA r  Conftre»»ionoL  Re»«ar&h  Sorvice« 
Wafthlngton^  DC>  no.  89-296  £FW,  May  1989. 
and  C.  Hoean,  "Patterna  of  TraveL  for 
RuraL  IndivlduaLa  Ho0pltaLif«d  in  Hew  ¥o 
Stata.  KeLatlonship  Batween  Diatanca^  >8- 
tination  and  Case  Mix.'  Journal  of  Rjral 
HeaLth  Ui^}  29-^1,  JoLy  1968 

82  percent  received  care  in  their  home  county. 
Nearly  two-thirds  of  all  those  who  left  their  own 
county  for  inpatient  care  traveled  to  urban  hospitals 
(265).  Rural  hospitals  in  New  York  have  an  abnor- 
nially  high  occupancy  rate  (84  percent  in  1983, 
compared  widi  66  percent  for  rural  hospitals  nation  ^ 
ally),  so  diese  outmigration  rates  are  probabI>  lowei 
than  would  be  found  in  odier  States  (382). 

Results  of  a  survey  of  households  in  the  service 
areas  of  ^ix  rural  Washington  hospitals  likewise 
suggest  that  there  are  different  outmigration  patterns 
for  different  segments  of  die  population.  In  diis 
stu^y,  higher  income  households  with  private  insur- 
ance wbF  ^  more  likely  than  odier  households  to  leave 
their  local  community  fcr  hospitalization  (table 
5-41)  (2i7). 

Of  those  surveyed  diat  had  used  a  hospital  outside 
their  rural  community,  a  large  proportion  (ranging 
fix>m  41  to  63  percent)  stated  that  the  service  diey 
needed  was  unavailable  in  dieir  local  hospital.  A 
similar  propon^on  of  respondents  stated  that  they 
had  beea  referred  to  die  nonlocal  hospital  eidier  by 
a  local  or  nonlocal  physician.  Residents^  use  of  a 
local  physician  was  also  associated  widi  increased 
hBte'jhcod  of  using  a  local  facility.  When  asked 
whether  they  would  use  die  local  hospital  for 
sperific  medical  conditions^  respondents  indicated 
less  ^viUmgness  to  use  die  local  hospital  for  more 
apparendy  complex  services.  Only  one-fourth  would 

O    the  local  hospital  for  die  care  of  a  broken 
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PhoU)  cr«t7:  P&t^r  S^son 


Foot  road  conations  in  rtjral  areas  can  jengtti&n  travel 
tifnes  to  health  care  faciltti^s. 

arm,  but  90  percent  would  migrate  eli^where  for 
cancer  care  {237)-  Similar  u^age  patterns  were 
obbcrved  in  a  re^tnt  five-Sute  itudy  that  found  thai 
most  rural  Medicare  beneficiaries  needing  special- 
ized *'high-tech"  care  d*aveled  to  urban  hospitals 

034y 

G*^ographL  Lt>*^MationA  to  Atte^^  to  Care 

Time  and  Distance  Between  Huipitals 

Geographical  acce"?"^  to  healdi  care  remains  a 
critical  issue  in  many  rural  areas.  In  one  study  diat 
examined  distances  and  travel  times  between  rural 
hospitals^  84  percent  of  all  rural  hospitals  were 
wiJiin  30  road  miles  of  a  neighboring  hospital  (table 
5-42).  Only  86  rural  hospitals  (3  percent)  were  more 
than  50  road  miles  from  die  nearest  hospital.  The 
Mountain  region,  widi  its  nigged  terrain  and  low 
population  density,  was  a  clear  exception  to  national 
averages;  fewer  than  one-half  of  rural  hospitals  in 
diat  region  were  widiin  30  road  miles  of  die  nearest 
alternative  hospital.  Of  die  39  percent  of  all  lural 
hospitals  diat  were  die  sole  hospitals  in  dieir 
counties*  nearly  70  percent  were  less  dian  30  road 
miles  from  die  nearest  hospital  (589). 

Travel  time  ii>  often  ^onMdcred  a  bctlei  jndi»H*itor 
of  distance  between  ho.sn;tals  dian  road  nateage> 


148  ♦  Health  Care  in  Rural  America 


Tam#*  5-41— Househoid  Characteristics  lor  ^Xommunity  C '  by  Hospital  Utilization  Experience,  1984^5 


character 1 ati  Cfl 

Local 
hospital 
only 

Local  and 
nonlocal 
hospital 

Nonlocal 
hospital 
only 

Not 
hospitali£e4 

Overall 

Incoae  $25^000  or  moro  Cporc^nt)  

 21.6 

28  2 

3b. g 

24.4 

26.3 

All  mooibors  60  y«ar£  old  cr 

 26>1 

26>5 

20.7 

24.7 

24.5 

Prlvatft  ii>9iir«tice  l£  dxp^^^^c^ 
princlp«L  hcapltAl  p«y«r  (perc«nt)^. 

  44.3 

55.0 

45.4 

46. e 

L«sfl  than  30  ninutos  from  Local 

91.0 

70.5 

80.1 

80.0 

Moro  than  LO  T««rfl  Living  In 
cooBtnmity  Cpftrcdnt)  

 56.8 

57.1 

62.2 

57  2 

58.4 

PersoncL  physician  status  Cp^rc^nt): 

Local  p^r^onaL  physician  

Nonlocal  por«onal  physlciim  

  79.9 

,  11.6 
,  8.5 

74.3 
6.6 
19.] 

34.3 
IL.I 
54  5 

56.8 
2Z.4 
20.8 

59.5 
16.4 
24.1 

136 

203 

596 

1,139 

Cp«rc*nt  o£  houaohoLds)  

20.0 

11.9 

17.8 

52.3 

lao.o 

NOTE:     'Xcranunity  C  refers  to  on« 
ho^pit^l  uti Lixation . 

of  the  rural  communities 

in  M^shington 

included  iti  a  study 

of  rural 

'Pe^ponso  it  for  th^  reapondemt  but  is  utlllxed       a  proxy  for  th«  household, 
^ata  aro  frotn  "Ca^mmnity  E'\    Thas^  d«ta  ar«  typical  of  all  the  coAtnunities  except  "Cootuunity 
Hfrre  no  neaningful  differences. 

^here  there 

SOUKCE:          Hart  et  al_  Rur^L  'oftPital  Utlllafttlon* 

Whd  Stays  flnd  Who  Coes' 

Rural  Health  Working  Paper 

Series.   lC2)i  WAMI  Rural 

Health  Research 

Center.  University  of  Washington  School 

of 

Medicine 

(Seattle,  WA:    March  1989). 

T^ible  5-42— Regional  Differences  in  Oistancas  From  Nonmatropolitan  Hospitals  to  the  Nearest  Hospital 


RoAd  miles  to  nearest  hospital 


Census  region 

Less  than 
20  miles^ 

ZO-29 
miles 

30-39 
miles 

40-49 
miles 

50  or  owre 
mi  les 

Total 
nonmetro 
hospita Is 

  49 

21 

& 

4 

3 

85 

Mid  Atlantic  

  69 

30 

5 

2 

0 

106 

South  Atlantic  

  225 

99 

25 

12 

J 

361 

East  North  Central  

  263 

78 

la 

4 

2 

365 

East  South  Central  

  233 

74 

20 

2 

0 

329 

Meat  North  Central  

  300 

211 

e4 

14 

9 

598 

Weat  South  Central  

  Z61 

UB 

35 

XI 

4 

459 

  68 

47 

62 

33 

50 

260 

Pacific  

  86 

21 

15 

8 

17 

147 

Total  

 1.554 

728 

252 

90 

86 

2,710 

NOTE:     Distances  are  approximately  those  from  one  hospital  to  the  nearest  hospital      Hospitals  are  those 
included  in  the  1964  Aroericnn  Hospital  Association's  Ax^nual  Survey  of  Hospitals 

^Includ^s  All  hospitals  less  than  15  "croH-fly''  miles  to  th«  nearest  hospital      These  hospital^)  are  all 
assumed  to  be  less  than  ZO  road  miles  from  the  neareet  hospital 

SOUS^CE;  Systemetrics/McGraw  Hill,  ''Small  Isolated  Rural  Hospitals  Mternatlve  Criteria  for  Idontification 
In  Comparison  «lth  Current  Sole  Comnunlty  Hospitals,"  contract  report  prepared  for  the  Prospective 
Payment  Assessment  Comnission,  Mashinston>  DC,  June  1968. 
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Table  5-43— Tiavel  Time  to  Nearest  Hospital  for 
Nonm^ropolitan  Hospitals  That  Are  More  Than  15 
"Crow  Fly'  Miles  From  the  Nearest  Hospital,  1dd4* 


Table  5-44- Travel  Time  and  Distance  to  Nearest 
Hospital  for  NonmetrOpoiatan  Hospitals  More  Than 
Twenty^tve  Miles  Ffom  the  Nearest  Hospital,  t964* 


TiraveL  time  to  Kumber  of  hocpltaLs  more 

neairest  hoftpltaL  th<m  LS  "drow-fLy**  nlLes 

(miiuites)  from  nearest  hospital 

Less  than  30   8«S 

30-3&   402 

*0-44   90 

*5-49   52 

50-54   45 

55-5&   31 

60- e&   87 

90  or  more   17 

Tot4l  1,572 

^Excludes  tbretf  hospitals  on  Islands. 

SOURCE:    Prospective  P^ent  Assessment  Comnission. 

TachniCftl  Apoondtcea  to  the  Cocmiosion-s 
March  19SS  Report  (Hashinston.  DC:  U.S. 
Government  PrintinS  Office.  19&a). 


because  it  may  more  accurately  reflect  actual  trave" 
cooditions  and  h  a  more  lelevaot  indicator  of  acces^t 
(e.g.^elapsedtimee/irofi/^  in  emergency  situations). 
In  the  above  study^  of  the  42  percent  of  hospitals 
mote  than  15  **crow  fly*'  miles  from  the  nearest 
hospital  (589)>  over  one-half  v^ere  less  than  30 
oimutes  from  that  hospital  (table  5-43).  Over  $5 
percent  were  less  than  45  minut^t  from  the  closest 
hospital.  For  rural  hospitals  more  than  25  road  miles 
from  the  nearest  hospital^  there  are  extreme  regional 
differences  in  travel  time  to  the  closest  hospital. 
Rural  hospitals  in  this  category  that  v^ere  located  In 
the  Mountain  and  Pacific  regions  had  average  travel 
times  of  about  56  minutes^  whJe  travel  times 
between  rural  hospitals  in  the  West  North  Central 
region  averaged  36  minutes  (table  5-44}  (488). 

Sole  Community  Providers 

Jn  some  rural  communities^  a  f^inglc  factbty  l>  the 
sole  source  of  locally  avdilable>  huspital-level  health 
care.  As  of  1987^  there  were  367  Medicare- 
designated  SCHs  (see  app.  C),  and  the  vast  m^uriiy 
were  located  in  rural  areas,^^  Not  all  rural  hospitals 
that  qualify  for  SCH  designatioi  have  applied  for  it, 


Haan  Haan  Hean 

distance       travel  time 
Census  resion  (milas)    speed  Cnpb)  (minutes) 

Ken  EnSland   38  42  55 

Hid  Atlantic   30  42  43 

South  Atlantic   32  43  45 

East  Korth  Central   33  48  41 

Hest  (forth  Central   30  49  36 

East  South  Central   32  52  37 

West  South  Central   32  51  37 

Mountain   45  49  56 

^^iflC   44  47  57 

National  averaB«  35  49  45 

''Includes  an  astlmated  700  hospitals. 

SOURCE^     Prospective  Poymant  Assi>ssin6nt  Comnission. 

Technical  Appendices  to  the  Cocnal sslon- s 
Hsrch  1988  Report  (Washington.  DC;  U.S. 
Government  Printins  Office.  1988). 

and  some  have  elected  to  drop  their  designarion 
because  the>  have  not  found  it  financially  advanta- 
geous. There  is  little  evidence  that  the  criteria  for 
pa>ing  isolated  rural  hospitals  have  been  sufiicicnt 
to  stabilize  their  financial  condition  (see  p.  23),  nor 
do  the  criteria  appear  satisfactory  in  ensuring 
accessibility  to  inpatient  care  and  other  services.^ 


A  1988  study  found  that^by  current  SCH  designa- 
tion criteria,  most  eligible  hospitals  were  not  desig- 
nated and  most  designated  hospitals  did  not  meet  the 
criteria.  Using  1984  hospital  data,  the  study  found 
that  211  rural  hospitals  were  eligible  for  SCH  status 
within  the  continental  United  States  based  on  the 
criteria  (table  5-45).  Of  the  308  rural  hospitals 
actually  designated  as  SCHs,  only  92  met  the 
designation  criteria,  suggesting  that  most  designated 
hospitals  ma>  actually  be  within  reasonable  proAim 
it)  of  other  ho^pital^  (488)^  The  current  number  of 
SCHs  amotmts  to  about  14  percent  of  rural  h.  ^pitals 
{625).^'^  If  all  eligibles  were  designated^  the  numter 
of  rural  SCHs  would  expand  from  308  to  "'^  or 
about  16  percent  of  all  rural  hospitals  in  198/  \4SS). 


*'Iiil989.Cbagrc»>u^vO*A"*edtniaiaforquaJlifiuat)yn^^  iOl  i}%\.^di.h  luvweicd d< oiiXumuxn tLdi 

ai^  required  Mbdicare  paymeats  to  b«  moi^  affectively  tnatch^d  to  SCH  costs 

^^Ttkls  pctccotagc  b  based  on  the  ossumpuomhAtallof  ibc  357  SCHs  in  19S7  were  rural 
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l^ble  5-45— Regional  Distribution  of  Nonmetropolltan  Hospitals  by  Sole  Commimity  hospital  ^SCh^  Stains,  i984 


current         not  current      All  nommatro 
SCB  aliAlbleg  Current  SCH_  SCH  ^  SCH_  ho>Pitala 

ConduB  rdSlon  Hunibftr      Parcant        Huidiar      P«rcont  dumber  Huiid&er  Humber 

Hett  £nal«nd   29  13.2  22  7.1  14  IS  85 

Hid  Atlantic   17  7.3  1  0.3  Ha  17  106 

Sotlth  Atlantic   S  3.6  IQ  6.2                    2  7  361 

Eatt  north  Cwtral   31  IS.S  13  4.2                   5  26  365 

Eaftt  South  ContTftl   3  1.8  U  3.6                   1  2  329 

(fast  north  Central   19  10. 0  60  19.5  12  7  598 

West  South  Central   10  5.0  2k  7.8                    3  7  459 

Mountain   '1  33 »^  UO  3S.7  43  28  260 

Pacific   22  10.0  48  IS.  6  12  10  U7 

Total   21  100.0  308  100.0  92  119  2,710 

WOXE:    HA  ■  not  applicaasle. 

SOURCE     Proepoctlve  Payment  Aftaesanent  Comniaalon.  Taclinlcal  APPendicfra  to  tho  CoMnisBian^a  March  I9&fl  Report 

<UaahinSton.  DC:    U.S.  Govemnient  Prlntins  Office,  1988). 

Most  currently  designated  SCHs  are  located  in  the  social  needs  for  hospital  services*  It  was  lested 

West*^  The  South  has  relatively  few,  probably  in  only  four  States* 

because  its  rural  hospitals  are  closer  together  {see  *,  j        ,  .  ^  ,      i      i  ^         ,  ^ 

table  544)  and  are  less  affected  by  extre^ie  weadier  that  relauvely  few  nmd  facOi- 

condirions.  As  a  result,  neither  ehgibie  nor  current  aie  physlc^y  remoie  from  o«iy  hospitals, 

SCHs  appear  to  serve  a  significant  number  of  ^^^^ 

low-inoi^eniral  areas  (which  are  predominant  m  f  "^"^'y       and  hospi^  services)  other  hosp- 

the  South  AUantic  and  Central  regiMS)  (739).  [^^^^^           irreplaceable  health  care  facilities 

This  study  also  simulated  the  impact  of  four  m^or  go^g  ruraj  community  clinics  are  the  sole  provid- 

altemative  eligibiUty  criteria.  These  included:  ers  of  primary  care  services  to  their  communities; 

„  .      ^.          ,       r        J    .         A  however,  such  status  has  not  allowed  them  any 

•  Substituang  n-avel  nnw  for  road  m  eage-A  ^otecix>n  by  the  Federal  Govermnent. 
40-mmutemimmum  travel  ome  would  add  19?  Federally  supported  CHCs,  and  some  niral  clinics 
hospitals  unable  to  rneet  the  current  S^mJe  ^j^^    Jj^^        3         ^  ^^^l,  S^^^  ^ 
r^^ment.bnngmgthe  total destgnatedSCHs  ^^^^^      ^^^^-^  ^^^^^ 

tics  unable  to  attraci  and  support  full-time  physician 

•  Using  sole-county  provider  status  as  ^  measure  practices  or  other  health  care  providers.  Little  is 
of  /j<9tof\9n— Including  al^  commu  hospi-  known  aboui  the  extent  and  nature  of  these  so:e 
tals  that  are  the  sole  provider  in  the  county  or  community  primary  care  facilities,  or  how  cnticai 
arebcated25niilesor40minutesfromanother  their  presence  is  to  preserving  access  in  areas 
hospital  would  make  a  total  of  1,224  rural       affected  by  geographic  isolation. 

hospitals  eligible  to  be  SCHs. 

•  Being  located  in  a  low-density  frontier  county       Frontier  Areas 

with  6  or  fev  er  persons  per  square  mile  would  People  living  m  frontier  areas,  where  the  nearest 

quahfy  only  4  hospitals.^'  f^^^ili^y          ^       distance  away,are 

•  Serving  Medicare  beneficiaries  in  medically  faced  by  special  problems  of  physical  access  to 
underserved  ar^oj— This  criterion  is  intended  health  care.  Hospitals  in  jfroniier  areas  tend  to  be 
tomeasuremobilityofthepopulationandother  small  in  number  and  ^apaut>,  and  the  supporting 

Mo  1987. 102  SCHs  were  toca(r4  ini  frontier  ane^,  all  m  Ihe  western  hdtf  of  the  vt>u4]|i>  Nearly  37  pcri^i  all  fronxtcr  hospiuUs  were  dcst$iiai«d 
SCH*  (625). 

^^Thc  number  ofbospitalsidc-  iedb>  this  analysis  Anecaiisidcrabl>  fewer  Che  number  of  L%;^pium  sh^wu  by  uia^>^^^scs  it)  ^nintici 
areas  (277  bcispiials  in  areas  wiCti  6  or  fewer  persons  pa  square  mile)  as  poteJ  '^Irer ■ 
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Table  5-46— ':haracteristics  of  Four  Frontier  Hospitals* 


Di«t«nco  to  nearest  hospital 
next^Ieve]   .L  care  by  aire 


Hospital 

Humbor  of 
licensed  beds 

Ownership  and 
mana^emp^it 

50-100 
beds 

100-200 
beds 

^00  or 
caore 
bod4 

FopuljiLion 
Of  county  and 
<;*nslty  <198C) 

Allen  tIemoriaL 

County 

IDB  miles 

120  miles 

^  1 V  CI*  -US 

B,2'il 

HoapLtaL 

acute-care 

Hospital 

2.2  persons  per 

Moab.  UT 

District 

square  mi le 

Garfield  Hemorial 

zo  b 

Znte  mountain 

0 

110  miles 

200  mi!  s 

3.673 

Eo«pit«l 

aCute-care 

Health  Care 

7  persons  per 

Paiiftuitch,  UT 

(nonprofit  tnulti- 

square  ml le 

hospital  systent) 

fiy^  General          21  «cuLe-c«re; 

County 

IZO  miles 

210  miles 

210  Uii  les 

9,0*6 

Hospital 

2'*  iOnS-torro 

Hospi tal 

5  persons  per 

Tonopnh,  SV 

oace 

District 

square  mile 

Williani  Bee  Rirle 

43 

County 

139  miles 

250  miles 

2S0  ml les 

6  J67 

Hospital 

«cut«-care^ 

Hospital 

. 9  persons  per 

Ely,  rfv 

District 

square  mi le 

^Those  located  in  counties  with  less  than  $ix  persons  per  square  mile 
^^Participates  in  awins"b©d  y  >sram. 

SOURCE;  Berry  et  *tl.     "Frontier  Hospitals      EndanSered  Species  and  Public  Policy  Issue.     Hospital  and 

B^ait)^  Services  Aaminlstration  33<4)  *&l-^t96p  Winter  198& 


population  is  sparse  and  sometimes  widespread. 
Beny  ct  ai,  examined  characlcri&tics  of  four  jBrontici 
hospitals  in  two  States,  including  distances  lo  ihc 
nearest  hospital.^^  Fof  three  of  the  four  facilities  (all 
with  fewer  than  50  bedt)*  the  nearest  hospital  of  ^nj 
size  'vas  108  miJcs  away  (table  5-46).  Largci 
hospitals  (\iith  200  or  nrore  beds),  likclj  to  provide 
more  secondary  and  tertiary  kvcls  of  inpatient  care, 
were  at  least  200  miles  from  anj  of  the  four  front*^ 
hospitals.  The  authors  noted  that,  given  the  factb- 
tics*  frontier  location,  travel  to  the  nearest  hospital 
may  be  affect^  by  poor  ioad  conditions  and  natural 
barriers  as  well  as  by  distance.  The  three  county- 
affiliateu  hospitals — sole  providers  of  hospital 
care  and  two  located  in  counties  with  population 
densities  of  less  than  one  per.son  per  square  mile^  - 
were  all  experiencing  financial  problems  and  low 
occupancy  (89). 

As  with  hospitals,  CiCs  requiie  a  sufficient 
population  to  support  thetn—:?  problem  in  manj 
frontit:  areas.  In  1989,  there  were  59  federally 
supported  CHC  delivery  sites  in  frontier  areas  (table 


5-47),  about  7  percent  of  a!l  ruial  CHC  service  site^ 
(555).^**  No  data  are  available  on  the  population  base 
of  tliese  centers  or  alternative  ^u^ce^  of  primary 
c*je  in  the  area^  they  serve.  As  noteu  ejrher,  some 
CHCs  Irving  very  sparse,  i^ulatedpopulaaons  need 
substantial  ongoing  subsidies  to  survive.  However, 
man)  of  the  operating  requirements  in^portant  to 
receiviag  vital  Federal  funding  (e.g.,  minimum 
ph)biuan  produi,tivity  standards^  are  difficult  to 
meet  for  some  frontier  centers,  possibly  limiting 
grant  support  ^nd  their  ovf'^ail  development  (see  ch. 
7).  (In  1988,  congressional  reauthurization  of  die 
CHC  program  required  that  special  consideration  be 
given  to  supporting  CHC^>  in  fr.  itier  ^reas  (Pubtit, 
Law  100-386).) 

SUMMARY  OF  FINDINGS 

Rural  Commuhity  llosipttals 

Moit  rural  hospitah  are  small  (nearly  three- 
fourths  have  ^HJ^^  than  100  beds)  and  nonpr  fit. 
In  1988,  they  r*.^.^sented  ^6  percent  cf  all  t-ommu- 
nity  hospitals.  About  14  percent  of  all  rural  hu^pitals 


^Tbe  cLara^lcnsiKs  of  these  bospiu^^  iQcJuJin^  (hctr  distance  frt/r.<?lha  Uuip**<iLvi  4ft  i^o'  ^ctcijhini^  i>pjv-aj     troni»ci  hinpiiuis  in^cncidi 
"'^This  figwre  reprcscnb  ilic  number  of  fwtcrall^  furKJc'  CIX  smi*^  dt        ^  «ci  ^"  fruinuci  jrws*  jioi  ilit  a^iMl  imntbci  muny  i^lii^ 

graniccs have  multiple  SHcs)  OiiC50ui.  reports  thai  ihcrc  were  17  CHC  ^amccs  *nfrt>ni*crjrcai  m  WS<>  ^Scruit  Rq>un  I0o34j>  The  tA^mptetcrnv^s 
these  figures  IS  qucstii;Tiobk.  efforts  ai^  being  raadt  b>  the  Federal  Go*cinmenuiid  fionuci  Ijwlth  MfTjvuls  to  impruvc  iht  d,iw  \  j\tumi> 
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Table  &47— Federally  Funded  Community  Health 
Center  Service  Sites  Located  in  Frontier  Areas* 
by  State,  1989 


States 

NuniDcr  of  frontier 
health  c«n 

Colorado. 

.  8 

Idaho . . . H  , 

.     .  8 

Hevada*  *  

6 

Texas . 

6 

South  Dakota . 

5^ 

Montana*  .... 

A 

Kew  Mexico  . . 

....  * 

Utah  

Oxeson  

  3 

Waahinftton  

 3 

Hinne  _ca* . .  . h 

2 

Wyoming  

Z 

Arizona. ...      .  . 

1 

California  , 

....  1 

North  Dakota 

1 

Hew  York   

1 

TotaL  

59 

NOTE  Numbar  of  community  health  centers  ind:<^ate 
the  total  nun±)er  of  rCiii-tr  seivico  sites,  in- 
oludins  federally  funded  gir^nt^^s 


^Frontier  14  defined  a&  counties  with  six  or  f^^wer 
persons  per  aquare  rjile 

Including  1  aite  tiansfeiied  w  the  Indian  Heait.h 
Service  in  December  1983 

SOURCE  E  Sulllv*np  Bureau  of  Health  Caie  Deli^/e.> 
And  Assistance-  Health  R*?3ojrces  and  Ser- 
vices Admit^lstr  atlon .  U  S  Depart[n«nt  of 
Health  and  H\iman  Services.  Rockvilie.  MD, 
personal  communicationp  April  1939 

were  designated  SCHs  in  1987;  hospitals  located  in 
frontier  areas  represented  U  percent"  of  ?11  rural 
hospitals  and  were  smaller  dian  other. ural  hospit.ds 
(two-diirds  had  fewer  dian  50  beds). 

From  1984  to  1988,  inpatient  admissions  in  m^M 
hospitals  dropped  21  percent  (compared  with  le^^s 
than  8  percent  for  urban  hospital*;).  By  1987, 
inpatient  occupancy  levels  were  around  SO  percent 
for  all  rural  hospitals,  becoming  smaller  zs  hospi* 
tai  size  decreased  {31  percent  for  hospitals  widi 
under  25  beds).  Hospitals  in  irontier  areas  had 
sigaificantly  fewer  admissions  and  numbers  of  staff 
physicians  than  other  similar-sized  rural  hospitals. 

Rural  hospitals  are  providing  increased  amoUhl^ 
of  outpatient  and  long-term  rare  services.  From 
1984  to  )988,  outpatient  visits  increased  about  34 
percent  (compared  to  26p^ent  for  urban  hospitals). 


B>  1988^  one  half  of  all  ho&pital  surgery  wai  d<me 
on  an  outpatient  basis:  over  90  percent  of  all 
hospitals  in  1987  performed  ambulatory  surgery. 
Also  in  1987,  of  die  25  percent  of  hospit^s  that  had 
a  separate  long-tenn  care  unit,  long-term  care  beds 
constituted  nearly  one-half  of  total  hospital  beds. 
Frontier  hospitals  as  a  group  had  more  long-term 
ca^e  units  (40  percent)  and  less  ambulatory  surger^ 
(77  pcr;ent)  than  odier  rural  hospitals.  Anecdotal 
information  indicates  that  competition  is  increasing 
between  rural  and  urban  providers  and  locally 
among  hospitals,  physicians,  and  odier  providers. 

As  inpatient  demand  has  declined^  the  receipt  of 
revenue  has  become  more  of  a  problem.  From  1984 
to  1987,  uncompensated  care  delivered  by  rural 
hospitals  rose  over  26  percent  (increasing  faster  for 
smaller  facilities),  averaging  over  $0.5  million  per 
hospital  in  1987.  Average  Medicare  payments, 
which  make  up  over  40  percent  of  patient  revenue, 
were  actually  slightly  lower  dian  average  costs  in 
1987^**^  in  rural  hospitals.  Aldiough  diey  represent 
only  about  9  percent  of  patient  revenue.  Medicaid 
payments  are  often  significantly  below  related  costs. 
In  addition,  as  outpatient  services  (e.g.,  ambulatory 
suigery)have  increased*  hospitals  (especially  smaller 
facilities)  have  become  more  dependent  on  outpa- 
tient revf*nue,  leading  to  concern  over  proposed 
future  changes  in  payments  for  diese  services. 

Total  expenses  have  risen  faster  dian  total  reve- 
nues (the  smallest  hospitals  show  the  largest  g  -)» 
leading  to  die  decline  in  bodi  patient  and  total 
hospital  operating  maigins.  By  1987,  nearly  all 
rural  hospitals  had  negative  patient  margins^  those 
with  utider  SO  beds  also  suffered  negative  total 
margins. 

Rural  Community  Health  Centers 

The  number  of  CHC  grantees  fell  20  percent  from 
1984  to  1988,  varying  widely  across  ;egions,  al- 
diough die  number  of  total  CHC  service  sites 
remained  relatively  unchanged  In  1988,  rural  grant- 
ees made  up  61  percent  of  all  CHCs.  From  i984  to 
1988.  patient  visits  to  rural  CHCs  rose  nearly  19 
percent,  again  showing  significant  regional  differ- 
ences. 

Most  of  the  increase  in  CH C  utiUzatwn  appears 
to  be  for  under*  and  uncompensated  care.  In  1987, 
ncaily  one-half  of  all  CHC  ushers  reLCived  discounted 


**Tbc  actual  pcnOd  of  t*inc  is  UOspitals"  foiinli  y^'^  under  Medicare's  prospcciive  payment  system 
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cofe.  Increasmgly,  CHCs  are  deriving  more  of  their 
revenue  from  Medicaid  patients  and  less  from 
private  pay  patients.  They  also  remain  heavily 
dependent  on  Federal  grant  funds  (which  make 
nearly  one-half  of  total  revenue).  Total  expenses 
have  also  increased  faster  than  total  revenue,  nearly 
eliminating  by  1988  any  positive  total  operating 
margins  for  the  average  center. 

Local  health  departments  (LHDs)  in  rural  areas 
are  thought  to  be  a  valuable  source  of  basic  health 
services  for  many  residents.  However,  little  ^s 
known  about  the  numbers  and  operating  charactens- 
tics  of  rural  LHDs. 

Access  to  Care 

By  1 986 J  the  ratio  of  community  hospitai  beds  to 
population  was  about  the  same  overall  in  t  ural and 
urban  arecu.  In  14  States,  bed-to-population  r<t!ios 
were  highei  in  rural  areas. 

Closures  of  fmancially  troubled  rural  hospitals 
have  increased;  over  twice  as  many  closed  in  1989 
as  in  1985.  Most  of  the  recent  closures  have  been  of 
small  facilities  with  low  urpatieni  utilization  and 
occupancy,  and  most  communities  of  closed  ho&pi. 
tals  appear  to  have  reasonable  access  to  emetgenv> 
and  acute  care.  A  few  clo&ures,  however,  ha^  s  been 
in  conununities  with  no  local  altemarives. 


''Outmigration"  for  hospital  cire  appears  to  be 
inaeasing  among  rural  residents  (even  in  isolated 
communities  with  local  hospitals)^  although  the  full 
extent  and  nature  of  this  trend  is  not  well  understood. 
Outmigration  is  occurring  because  either  specialized 
care  is  unavailable  locally  or  residents  choose  not  to 
use  locally  available  services. 

Most  rural  hospitals  are  within  close  physical 
proximity  (in  terms  of  road  miles  and  travel  time)  of 
another  hospital,  but  extreme  regional  differences 
exist.  Hospitals  are  much  farther  apart  in  less 
densely  populated  areas  of  the  vvestem  part  of  the 
country.  Most  of  the  367  designated  SCHs  are 
located  ir  fhe  ^'^estern  half  of  the  Nation  (192  arc  in 
frontier  areas  there).  Only  about  30  percent  of  all 
design.  *ed  hospitals  meet  current  SCH  criteria. 

In  summary,  major  changes  in  the  volume  of 
services  provided,  coupled  with  substantial  in- 
creases in  the  delivery^  of  uncompensated  care,  have 
been  contributors  to  the  rising  financial  vuJiierability 
of  many  rural  hospitals  and  CHCs.  Physical  acce&i> 
to  ba^jiL  primar>  and  nospital  ^aie  remam^  a  problem 
in  mar^y  rural  areas,  particularly  m  Ics^^  densely 
populated  cotnir^i^iaties. 
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INTRODUCTION 

Tbe  ctxrrent  problems  for  rural  health  care  facili 
tie;^  and  services  are  varied  and  complex,  and  the 
prognosis  for  rural  health  cere  delivery  seems 
uBCOlain  at  best.  The  difficulties  rural  hospitals 
face,  for  example,  are  not  limited  to  immediate 
concerns  such  as  declining  inpatient  demand  and 
increases  in  uncompensated  care.  Rural  hospitals 
must  also  find  ways  to  redirect  their  services  to  meet 
evolving  community  needs  and  changing  environ- 
mental realities.  This  chapter  will  discuss  ap- 
proaches rural  hospitals  and  primary  care  facilities 
have  taken  to  altering  or  expanding  dieir  missions, 
both  in  the  short  temi  to  strengthen  operations  and 
community  support,  and  in  the  longer  term  to 
restructure  the  organization  anddebvery  of  services. 

SHORT-TERM  STRATEGIES 

Local  Fundraising^ 

Local  fundraising  has  historically  been  a  major 
source  of  capital  to  finance  construction  and  renova- 
tion of  rural  health  facilities.  By  one  estimate,  40 
percent  of  cash  donations  garnered  through  fundrais- 
ing by  rural  and  uxbBn  liospitals  in  1988  were 
earmarked  for  construction,  renovation  and  equip- 
ment purchases  {80).  A  1989  national  survey  found 
that  more  than  30  percent  cf  responding  individuals 
had  contributed  to  hospitals  or  other  health  ^aic 
organizatiais  (rural  and  uiban)  \\ithin  the  previous 
2  years,  and  the  great  majonty  of  these  were  icgular 
donors  (5(56). 

For  some  hospitals,  fundraising  is  an  important 
source  of  capital  for  longer  term  investments.  Fur 
others,  however,  '.^tal  donations  and  philanthrop> 
are  needed  simply  to  sustain  immediate  operations. 
Thete  is  considerable  uucertamty  whether  hospitals 
in  severe  financial  crises  have  all  the  necessary 
elements  to  survive  effectively  beyond  the  receipt 
and  use  of  such  /*bail-out''  ftinds  (see  box 
Success  may  be  contingent  on  how  well  these 
resources  arc  spent  on  olanning  for  and  ensuring 
future  needs. 


Establishing  endowments  is  another  strategy  to 
raise  ongoing  funds.  F^r  example,  Copley  Hospital, 
a  50-bed  nonprofit  f  ^  Jity  in  Morrisville,  Vermont, 
in  1988  resolvedtoraiseaSS  million  endowment  for 
maintaining  the  provision  of  adequate  indigent  care 
and  helping  with  its  capital  needs  {186).  In  addition 
to  providing  some  financial  benefits  to  local  douors, 
endowments  and  other  planned  giving  arrangements 
may  enhance  the  hospital's  reputation  m  the  com- 
munity. 

Hospitals  are  not  the  only  focus  of  fundraising 
efforts  in  rural  communiues.  South  GiUiam  County, 
Oregon,  for  example,  has  created  a  health  district 
fund  in  cooperation  with  a  local  foundation  to  accept 
private  donations  for  primary  health  care  projects  in 
the  district.  Donations  may  also  be  earmarked  for 
specific  health  needs  (e,g.,  ambulances)  {314). 


Box  6'A~Exampl€  of  Local  Fundraising 

Hall  County  HospUaU  a  42 -bed  facility  in  the 
small  town  of  Memphis,  Texas,  nearly  closed  in 
1988.  Two  of  the  thr^c  physicians  on  tne  hospital 
staff  had  rec^tly  ceased  practiang,  and  patients 
^  -^an  migrating  90  miles  nonh  to  Amanllo  for 
most  of  their  care.  Sigriificant  declines  in  patirnts 
and  revenues  tould  not  be  offset  through  lo*^  ta^ 
increases  bevause  the  i-ommunit>  was  already  taxed 
■aX  the  full  legal  lev>  to  support  the  hospttaK  Instead, 
the  town  of  3  ,OCX)  raised  dbo.it  $400,000  to  maintain 
hospital  1  ^rations-  Memphis'  residents  had  differ 
ing  opinions  on  how  to  address  the  hospital's 
problem,  and  many  were  weary  of  spending  laige 
MXiiS  of  mon^^y  on  the  hospital.  The  fund  dn*e  to 
^vethe  hospital  appeared  to  revjvcand  reunite  tht^ 
community.  Lixal  school  rnLklhcs  artd  support  from 
passing  trui-kers  helped  to  raise  Jie  money  o\er  3 
months,  leaving  the  hospital  about  $100,000  short 
of  the  $500,000  needed  and  the  necessity  of  still 
r  .lilting  two  physicians  Local  officials  acknowl- 
eaged  that  unles^s  the  town  could  find  the  two 
pliy^fctans,  the  ho^ital's  survival  remains  in  doubt 
{79). 


'Locftt  tjox  SQppOfl  rS  another  major  sour^-cof  nonpitif^nt  revenue  for  hcalili  ^.3i<:  facHjrjcs  (see  ch  ^} 
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Evef)  \U9  rma!fcst  doiiabons  can  '^elp  n;rar  hospitals 
strugglfng  to  suf  vivo.  and  tundra^se  s  oa:  refi€K:t  a  strong 
desire  by  the  community  lo  Keep  theif^  hc^itai  open 

Co^i  Containment 

Excess  capacity,  small  size,  and  uncxpcctcJ 
variations  jn  utUiratton  t^a  i  niiike  cost  reduction^ 
difficult  to  achieve  in  many  rural  hospitals.  One 
common  strategy  for  lovering  costs  has  been  to 
reduce  staff.  From  1980  to  1987,  rural  hospit;»ls 
reduced  the  number  ull-tirne  equivalent  {VYh) 
staff  by  9  percent,  while  urban  ho,spital  staffing 
actually  mcrea^cd  14  perctTd.  Both  rural  and  urban 
hospitals  had  a  decline  m  labor  costs  a?,  a  percentage 
of  total  costs  (382). 

Much  of  the  staff  redu<wtion  tooSv  pl,ut  im^nodi- 
ately  after  tlie  inception  of  the  McdK*ir<;  pro\f  c*.ti\^ 

erJc 


payrrurnt  sjstem,  the  number  of  PTE  emplo^eeiy  in 
rural  hospitaliy  dropped  by  7,7percentbetween  1983 
and  1985  alone  {SD.  Rural  hospitals  also  increased 
their  use  of  part-time  staff  to  enhance  their  staffing 
flexibility.  In  recent  years,  the  numbers  of  PTE  staff 
per  hospital  have  actually  increased.  Possible  rea- 
sons for  the  increase  include  more  severely  ill 
patients,  the  growth  in  outpatient  care  and  swing  bed 
services,  and  longer  lengths  of  stay  {3!  462). 

A  few  rural  hospitals,  however,  have  continued  to 
improve  staff  efficiencies.  Some  successful  strate- 
gies include: 

•  planning  staff  size  and  workloads  according  to 
expected  daily  work  volume. 

•  emphasizing  cross- training  *ind  ao^uulL'xiDon 
of  employees  to  do  nonclinital  tasks, 

•  combining  departments  (e.g,,  housekeeping 
and  engineering)  to  facibtate  flexibility  in 
Staffing,  and 

•  ider_.J:ying  appropriate  uses  of  outside  contract 
services  for  both  clinical  and  administrative 
functions  (26*5). 

In  1988,  for  exaiTiple,  the  new  administrator  of  a 
75-bcd  hospital  in  Columbus,  North  Carolina  ap- 
plied some  of  the^e  btrategiei.  to  Ia>  off  10  full-time 
employees  (a  6  percent  reduction  m  stafO*  Other 
expenses  nerc  ruiuced  and  patient  fees  mcreased, 
^rejting  a  net  in^-oftje  of  $735*000  for  the  hospital  m 
J9S8.  compelled  to  a  net  losb  m  1987  of  $358,000 
30!) 

M^ny  community  heaith  centers  (CHCs)  have 
alv>  had  to  find  way?i  to  fiirtlier  reduce  cost:*.  As 
noted  ill  chapter  increased  use  by  patients  who 
c4»inot  pa>  ioi  caie  Ii^j.^  luvvcrM  collections  m  many 
rural  CHCs.  A  recent  survey  of  these  centers  found 
that  most  reported  louennt  operatuig  costs  through 
mjpOMng  personnel  hiring  free:£es  and  byoffs, 
ehin>natmg  .staff  eJutation  programs,  and  rediicuig 
supply  urder^.  Some  said  tliey  were  forced  to 
eliminate  certain  service;*  t^ltugcthcr  ,  dent^.l  and 
phimnacy  services)  (307), 

The  cuts  made  bj  sonif  CHCs  to  ensure  survival 
hav^e  been  (lias<i\..  A  CHC  m  rural  M^irylaml.  for 
example,  was  forced  into  ban^LOiptcj  jd  the  early 
1980s.  Facing  prc.suie;*  from  some  9(K1  creditors,  a 
new  admjinis*:r.(Or  closed  three  satellite  clinics, 
reduced  stat>  ^rimi  lfX>  to  2?.  and  loweied  sahncs. 
Ilk*  <wcnter  Iras  rcmaineJ  ir,  opciation,  r^lyTrv\z  on 
,Sl,ac  and  lo^^d  ^rant.vin^iraJoi  Fed^^r.^  t\nuhn|^and 
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was  due  to  make  its  final  payment  on  the  $L4 
million  bankruptcy  decision  in  1989  {108), 

Tougher  Billing  and  Collection  Practices 

Hospitals  appear  to  be  incrcasingly  aware  of  how 
improved  billing  and  colleclioD  activity  can  enhance 
critical  cash  flow.  Hospitals  and  clinics  can  affect 
delays  in  billing  and  payment  by  methods  such  as: 

♦  submitting  correct  or  '*clean"  claims  to  third- 
party  payers  in  a  timely  manner,  reducing  the 
number  of  improperly  submitted  claims  re- 
turned to  the  hospital  for  reprocessing; 

^  reducing  the  delay  in  assigning  final  diagnoses 
and  completing  patient  charts; 

«  increasing  the  number  of  patients  paying  their 
bill  at  the  time  of  service;  and 

«  reducing  the  nixmber  of  patients  who  incor- 
rectly  do  not  receive  a  bill. 

In  order  to  streamUne  the  billing  and  collection 
process,  one  rural  hospital  put  a  single  individual  m 
charge  of  registration,  bilhng,  discharge,  and  medi- 
cal records.  Another  hospital  assigned  a  staT mem- 
ber to  the  task  of  ensuring  that  nurse  and  physician 
notes  are  properly  recorded  in  advance  of  patient 
discharge.  A  third  hospital  tramed  staff  to  encourage 
payment  before  patients  leave  the  hospital,  resulting 
in  12  percent  of  collecUons  made  before  the  patienkS ' 
discharge  (431). 

Some  hospitals  are  establishing  inhousc  ^-ollcc 
tion  agencies  in  order  lo  cullctt  a  higher  proportion 
of  bills,  eliminate  commission  costs,  and  impro\e 
access  to  account  information,  A  rural  South  Caro- 
lina hospital's  inhouse  agenc>  has  colle<.ted  22 
percent  of  its  bad  debt  (about  $200,000  a  year)  that 
otherivise  was  uncollectible.  When  the  hospiul  used 
an  outside  firm,  it  recovered  only  about  10  percent 
annually,  and  40  percent  of  this  amount  was  lost  in 
commission  costs  (432). 

Some  CHCs  have  also  changed  their  collection 
practices  in  response  to  the  gro\^ing  demand  for  care 
by  the  medically  indigent.  About  42  percent  of 
recently  surveyed  centers  reported  that  the>  were 
making  changes  designed  to  lower  sliding  fee  use 
and  improve  collections.  These  changes  included 
increasing  sliding  fee  scale  ebgibibty  and  documenta- 
tion requirement's,  increasing  the  minimum  fcftS  paid 
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und^i  the  Scale,  and  enforcing  stronger  collection 
procedures  on  self -pay  balances  (307). 

Strategic  Planning 

Rural  hospitals,  particularly  small  hospitals,  may 
often  view  planning  either  as  a  luxury  or  a  burden. 
It  is  clear  now  to  ms^ny  rural  providers,however,  that 
they  must  find  the  means  to  reexamine  their  mis- 
sions and  roles  and  improve  their  capacity  to  solve 
problems. 

One  example  of  efforts  to  improve  the  ability  of 
nira!  hospitals  to  engage  in  such  plaruiing  is  the 
WAMl^  Rural  Hospital  Project  at  the  University  of 
Washington,  With  funds  from  the  Kellogg  Founda- 
tion, WAMI  recently  assisted  several  rural  conimu- 
mties  and  their  hospitals  to  develop  and  implement 
a  range  of  strategic  planning  activities,  InTonasket, 
Washington,  foi  exa^nple,  the  Project  worked  in 
partnership  with  the  community  and  its  22-bed 
hospital  to  determine  the  area's  major  health  care 
sys'-m  problems  by  doing  area  demographic  pro- 
files, community  need  assessments,  and  reviews  of 
hospital  operations,  Tonasket  was  expeiiencing  a 
depressed  econ;jmy,  substantial  patient  outmigra* 
tion,  and  persistent  physician  shortages.  The  hospi- 
tal suffered  from  negative  operating  margins,  the 
highest  percentage  of  uncompensated  care  of  any 
hospital  in  Washington,  weak  management  exper- 
tise, and  patient  dissatisfaction.  The  project  facili- 
tated the  development  of  community  teams  to  cJarify 
gvjolsand  ebtablibh  trubtthiough  open  communication 
and  conflict  resolution,  and  to  initiate  communit> 
leadership  and  skill  building  efforts  to  plan  \\ayb  to 
sohe  identified  problems.  Specific  plans  \\eremade 
for  the  h  ^spital  to  lovtei  cObts,  increase  revenues, 
recruit ph>sicians,  market  and  diversif)  its  services, 
and  lestnicture  us  board.  Within  3  >cdrs.  North 
Valley  Hospital  began  ^o\^ing  inci>me  from  opera 
lion.s  (45). 

Some  hospital  associations  have  also  been  err 
phasizing  support  for  strategic  planning  among 
bmall  and  rnal  hospitals.  In  North  Carolina,  the 
hospital  association,  \miJi  support  from  a  piivate 
foundation,  recently  opted  ty?  make  planning  giants 
available  to  ^uch  f.icilities.  Of  the  67  hospitals 
chgible  for  participation,  55  \vcrc  expected  lo 
receive  planning  j^ianis  b)  thi."  end  of  the  projeu 
(276), 
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Box  6'B — Three  Examples  of  Marketing/Public  Relations  Efforts 

Central  Plains  Regional  Hospital — For  hospiEals  in  small  (owns,  *word-of-inouth"  and  improved  visibility 
can  play  critical  oiarkeiipg  roles.  Central  Plains,  a  151-bcd  hospital  in  Plainview.  Texas,  ^cognized  that  a 
significant  number  of  its  local  residents  were  migrating  to  Lubbock.  45  miles  away,  for  hospital  services.  Central 
Plains'  administiator  decided  to  promote  the  institution's  quality  and  convenience^  especially  to  senior  citizens 
unwilling  to  travel  frequently  To  do  this,  he  joined  local  chapters  of  service  orgaiuzations  ^nd  provided  space  at 
the  hospital  for  their  regular  meetings,  staned  an  annual  health  fair,  and  provided  health  programs  at  senior  citizen 
centers.  He  also  encouraged  the  local  newspaper  to  print  a  regular  culuin^  on  hospital  services  and  activities,  and 
he  personally  foUowed  up  with  discharged  patients  to  ask  how  they  cnjoyeu  their  hospital  stay.  He  noted  that  these 
more  personalized  efforts  appeared  to  have  invreased  the  local  appeal  of  Central  Plajns  over  the  last  3  years  iI7Sl 

Mercy  Medical  Center — Other  marketing  efforts  have  atteirpted  to  expand  Jie  awareness  ot  a  facdity's 
capability  to  a  larger  geographical  area.  Mercy  Medical  Center,  in  the  isolated  mountain  community  of  Durango. 
Colorado  (population  15,000),  decided  in  1987  to  become  more  of  a  regional  hospiul.  Impetus  came  from  its  need 
to  compete  with  the  other  hospital  in  xo\m.  a  publtc  facility,  for  patients  in  an  overbedded  market.  The  100-bed 
facility  began  to  promote  its  85-pt;ysician  medical  staff,  $1,7  million  outpatient  center,  magnetic  resonance  imager, 
ttauma  center,  and  high-technology  emergency  aircmft  to  120.000  residents  living  over  7^00  square  miles  m  4 
States.  The  hospital  used  advertising  to  promote  the  hospitaPs  expanded  services  and  its  picturesque  moumain 
environment  {243). 

Harts  Health  Clinic— CHCs  have  also  used  markeimg  to  successfully  improve  commumty  awareness  and 
increaseaccesstocare  AcenterinthesinaU  remote  town  of  Haris.  West  Virgmia,  successfully  used  feature  articles 
and  announcements  in  the  local  weekly  newstjaper.  open  houses>  speaking  engagements  at  area  civic  clubs*  and 
colorful  brochures  and  banners  to  commi^icate  the  presence  of  new  providers,  equipment,  and  services,  Ouuc 
service  utilization  noticeably  increased,  apparently  countenng  earlter  community  concerns  about  the  lack  of 
personal  physician  care  and  the  lack  of  available  needed  services  in  the  area  (251). 


Rural  CHCs  can  also  benefit  from  strategic 
planning.  The  Public  Health  Service  provided  cate- 
gorical grants  to  many  rural  centers  in  the  mid-1980s 
to  develop  and  implement  plans  to  adapt  to  local 
changes  and  reduced  Federal  funding  (S8S\  No 
known  evaluation  of  the  success  of  these  planning 
efforts  has  been  performed  to  date. 

Marketing  and  Public  Relations 

Many  rural  hospitals  have  traditionally  encoun- 
tered  little  competition  by  other  facilities  and 
providers.  These  hospitals  now  increasingly  tace 
declining  inpatient  demand,  competition  for  patients 
from  more  aggressive  rural  and  urban  providers,  and 
poor  community  perceptions  o.  tlie  extent  and 
quality  of  Jheir  services*  (see  ch*  5>.  The  consequence 
is  a  renewed  empha&is  on  marketing  and  public 
relations  by  many  rural  facilities  (see  box  6-B). 

A  1987  study  of 476  small  or  rural  hospitals  by  the 
American  Hospital  Association  (AHA)  found  that 
about  60  percent  of  the  institutions  were  actively 
engaged*  in  marketings  with  a  heavy  reliance  on 
image  advertisements  in  newspapers  {244).  A  rc- 
^i^i+cd  ^tudy  in  ]985  found  Uiat  the  rural  hospital's 
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administrator  was  most  commonly  charged  with  the 
marketing  function,  m  contrast  to  urban  hospitals 
where  sui^h  rer^ponsibilities  are  typically  handled  by 
a  marketing  director.  The  study  also  found  a  lack  of 
understanding  of  marketing*  and  us  importance*  by 
tnisleej  and  management  ilOO). 

Improved  Ijeadership  and  Afanagetnent 

Rural  hospitals  often  suffer  from  inc^pencnced 
administrators  and  high  management  turnover,  Ac- 
ct>rding  to  one  report*  the  administrator  turnover  rate 
'earhcd  ?A  percent  in  1986-87  among  urban  and 
rura'  hospitals  combined  The  hospitals  with  the 
highes;t  turnover  have  generally  been  small,  and  they 
are  more  Ukely  tc  have  experienced  higher  cost^^nd 
lower  profits  and  admission  raics  than  other  hospi- 
tals (^'^)  Yet  etpenenced  administrators  may  be 
unattracted  to  rural  liospitals  because  of  lower 
salaries,  and  thus  many  rural  institutions  may  have 
to  accept  untested  or  mediocre  administrators  U6/ ). 
CHC&  can  also  suffer  if  their  admini$;tratorf;  are 
inexperienced,  such  jdministiators  rnay  lack  the 
tune  or  .sophistication  to  prepare  Federal  grant 
applications  and  operations  reports  in  a  satisfactory 
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manner,  potentially  jeopardizing  receipt  of  funds 
and  center  solvency. 

Rural  managers  with  small  operating  budgets  and 
limited  specialty  staff  may  need  to  acquire  for 
themselves  the  skiUs  needed  for  recruiting  and 
trimming  staff,  writing  service  plans,  creating  adver- 
tising copy,  and  completing  cost  reports.  It  is 
possible  that  more  extensive  management  training 
enhances  the  ability  of  administrators  to  carry  out 
such  diverse  tasks.  One  survey  found  that  53  percent 
of  rural  hospital  administratois  with  bacheloi*^ 
degrees  stated  their  hospitals  were  sound  flnanciall) , 
compared  with  about  62  percent  of  those  with 
master^s  degrees  {361)? 

Governing  boards  also  pla>  a  critical  part  in 
hospital  lability,  a  factor  recognized  in  several 
communities.  For  example,  with  assistance  aom  the 
\\S\MI  Rural  Hospital  Project,  several  rural  mstiru- 
tions  in  Washington  have  implemented  plans  for 
trustee  education  and  development  m  order  to 
increase  th^  quality  of  leadership  and  teamwork 
{451 

In  the  early  1980s,  the  Association  of  Western 
Hospitals  Educational  and  Research  Foundation, 
with  support  £rom  the  Kellogg  Foundation,  created 
a  6-year  program  to  in^rove  management  and 
leadership  skills  in  rural  hospitals  (see  app.  E>. 
Projects  included  a  fellowship  program  to  place 
recent  graduates  in  health  management  into  rural 
institutions,  the  use  of  retired  healthcare  executives 
as  consultants,  an  educational  and  development 
program  for  trustees,  and  a  program  to  help  form 
alliances  bet^veen  rural  hospitals  and  local  busi- 
nesses. Evaluation  of  the  experimental  program 
among  participating  rural  hospitals  found  enthusia^^ 
tic  support  {188). 

An  example  of  successful  short-ieim  management 
is  shown  in  box  6*0, 

LONGER  TERM  APPROACHES 

Tb  maintain  or  inn'ove  their  financial  position, 
and  to  better  sen<  Jieir  conmumjties,  rural  health 
care  facilities  may  take  actions  that  mvohe  some 
change  in  tlieir  mission  or  d;e  extern  of  then 
autonomy.  These  actions  fall  mto  two  general 
categories: 


Box  ^-C — Example  of  Succes^ul 
Short-Tern.  Management 

Trigg  Memond  HospiiaL  a  30-bed  facility  in 
Tbcumcari,  New  Mexico,  was  in  cntical  financial 
condition  in  the  mid-1980s.  Demand  for  inpatient 
care  had  dropped  16  percent  a  year  for  the  4 
previous  years  and  the  hospital  had  accumulated  a 
$1  nulhon  debv.  Staff  morale  was  low  and  pitfcnt 
diS5atisbctK>n  was  high  as  a  result  of  some  budgei 
cuts,  for  example,  the  management  had  di&contm-  | 
ucd  linen  service,  and  patients  began  i^omplaining  ^ 
of  having  to  dr>  themselves  with  paper  towels.  A 
new  administrator,  hired  in  19$5,  found  wa>s  to 
reduce  expaises  without  sacrificing  patient  satis- 
faction, made  other  operational  improvements,  and 
mcreased  collections.  He  invested  coniidexabie 
tune  in  increasing  community  acceptance  and 
support  h>  attending  civic  club  meetings,  Schedul 
ing  hospital  op^  hoises,  and  speaking  on  local 
radio  talk  shows.  By  1987,  the  hospiuJ  was 
showing  a  small  profit  Sor^c  'najor  capital  im- 
provements, including  replacing  a  boiler  and  water 
pipes,  however,  were  still  unrealized  (255). 


L  The  reconfiguration  of  a  facility's  own  serv- 
ices, through: 

— hospital  conversion  to  some  fjnn  of  non- 
acute  care: 

— hospital  diversification  into  new  producis  or 
services;  and 

—service expansion  ..nd  practice  enhancement 
by  primary  care  centers, 

2,  The  establishment  of  intennc^ututional  rela 
lions  and  partnerships  through, 

— formation  of  consortia  and  alliances,  main- 
taining autonom)  of  die  individual  allied 
institutions;  and 

— affiliations  widi  odicr  facilities,  or  a  system 
of  facil  ties,  that  Irniit  the  control  individual 
institutions  have  over  their  operations. 

Limited  specific  Laformation  exiMs  on  die^;  ap- 
proaches, and  whai  does  exisi  i^  larjel>  anecdotal. 
The  following  sections  discuss  some  of  die  consider 
ations  and  risks  of  each  approach,  and  camples  of 
how  diey  have  been  applied. 


'Tbcielationsbip  between anaJmimstratoi  ia^lditroiW  tratiung  an^l  twipiMJ  ^^ratjn^i  pciiyiirun^c  tJi<t>  Ji%tiht  Jut  i..  ^itn,*  vvujajv>ni  <-  ^ .  >^ufKl 
lu^tmls  may  be  fjnorc  able  to  offer  saliincs  itui  attract  admimstraiors  with  higtKi  degrees 
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HospUal  Conversion 

Low  occupancy  and  shrinking  markets  have 
caused  many  rural  hospitals  to  consider  converting 
all  or  part  of  their  service  capacity  to  something 
other  than  inpatient  care.  The  additional  threat  of 
financial  insolvency  and  closure  may  have  forced 
many  hospitals  to  consider  conversion  a  la^t 
resort  The  final  decision  to  convert,  however,  may 
often  be  difficult  aiid  very  risky  for  niral  hospitals. 
Conversion  may  be  an  appropriate  option  when. 

ft  the  hospital  core  business  has  declined,  and 
additional  markets  cannot  be  found; 

♦  certain  resources  (e.g.,  adequacy  of  the  facility, 
ability  to  attract  appro;:date  staff  orphysicians) 
are  limited; 

♦  reimbursement  for  existing  services  is  inade- 
quate, and  reiiriborsement  for  new  services 
through  conversion  appear  to  be  more  acct  pta- 
ble; 

♦  the  hospital  is  having  trouble  covering  cmiing 
debts: 

♦  the  cciversion  is  targeted  to  a  specific  market 
population;  and 

♦  the  hospital  has  a  contingency  plan  and  avoids 
unnecessary  risks  {373). 

Common  types  of  hospital  conversions  are  trom 
acute-care  inpatient  to  ambulatory  care  or  long-term 
care  facilities.  For  example,  some  rural  hospitals 
have  converted  to  comprehensive  ambulatory  care 
centers  with  capability  to  deliver  some  level  of 
emergency  care.  Services  m^ght  includ'j  primary 
care,  emergency  care,  basic  laboratory  and  radiology 
service,  and  outpatient  surgery.  Existing  hospital 
beds  might  support  surgical  recovery,  emergency 
waiting,  or  adult  day  care  services.  Other  hospitals 
may  convert  more  simply  to  nonsurgical,  diagnostic, 
or  urgent  care  outpatient  centers.  Conversion  to 
some  form  of  long-term  care  facility  may  be 
especially  attractive  to  some  rural  hospitals  with 
excess  acute  care  capacity  and  large  elderly  service 
populations. 

Some  small  rural  hospitals  have  already  in  effect 
converted  to  short  duration,  medical  observation 
facilities  or  infirmaries.  In  these  facilities,  patients 
typically  are  held  24  to  48  hours  for  stabilization  and 
observation  by  a  physician  or  nur,se,  and  then  either 


released  to  home  or  transferred  to  a  hospital. 
However*  current  Federal  and  State  regulations  still 
usually  lequire  these  facilities  to  be  licensed  as 
full-service  acute-care  hospitals  and  bear  basic  costs 
associated  with  this  designation  (74). 

Convcision  does  not  nece^sarilv  eliminate  the 
problems  faced  by  rural  hospitals.  State  limits  on  the 
addition  of  certain  services  and  beds  may  prevent 
conversion  itself.  For  example,  Minnesota  has 
recently  had  a  stateiivide  nursing  home  bed  morato* 
num  (391),^  Also,  State  facility  licensure  laws 
typically  prevent  the  conversion  of  hospitals  to 
**lower  lever*  en^ergency  treatment  and  stabiliza* 
tion  facilities  unprepared  to  abide  by  regular  hospital 
licensure  requirements. 

Obtaining  the  car^ital  to  cover  the  plannmg  and 
construction  costs  converting  an  existing  facibty 
may  be  difficult  and  expensive.  Legal  fees,  unem- 
ployment compensation  to  displaced  staff,  and  the 
payment  of  existing  debts  and  obligations  typically 
must  also  be  covered.  The  facility  may  need  to 
recruit  new  staff  or  operational  expertise  (e*g.,  nurse 
aides  for  a  long-term  care  unit  who  must  undetgo 
additional  training  and  certification)  (187). 

There  is  no  information  on  the  number  and  scope 
of  rural  hospital  conversions  nationwide,  but  case 
examples  describing  some  of  the  range  of  experi- 
ences are  available  (see  box  6-0). 

Hospital  Diversification 

Unlike  conversion,  in  which  part  or  all  of  a 
hospital  actually  changes  its  mission  and  service 
sUTicture,  diversification  involves  expanding  into 
new  services  Diversification  is  commonly  intended 
to: 

♦  incref4se  the  institution's  revenue  base, 

♦  stren^ithen  referral  sources. 
«  enhance  community  image. 

♦  develop  more  comprehensive  services,  and 

♦  limit  excess  capacity. 

Diversification,  like  conversion,  carries  many  risks 
and  requires  careful  research  and  planning  to  avoid 
ovcrextending  resources.  Undersiandmg  the  market 
demand  for  die  proposed  service,  havmg  a  favorable 
reimburs'^ment  and  regulatory  envm^nment.  kno^v- 


^Moraloriaonmirsung  homt  services  Su»es  may^  in  addition  to  inuicaJng  tliatihcrc  is  tuTTCntSy  a  suttjwiijnt  ?iiippl>  such  services,  ictlccuhic 
faet  thai  Siatc  Mff<Ifcaid  budgets  fihe  mojor  payer  of  nursing  home  taiej  are  already  scvcrcl>  tonstramed-  and  the  StJic^  i.annoi  alfoiJ  JurUia  requests 
fo»  iMirsing  home  care  paymenis. 
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Box  6'D — Two  Examples  of  Hospital  Conversions 

\^arren  General  HospttaL  a  37 -bed  publ^  ho&pitaJ  in  rural  Nonh  Carolind  plagued  b>  debt,  lo^  (xcupjnc) 
raleSt  and  an  unpov  en^hed  patient  ba&e,  de*.ided  to  i^lo^e  in  1985,  The  communit}  feared  that  u  &erv  ices  ceased  tiie> 
5^auldlo&etheureniajningph>sKtansandtheii  onl>  lovaliourLeofemergeno  care.  In  1988,  the  tommunit)  pa  sed 
a  bond  referendum  to  raise  the  capital  for  the  conversion  of  the  hos^iol  to  a  primary  care  center,  The>  did  so, 
nowevei,  at  the  expend  of  other  vital  (.omniunitj  iervn.es,  sui^h  as  si^hools*  that  were  also  dependent  on  support 
from  the  county's  eroding  tax  base, 

Wiih  coordinated  suppon  from  the  State  and  Federal  Governments,  the  tommimit}  ^as  able  tc  recruit  three 
new  physicians.  The  dinjc  currently  ts  delivering  primary  tare  under  the  joint  direction  of  the  i.0^m>'s  health 
department  and  a  federally  supponed  community  health  center  (86^7). 

McGtnms  Hospitali  a  17'bed  hospital  in  rural  l^enns>lvania>  was  struggling  nith  declining  ^ipatient  utilization 
and  ensuing  operating  losses  in  the  early  1980s,  The  hospital  vvas  pievjo^sly  privately  owTied^but  it  had  recently 
been  purchased  bj  a  nearby  hospital  gioup*  We^tmoreLmd  Health  System,  Bcf^au^e  of  the  hospital^  aging  facility, 
eroding  financiat  condition*  and  small  &ize,  Westmoreland  management  explored  a  number  of  fac  iJity  t:onv  ersion 
options,  inUudmg  ambulatory  surgery*  substance  abuse*  wellness  services*  hOspi(.e,  and  various  typci,  of  long-term 
caie.  In  1984,  Westmoreland  decided  to  i^onvert  the  hospital  to  an  ambulatory  tarefacility  .specializing  in  same  day 
ophthalmologic  and  reconstructive  surgery.  The  center  now  has  a  medkal  staff  of  performing  over  2,000 
outpatient  surgenes  a  year,  drawing  from  a  large  geographic,  area*  and  it  is  rcaUzing  a  profit  from  operations 
However,  Westmoreland  has  had  toovefi^omesomediffi*.ulEies,  including  resistan^^e  to  change  by  the  facility  bvard 
and  community  residents  and  lack  of  enthusiastic  support  from  employees  and  medical  staff.  The  center  decided 
to  retain  its  acute-care  License  in  order  to  remam  eligible  for  maximum  reimbursement  rates*  but  in  otder  tocompl) 
with  hospital  licensure  requiren,ents  it  has  had  to  mamtain  certain  e^pencive  facility  and  staffing  standards, 
ProposedchangesinMedicarereimtmrsementforoutpatieni  surgery  uee^h  3;ma>  Jjmit  the  facility  *s  profits  {374} 


ing  the  competition's  capability  ai>  well  one's  own* 
and  being  willing  to  nsk  failure  by  providing 
nontradttional  services  are  all  critical  elements  of 
this  process  {214). 

Diversification  can  take  many  forms,  although  in 
most  cases  hospitals  probably  diversify  within  the 
health  care  industry,^  It  is  often  a  form  of  vertical 
integration,  where  the  hospital  expands  its  service 
base  *o  encompass  a  more  comprehensive  level  of 
care.  Examples  are  hospital  sponsorship  of  a  primary 
care  group  practice  or  home  health  agency.  This 
strategy  has  several  advantages  for  the  hospital, 
including: 

•  greater  control  over  referrals, 

•  mcreased  access  to  reimburscmem  at  different 
levels  cf  patient  care; 

•  an  attraction  for  consumers  who  would  have  a 
variety  of  their  needs  met  at  one  location  or  by 
One  system  of  care; 

•  the  possible  forestalling  of  competitive  praf.- 
ttces  of  physicians  (e,g,,  housing  certain  dtag- 


nostic  lab  equipment  in  their  ov\ti  offices)*  and 

•  reduced  neeJ  to  transfer  or  refer  patients  to 
other  health  service  providers  {109387). 

Common  candidates  for  diversification  include: 

•  long-term  care  units  (see  ch,  5), 

•  psychiatric  and  substance  abuse  treatment 

•  rehabilitation  services; 

•  ambulatory  care  (e,g.,  outpatient  surgery,  diag- 
nostic imaging,  wellness  and  health  promotion 
services); 

»  occupational  medicine;  and 

•  women*&  medicine  and  birthing  services. 

An  example  of  how  these  services  might  be  used  is 
presented  in  box  Tlie  use  of  swing  beds  for 
long-term  care  and  diversification  into  varv::.o 
ambulatory  care  services  are  particularly  common 
for  riiral  hospitals. 

I'sc  of  Swing  Beds 

Swing  beiis  *ue  Iiosp^^al  beds  that  ma>  be  used  to 
provide  either  acute  jr  longer  term  care  The  term 


10  eng^  ID  non-l>eallh  divcrsificatjon  g ,  aparlmcjit  JcJiing,  trcdn  tullotuun  5crm,es>  wJlh  nimmMi  **dv<:rsc  itix  itt  rcgul-Ui>r>  ^^on^oqucmcs 
Cbmpcdtion  wiihin  these  hospitals  lor  limner]  rtsouKc^,  liowcvct-  oiicnmdy  niaJte  liit  use  ol  fuiiJv  ft>i  umtUc^l  *uiKaK  ,  |c%^  -il  a  pu:m\y  and  thus 
uitacccotabk  Q74) 
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Box  — Example  of  Hospital 
DiversiJicoHon 

Gritman  Memorial  HoSp.  .„,a62'bed  facility  in 
Mdscow»  Idaho » has  developed  a  number  of  diversi- 
fied programs  in  the  past  few  years.  The  hospital 
had  previously  experienced  annual  declines  of  10 
percent  in  utilization,  ''outmigration*  *  of  nearly  30 
peiceni  of  its  area  resident^),  and  a  governing  board 
and  administration  resistant  to  change.  The  boml 
finally  decided  to  appomt  new  members  and  hire  a 
new  management  team  for  the  firsi  ttme  in  25  years. 

The  new  administrator  developed  a  detailed 
diversification  strategy  with  input  from  staff  and 
commimity.  Market  research  identified  thedemand 
for  potential  services  and  some  of  the  reasons  f^ 
the  high  rate  of  patient  outmigiation.  Ultimately, 
the  hospital  decided  to  instit^tte  a  comprehensive 
family  birthing  center,  a  diagnostic  imagmg  cem^ 
w^'ith  computed  tomography  scanner  and  nuclear 
medicine,  a  mammography  piograni,  an  outpatient 
physical  therapy  complex  w>th  rehabilitation  and 
sports  medicine,  and  an  outreach  laboratory.  The 
hospital  undmook  most  of  these  diversified  pro- 
grams without  obtainmg  large  amounts  of  capital  or 
incurring  substantial  new  debt.  Since  diversifymg, 
Critman  has  mcieased  utilization  by  up  to  12 
percent  annuaily,  imjfHoved  its  operaimg  margm 
threefold,  and  witnessed  a  20  percent  decline  m 
patient  outmigration  {S74), 


**swing  bed*'  is  u.-ed  because  the  hospital  patient 
may  **swing"  betweenacuteand  skilled  or  intenr^e- 
diate  care  as  neef'ed,  and  qualify  for  Medicare 
and  Medicaid  reimbursement  (see  cb-  3).  Federal 
payment  for  swing  beds  is  relatively  recent;  it  was 
initiated  after  studies  in  the  1970s  found  that  swing 
beds  improved  access  to  skilled  nursmg  care  for 
rural  residents. 

The  growth  of  the  sv  ing  bed  program  was  slow  at 
first,  with  only  about  150  participating  hospitals  by 
1984  (555).  Recent  growth  has  been  rapid,  however, 
perhaps  in  part  as  a  result  of  the  Medicare  prospec- 
tive payment  system  and  its  incentives  for  hospitals 
to  discharge  patients  from  acute  care  beds  more 
rapidly.  By  July  1987,  approximately  1,000  hospi- 
tals (about  47  percent  of  all  eligible  facilities)  were 
participating  {552), 


Swing  beds  may  be  attractive  or  appropriate 
services  for  hospitals  that: 

•  are  in  rural  communities  with  an  unmet  need  for 
institutional  long-term  care; 

•  have  low  acute-care  occupancy  and  excess  staff 
capacrty;  and 

•  have  staff  with  satisfactory  knowledge  and 
training  in  long-term  care  {554\ 

Studies  have  found  that  the  swing  bed  program  both 
fills  a  gap  in  care  for  post-acute  patients  and 
provides  small  rural  hospitals  with  a  welcome 
sourceof  revenue  {510.552J55JOOyA  1987  evalu- 
ation of  the  swing  bed  program  concluded  that 
three-fourths  of  all  swing  bed  admissions  in  1983 
were  from  acute  care  beds*  two-thirds  of  these  were 
from  the  swing  bed  hospital*s  own  acute-care  unit. 
Medicare  is  the  major  payer,  covering  49  percent  of 
all  swing  bed  days  in  1985.  Medicaid  pays  for  about 
8  percent  of  swing  bed  days  {555), 

The  additional  cost  to  hospitals  of  providing 
swing  bed  care  is  relatively  small,  since  the  beds 
already  exist.  Although  swing  bed  care  is  not  a  major 
moi^eymaker,  even  low  utilization  levels  can  create 
net  revenue  for  the  hospital-^  Nar anally,  swing  bed 
revenue  represents  about  8  pen  nt  of  total  revenue 
in  hospitals  that  have  such  beus  {5I0y  Also,  having 
on  sJaff  specialized  personnel  (e.g.,  a  social  worker 
or  physical  therapist)  for  swing  bed  care  may  make 
it  more  feasible  for  a  hospitii  to  diversify  into  other 
.services  for  the  elderly. 

Swln^  bed  services  generally  provide  sh^^rt-term 
post-acute  care  rather  than  long-term  care.  The 
quality  of  care  provided  to  the  subacute*  shorter  stay 
patient  appears  to  be  satisfactory*  however,  care  for 
patiencs  needing  more  traditional,  longer  term  nurs- 
ing care  may  be  better  provided  in  area  nursing 
homes  (700),  This  finding  Is  probably  related  to  the 
type  and  level  of  staffing  required.  For  exatiiple ,  the 
more  intensive  needs  of  swmg  bed  patients  may 
necessitate  more  regular  attcn'.ion  from  physicians. 
Also,  hospital  staff  that  serve  acute  and  long-term 
care  patient:  may  lack  the  necessary  expertise  to 
provide  different  levels  and  quantities  of  care  (e,g,, 
coordinating  social*  recreational,  and  other  theta- 
peutic  services  not  typically  provided  to  short-stay 
patients)  (70O), 
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*^orm<>sihospitals^swingt)cdfiev*micsc35CCCdswmgb<>Jc^^  How^rvor.olhtcK  ^wui^  bed  volumes  Uboui  2.000 

patient  days),  one  study  found  thai  costs  btsan  c^^^^cdiog  revenues  W/) 


Chapter  6Shorh  and  Long-Term  Strategies  for  Effective  Change  by  Rural  Providers  *  165 


Table  b-t—Oomtnunity  Hospitals  With  Medicare*Certlffed  Swing  Beds,  1987 


Tot«l  M«dic«ro*certified  wint  bed  hospitals^    983 

PercflfRt  of  bo«pLtaL4  in  frontier  «r«»  th«t 

ir«  Modicare^certif  Led  swin^  bed  hospitals   60 

Percent  of  sole  coaimwity  hospitals^  that  are 

Medicare-certified  swins  bed  hospitals^  * .  *  *    38 

Chuacteirirtics  (pttr  «4n8  b«d  lK)«pibAl> 

Mean  number  of  acute  care  bed«  designated  as  awing  beds     17.3 

Mean  percent  of  fltfinss  beds  to  total  facility  beda^   39.6 

Mean  swins  bed  adioissions:    number  (porcent)  of  total  admissLons   ^7  ($> 

M«an  '  'ns  bed  inpatient  days:    nuiciber  (Percent)  o£  total  inpatient  days   $88  C13) 


HOXE.    Cocmunity  hospitals  are  defined  here  as  all  non-Federal,  short-stayr  nonspecialty  hospitals  iseo  npp 
C). 

^Number  does  not  mclu^Je  19  hospitals  that  had  swing  beds  but  were  not  Hedlcare-cex tiCied  swing  bed  hospitals, 
number  includes  only  hospitals  in  noninot^o  ure^i    Federal  la^  dellnins  seoSropliicaX  eiigibiiity  toi  Hedicaca 
swirig  be''  certification  u»es  the  U.S.  Bureau  o£  the  Census  dofinition  of  a  rural  area. 
As  defin  i  for  Medicare  purpose^. 

^  total  facility  beds  include  eli  beds^-hospital  and  long-terro  care  beds. 

SOURCE:    Office  of  Technolosy  Aase«stnent    1990.    Data  f^otn  Aroeri'^en  Bospltai  Association  a  1^87  Annual  Survey 
of  Hospitals. 


Hospitals  converting  acute-care  beds  to  sv^ing 
beds  may  face  problems  such  as: 

•  staff  reluctance  to  accept  new  responsibilities; 

-  staffrecruitment  difficulties  in^posed  by  Medi- 
care's conditions  of  participation  that  require 
the  provision  of  certain  services  (e.g.>  reaea- 
tional  therapy); 

•  unfamiliarity  with  regulations  that  were  de- 
signed for  dolled  nursing  facilities,  and 

•  inadequate  third  party  reimbursement. 

Most  of  these  problems  diminisib  with  hospital 
experience  as  a  swing  bed  provider  (700). 

Recent  legislative  changes  (Public  Law  l{X)-20'' * 
enable  all  rural  hospitals  with  under  100  bed^  to 

participate  in  the  Medicare  swing  bed  progr^^> 
expanding  the  p^oi  of  eligible  hospitals  to  about 
2,800  (555).  Hospitals  with  more  than  49  beds  must 
meet  conditi^.as  intended  to  mLiimize  comr^.lion 
with  nursing  homes*  These  conditions  include  tra.  s- 
£ening  extended-care  patients  within  5  days  to  a 
skilled  nursing  bed  in  the  hospital's  region  unless  the 
transfer  is  not  deemed  medically  appropriate  by  a 
physician  or  there  is  no  such  bed  available. 

In  1987,  983  hospitals  were  reported  to  be 
certified  by  N^fedicare  as  swing  bed  providers  (table 
6-1).  In  these  hospitals*  swing  beds  accounted  for 
nearly  40  percent  of  total  beds  and  13  percent  of  total 
inpatient  days*  Hospitals  .ocaterl  in  frontier  areas 


find  swing  beds  especiali)  attractive.  Swing  bed 
hospitals  are  most  prevalent  in  the  central  and 
western  parts  of  the  United  Stales;  the  West  North 
Central  region  contains  42  percent  of  all  swing  bed 
facilities  (Hgure  6-1)* 

The  growth  of  swing  bed  uie  in  some  States  may 
be  hampered  by  certain  Federal  and  State  regulations 
(see  ch.  7)>  however,  some  States  have  eased 
restrictions  on  swing  bed  development.  North  Caro- 
lina now  exenpts  swing  beds  from  certificate-of- 
need  review  lui'^ss  expenditures  related  to  swing 
beds  are  $2  millioh  or  mc  'e,  which  is  unlikely  given 
the  small  capital  costs  required  for  such  diversifica- 
tion (474).  Montana,  which  previously  had  allowed 
Medicaid  payment  for  swing  beds  onl>  when  there 
was  no  available  nursing  home  bed  wiJiJ^  a 
100  mile  radius  of  the  ^wing  bed  hospital,  reduced 
its  limit  m  1989  to  a  25-mile  radius  {452).  Also> 
several  States  recentl)  have  passed  laws  authorizing 
Medicaid  to  pa>  for  ^wing  bed  serVice*.  A  1989 
survej  found  that31  States  were  present!)  providmg 
Medicaid  coverage  of  swing  bed  care  {474). 

Ambulatory  Care 

Although  nearly  all  rural  hu^pitals  provide  some 
outpatient  services  ch.  S>>  ambulatur>  ^are 
continues  to  be  an  atttaUive  area  of  hospital 
diversification.  In  1987,  <>buut  80  percent  of  ail 
hospitaJs  (buth  rural  and  urban)  ^urvejcd  b>  *hc 


^'''''itcs  also  may  «:iteiKl  Medicaid  covcrajce  to  all  rural  hospitals  under  100  beds. 
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Flcfgre  6-1  ^Number  of  Medicare-Certified  Swtng  Bed  Hospitals,  by  Census  Region  and  State*  19^7 


Regional  totals 


■  West  NarUi  Central  41!) 

■  West  South  Central  133 
t  ^fou■Uah1  i24 

■  EasI  Scuth  Central  98 

■  East  North  Central  87 


«  South  Atlantic 

■  Pacilic 

■  New  Gn'^^nd 
«  Mid-Atlauhc 


68 

t3 

3 


SOURCE^  Off K»  of  Technology  AsaossmenL  1990  Data  from  Am&ncan  Ho^pitd  Assooa1ion$  1&67  Anr  jat  Survey  oi  Hospitals 


AHA  said  they  planned  lo  diversify  f 'rther  into 
ambulatory  care.  Tney  perceived  the  advantagts  to 
be  increased  revenues,  larger  market  sh£..c,  greater 
!npatient  occupancy*  and  the  improved  abiJity  to 
compete  with  area  providers  (275;. 

Hospital-based  arribulatory  surgery  facilities  can 
be  pariicularly  attractive  in  rural  areas.  They  require 
limited  capital,  are  convenient  for  physicians,  and 
aream^or  source  of  surgical  emergency  care  for  the 


community.  However,  many  hospitals  are  concerned 
about  their  profitabihty  because  of  low  naticnt 
volumes  and  changes  in  reimbursement  (sec  ch.  5). 

Another  ambulatory^  care  option  for  rural  hospitals 
is  the  sponsorship  of  primary  urgent  care  clinics 
and  group  practice  center;*.  Physicians  may  some- 
times find  these  arrangements  attractive  because 
they  ensure  batk-up  ^sistancc  and  remove  many 
administrative  responsibilities  from  the  physician. 
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For  hospitals,  the  benefits  include  working  more 
closely  with  p^^^sicians  to  capture  and  retain  pa- 
tients, stabilizing  the  physician  p^ctice,  and  im- 
proving the  delivery  of  primary  care  services. 
Howeverf  obstacles  to  rural  hospital  di\er^*fication 
into  primary  care  inay  include: 

♦  difficulty  recruit' and  retaining  physicians; 

♦  hospitals*  lack  ot  ^Jiowledge  and  experience  in 
primary  care  deliver}'; 

♦  opposition  by  the  local  medical  communit>, 

♦  competition  from  primary  care  phyMcians  and 
hospital  energency  room^; 

♦  unstable  financial  condition  of  the  hospital  ur 
primary  care  practice;  and 

♦  lack  of  patient  awareness  or  acceptance  due  to 
poor  mckering  and  quality  assurance. 

Nationwide,  the  numbei  of  ho^pital-operat-id  free- 
standing centers  providing  primary  or  urg^^nt  care 
services  had  risen  to  1,003  in  1988  (362).  No  data 
specifically  exis*  for  rural  hospitals. 

Hospital-affiliated  primary  care  in  rural  areas 
tak^s  /arious  fonns,  including: 

1,  Hospttal^based  and  sponsored  prima*}  care 
clinics — In  this  model  (used  by  many  Indian 
Health  Service  hospitals^,  the  hospital  deUvei^ 
the  primary  care.  In  ooe  example,  an  8f^'»ed 
rural  hO:>pital  in  Nortli  Carolina  piovic^^  l  an 
onsite  facility  and  operating  subMdies  to  *a 
n*ac*  a  primary  care  group  practice  to  the 
hospital  campus  (485). 

2,  HospitaUbased  certified  rural  heal*!\  clinics 
(RprCs) — Becoming  a  Medicare-certified  RHC 
may  help  a  rural  hospital's  ambulator^'  care 
diversification  efforts.  As  noted  in  chapter  3, 
hospital-base'*  primary  care  clinics  under  this 
program  are  paid  a  rate  covering  all  reasonable 
costs  for  serving  Medicare  and  Medicaid 
patienis  if  they  offer  the  use  of  midlevel 
practidoners  at  least  50  percent  of  the  time, 
However,  many  rural  hospitals  remain  un** 
ware  of  this  opportunity,  fmt  r. -idlevel  practi- 
tioners unavailaL>le,  are  in  States  that  limit 
Medicaid  reimbursement  for  llieir  ^crvice^,  or 
face  Other  discouraguig  factors  Uee  ch.  7). 

of  1989,  no  more  than  IS  hospital^^  had  been 
certified  as  RHCs  (see  ch 

3,  Hospttal^sponsored,  satdhte  primary  ^are  t  en- 
I.Tj— Satellite  clmics  extend  the  hospital'^ 
referral  base  and  piovide  primary  care  to  a 

^  eeographically  broad  service  area^  Satellite 


Box  — Example  of  Hospital 
Diversification  Into  Primary  Care 

In  the  mid-1970s,  Roanoke  Chelan  Hospital  in 
Henford  County,  Nonh  Carohna*  opened  a  pnniaiy 
care  ;.enter  in  Gatesville  (25  miles  away  in  Gates 
County)  to  make  health  ^  there  mote  accessible 
and  comprehensive.  (Gates  County  is  predomi- 
nantly poor  and  has  one  of  the  highest  infant 
mortality  rates  in  the  State.)  The  hospital's  outreach 
effort  was  unusual  in  that  .  was  believed  to  be  the 
first  case  of  a  Nort*^  Carolina  public  hospital 
providing  such  services  beyond  its  county  borders. 
Development  of  the  satellite  program  involved 
initial  foundation  suppon  and  the  cooperation  and 
assistance  of  the  Gates  County  commissicnersand 
a  nearby  State^upponed  rural  health  clinic.  The 
center  was  to  be  staffed  full-time  by  a  family  nurse 
J  practitioner  \\ith  onsite  supervisbn  from  a  hospital 
,  emergency  room  physician  20  hourr  a  wecL  Center 
services  were  to  incl  ide  a  pharmacy,  diagnostic 
care,  and  transportation  services  for  patients  to  and 
from  the  hospital  and  are^  specialists  {4i5y). 


clmics  ma>  provide  community  ^  '  u  ation, 
screening  services,  other  primary  ^^are  serv- 
ices, and  diagnoMS  and  treatment  for  essential 
eraeigency  care.  They  can  also  //rovide  a  more 
accessible  anC  less  costly  source  of  priniary 
care  for  poor  patients  who  previously  may 
*^we  used  the  hospital's  emergenc>  room  (see 
box  6-F){190l 

Corporate  Restructuring 

Hospitals  may  restructure  their  corporate  or  or- 
ganizational identity  in  order  to  diveisify.  For 
example,  they  may  transfer  certain  hospital  assets  or 
functions  to  a  separate  corporation,  such  as  a  parent 
holdmg  company  of  which  the  hospital  becomes  a 
subsidiary.  This  anungemc  .t  may  be  attractive  to 
private,  nonprofit  hospitals  wishing  to  protect  their 
tax-exempt  status  while  diversifying  mto  unrelated 
and  often  for-profit  businesses  (31). 

Hospital  le.'itni*.  luring  throu^^h  the  formation  of 
parent  holding  cot  ipanies  and  subsidiaries  has  not 
become  common.  A  t987  national  sun  ey  of  hospi- 
tals interested  in  diversification  found  that  only 
one-fourth  had  created  a  subsidiary'  to  operate 
diversification  activities  C75).  Corporate  restructur- 
ing is  particularly  uncommon  in  rural  hospitals. 
About  1 1  percent  of  rural  comniunit>  hospitals  were 
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Box  6'G — Four  Examples  of  Rurai  Primary  Care  Netmrks 

Marshfieid Clinic,  located  in  Marshficldt  Wisconsin,  a  large  pn^ate^  multispecialty  group  pratucetiialotrei: 
a  variety  of  outr^ch  pi  ^rams  to  a  larg'^,  rural  region  of  the  State.  Created  b>  6  physicians  in  1916,  itno\:  has  over 
250  phyjficians  representing  some  60  medical  specialties.  Since  l976»Marshfield  has  established  17  regional  clinia, 
most  located  in  small  town  ■  10  to  100  miles  from  the  main  clinic.  A  regional  scrvxe^  program  provides  advanced 
diagnostic  testing  and  medical  educatiin  and  consultation  services  to  over  ^70  hospitals  and  health  care  facilities 
serving  a  population  of  3.5  million.  The  prcgram  provides  various  mobile  Jiagnosuc  services  (e.g..  echocardiology;, 
and  a  regional  reference  laboratory  performs  about  250,000  tests  annually.  Hie  CImic  lla^  a'so  tormed  the 
Marshfield  Medical  Research  Foundation  to  provide  support  in  such  areas  a.s  physician  recruitnieL  »  clinical 
research,  and  administration  of  a  federally  funded  clinic  serving  low-incom**  patients  y4^9). 

The  Southern  Ohio  Htaith  Servui's  NetMOrk^  ^pmaltyuonprorn  system  of  pnmary  care  tenters,  was  onginally 
creat  ed  toattractphysiclai^s  to  a  poor  and  medically  underservet?  Appalachian  region  The  number  of  pnmar>  *"are 
centers  opera  *d  by  the  network  has  grown  from  1  in  i976  to  12  in  1988,  cryvermg  4  counties  ;ind  serving  30.000 
patients  In  addition,  the  network  manages  a  center  that  provider  State-supported  comprdiensive  prenatal  care  and 
supplemental  nutrition  services  Federal  funds  now  provide  32  percent  of  the  network's  budget,  compared  with  52 
percent  when  the  network  began  operations  The  centers  shan^the  services  of  some  specialty  physicians.  They  also 
share  central  office  financial  and  personnel  managenwnt  and  centrally  oiganrcd  staff  education  {724), 

West  Alabama  health  Services  {WAnO,  openej  in  1973,  operates  5  primary  care  clintcs.  a  20-bed  hosprtal, 
and  a52-bed  nursing  home  ind  scrv,^  o  counties  in  rural  Alabama.  Greene  Count)',  Mte  of  the  central  office  and 
main  medical  center,  is  one  of  tlie  five  poorest  counties  the  Nation.  In  response  to  a  high  incidence  of  infant 
morrality  and  teen  pregnancy  in  the  area,  WAHS  began  tlie  Kural  Alabama  Pregnancy  and  Infant  Heahli  Project, 
providing  preventive  care  with  the  support  of  a  pnvatc  foundation  and  participation  by  the  district  health 
department,  an  urban  community  ??ea!th  center  and  university  medical  i.<;n?cr  WAHS  also  employs  dentists  and 
specialists  in  mental  h^'alth,  nutrition^  hypertension,  and  prevent  ve  health,  and  u  has  Itnl^ges  with  area  Head  Start 
and  eM*'rly  meal  programs  WAHS  now  provides  mote  than  100,000  patient  visits  a  year,  nearly  one-fifth  of  its 
patier.s  :ely  on  transportation  services  provided  by  WAHS  The  central  office  handles  all  purchasing,  billing  ,ind 
o?h    administrative  support  requirements  for  the  centers 

United  Clinics — Some  rural  private  practices  have  also  used  satellite  ^  limes  to  expand  services.  Sn  196"^.  two 
private  physicians  (a  family  pnjTtice  physicjan  and  a  radiologtst)  i  >rmed  United  Clinics,  d  prvatc  muhispectalty 
group  practice  in  oual  North  Dakota  The  group  expanded  mto  internal  medicine,  obstetrics,  pediatnc^.  and  general 
surgery,  and  now  has  17  physicians,  Overapenodof20years,  United  Cbnics  established  six  satellite  ci,  ucs  serving 
nine  counties  in  North  and  South  Dakota  Each  clinic  maintains  x-ray.  laboratory,  and  minor  surgery  capability  to 
support  the  delivery  of  basic  primary  car^.  and  sor."  specialry  services 


part  ofa  holding  company  in  1987,  andjust  6  percent 
operated  a  subsidiary  (625).^  For  p'^blicly  »wncd 
hospitals,  thf^re  are  sevrra!  legal  restraints  v  coipo- 
rate  restructmh^g  (s^  ;  ch  7), 


I^'rimary  Care  Facility  Diversificathn 

Like  hospitals,  some  primi^.y  care  cent^*rs  have 
sought  to  diversify  th  r  services  in  order  to  provide 
a  fuller  arra)  health  care  while  maintaining  or 
improving  their  financia]  standing.  These  centcis 
may  depend  on  govetnment  fundmg  (e.g.,  as  com- 
munity health  centers  (CKCs))  or  operate  ?s  private 
{-.actices.  One  emerging  **di versification''  strateg> 
is  the  development  of  satellite  cUnics  o^  multiccntcr 


'tfbCEudesoDly  rural  hospUaJs  with  fcw<;r  lhan  300  beds 


ERIC 


networks  thit  pcrmil  Ixith  upcrjtjunai  rfficiencies 
and  service  expansion  {.sec  box  6-G). 

Satellite  clinics  st*ii'<'ed  by  midlcvel  practitioners 
can  be  >>.scd  to  expand  pnmarv  qvhc  jt*r;iccs, 
partnularly  in  .sp;irsci>  populated  arca.s  ^^here  there 
r;  trcn^ local pb;  ician.Suchnrudtevel[.ractiiioii- 
i?rs  ^j^n  opfTfi'.c  Willi  "*>^siderablc  aulon  ^y.  re- 
^.iviij^^.  routine  cliniCifi  supervision  and  support 
ljv>m  pr,j..*i  m  t^tJic^  ^jummuoitics.  In  oiie  clinic 
in  siTiail  i^ub*'*'^  South  Di*kota  conimumty,  for 
cxiunple,  a  phj  ician  assistant  (PA)  is  the  sole 
provider  of  caic.  The  clinic  is  located  between  two 
Indian  reservations  and  serves  three  ut  the  area*s 
poorest  i:ouu*K's.  The  PA  can  call  in  prescriptions  to 
ihi'      *(cst  pharmacy  55  \v  .^s  awiw.  and  orders 
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usually  arrive  in  the  conjnunity  within  a  d^^y.  The 
PA  aJso  allowed  to  have  predispcnsed  slaner 
doses  of  drugs  Ou  site  for  common  needs  (354). 

Some  communities  have  resorted  to  unusual 
arrangemenu  to  obtain  urgent  primary  care,  A  small 
rural  community  near  the  Color  ado/Kansas  border 
losi  all  essential  primary  cai  j  services  in  late  1985 
when  its  small  hospital  clo:.ed  and  was  converted  to 
a  nursing  home,  and  the  lovdl  physicians  closed  their 
practices  and  moved  av  ay.  In  1986,  investors  from 
the  community  agreed  to  become  partners  witli  a 
private  urgent  care  medical  group  in  I>enver,  in  oaier 
for  the  group  to  reopen  the  community  clinic  next  to 
AC  nmsing  home  as  an  urgent  care  center,  ITuee 
physiciar..  from  the  medical  group  were  flown  in  to 
stafl  the  cioiic.  None  of  the  physicians  li  in  tlie 
community  on  a  reguLtr  basis  and  none  offered 
extended  hours,  but  they  were  on  call  for  emerget^ 
cies  around  the  clock.  To  ensure  some  continuity  of 
care-  the  group  also  planned  to  negotiate  contracts 
with  regional  ho^pitjtls  to  anange  secondary  anJ 
tertiary  caie  for  patients  seen  at  the  clinic.  Commu- 
nity support  ii:  ihe  eaily  stages  of  '  ^ncure  wa^ 
reported  to  be  excellent  (723). 

Where  no  traditional  primary  care  providers  are 
available,  some  local  health  departments  have  begun 
providing  primary  curt,  often  to  poor  patients  or 
residents  of  sparsely  populated  areas.  For  example, 
ihe  health  department  in  Price.  Utah  contracts  v/ith 
a  physician  to  deliver  primary  care  and  case  manage- 
ment services  to  Medicaid  recipientr  and  those 
without  insurance  inafo^j-county  frontier  area  The 
health  department  also  has  become  a  Medirare- 
certified  home  health  agency  (622), 

In  1986,  rural  Marion  County  ,  Florida  upcned  a 
primary  care  center,  funded  through  the  count> 
health  department,  in  onier  to  reduce  inappropriate 
use  of  the  county  hospud^'j  emergency  loom  facxh 
ties  by  indigent  patients.  The  pnmary  care  ciuii^ 
fumLshed  nearly  3,700  paturnt  visits  in  its  fifst  5 
months  of  operation  (222), 

Local  health  departments  sometimes  target  a  very 
specific  service  and  population.  With  private  foun- 
dation and  State  supports  tlte  disttict  hcr^lth  depart 
ment  in  Elizabeth  City,  North  Carolina  uegan  in  the 
mi(l-1970s  providing  mobile  ucntAlchnici>'rvice.sto 
needy  children  living  in  a  four-county  region. 
Services  include  screening,  education^  treatment, 
and  referral.  The  mobile  unit  serves  children  on:>ite 
at  area  public  schools,  eligibility  for  services  is  tied 

RlC 


to  ebgibility  for  th"^  f*cc  ^*.hc,^l  Mnch  prog;am. 
About  half  of  ihc  whiKircn  exanuned  m  the  fis  ye^tr 
of  the  project  were  found  i*j  nct^d  imrr  'di^te  dcjiMi 
treatment  (485). 

Hospital  Cooperatives 

Fiiar)  al  problems  and  increased  competition  for 
shiinkUig  resources  V,g,,  capita!  financing)  have 
compelled  many  rural  hospitals  to  seek  assistance 
from  or  cooperation  with  other  providers.  Such 
alliances  may  be  soLight  in  order  to  increase  opera- 
tional efficiencies,  obtain  management  expertise* 
ai;d  enhance  access  lo  other  resou  *ces. 

Cooperative  eifo:t:>  have  a  sobd  hu'^^y  m  the 
delivery  of  essetitial  rural  services  (e,j,.,  electricity, 
(.redit  unions),  CooperaUve  ventuics  tu  attract  *tnd 
provide  health  services  bloomed  in  the  19  lOs,  onij 
ic  fade  withm  a  dec*u*f  a^  commumt>  a  ^jOvern- 
ment  support  declmed  ^-^Oo.  ihe  cooperative  con- 
*.ept  appears  lo  have  eitpenenced  a  resurgence  m 
recent  years*  due  to  Us  promise  of  enhancing 
fesoorces  while  preserving  the  mdependence  of 
iiidividual  pioviders.  The  nature  of  tht;  relationship 
aniong  cooperating  facilities  may  \ary  considerably 
(sec  bo?f  6-H  for  exa  up  es), 

Soine  of  the  ^tentu^  oenefib  of  coopeJative 
relationships  are: 

♦  more  efficient  operations  from  reducing  duph- 
cation  and  sharing  equipment,  Tacrhties,  staff 
and  benefit  plans,  adrmnistrati^  e  servicesi  moT- 
kelmg  and  management  talent,  and  other  re- 
sources: 

♦  improvemen:  of  market  strength  through  cost 
sav  Jigs  (e,g,,ti^>tn  volume  purchase  discounts  A 
;nt  reaped  productivity,  and  improved  access  to 
^.apital  iman*:in^,  e:>tabbshment  of  beneficial 
patieLt  rcienal  arrangements  and  participation 
in',ei.:urer  such^  s  preferred  provider  ci^a.'^ua- 
tior^ii  and  regional  reference  laboratories* 

•  prov^dmg  a  forum  for  information  sharing  and 
poh.ica!  advocacy  of  common  causes;  and 

*  strengthening  quality'  of  care  measures 

There  are  cb;,laLlc,s  tu  Lne>e  p^^tenthdly  ad\arua 
geuus  ; e(atiun:>hips.  First*  lat^k  of  mist  ani  jng 
*.ompetuoii  may  be  hard  to  o\caumc  Second,  the 
ngidi:^  of  ^ume  allionces  ma^  noi  stit  some 
members*  ne*\ls,  Ttit  alu»nces  iiu>  limit  the  choice 
uf  shared  ^s;^vlce^>,  vjt  the>  may  not  be  flexible 
eptv.gn  lo  adapt  lo  char*ges  in  the  market  f  . 

!  1 
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Box  6-H — Threlixamp  es  of  Hospital  Cooperativ'€\ 

The  Rural  Wisconsin  Hospitci  Cooperatne  (RWHC)  js  a  nervork  ucorporaicd  in  1979  ih:-;  iiow  includes  Iti 
smaM  tipspiials  (average  50  beds)  located  in  southern  ^'tstonsin,  and  au  uft)an  university  hospraJ.  The  purport  of 
RAVTiC  JS  to  piovide  a  base  of  i^upport  and  a  cataly^^i  for  the  devtiopment  t^i  joint  venture^.  iModeled  after  the 
traditionaJ  (and  famiJiar)  dairy'  cooperative*  tneinbe'^paitn-jpaiion  m  paniLular  shared  scrvKes  is  voluntary  and  is 
contracted  on  a  fce-for-servtcc  basis.  RWHC  i  projects  mclude: 

•  sharing  such  diverse  services  as  rehabiiitatjon  Jierapy  and  ph>  sician  co\  erage  of  emergency  rooms, 

•  development  and  early  administraiion  of  ih**  HeaJtli  Maintenance  Organization  (HMO)  of  WisconMn,  one 
of  the  first  rural-based  HMOs  m  the  country; 

•  dcveJopm*nt  and  admmtstratun  of  the  RWHCT-^  ,t,  providing  health  and  dental  insurance  for  s'aff  of 
member  ho:?uaIs;  an^! 

•  a  mobil'*  vCrr^pi!**^^  tomography  stunner  *ind  nucJear  medKine  services  program  for  RWHC  members  and 
other  area  hospitals. 

In  with  support  from  the  Robert  'A  Xfd  Johnson  FoundaUon.  R^TIC  implemented  a  regional  approach 
to  improve  hospital  quality  assurance  prograitis  and  physician  credenualing,  enhance  hospjta]  fmancal 
management  capabilities,  and  improve  hospital  trustee  governance  (621). 

Northern  Lakes  Health  Care  Consortium  (NLHCC),  fourtdtd  m  1985,  is  a  nonprofit  cooperative  n.  twork  of 
21  hospitals,  50  medtcal  cJmics.  and  medical  schools  located  in  nonhern  Minnesota  Thcconson.  :m»  which  grew 
out  of::  senes  of  wor!:s.iop£  and  studies  in  1984»  quickly  became  an  arena  for  area  rural  hospitals  and  physicians 
to  explore  solutions  to  common  problems.  NLHCC  roles  include  legislative  advoucy.  technical  assistance*  shared 
services  (e  g ,  di<t:ounted  joint  purchasing),  ongoing  educational  ses^^ions  totlie  community  and  consortium*  and 
jnultifaceted  research  on  issues  such  as  health  promotion  and  disease  prevention. 

With  p"ivate  foundation  support  ^  NLHCC  has  also  instituted  sever*tJ  a*:monstration  nrojcct^  aimed  at  a^vsisimg 
member  hospitals  adapt  to  change; 

•  The  Rural  Health  Transition  i  ect,  under  which  NLHCC  provides  matching  grants  and  technical 
assistance  to  consortiuin  hospitals  to  assess  tltei:  internal  operation  and  service  area  needs^  and  to  plan  any 
necessary  restructuring!. 

•  A  quality  assu'-ance  netw^o'-k,  to  develop  comprehensive  quality  standards  and  h^rlp  hospitals  implement 
quality  assura^'^e  prograr^is. 

•  A  physician  rectuitment  progmn^,  :o  maKh  medical  students  graduating  rroin  the  l  iiivcrsity  of  Minnesota 
with  NLHCC*s  member  liospitak^. 

•  A  regional  long-term  care  t^etwork.  which  helps  long  (erm  care  pjo*  iders  integrate  existing  services,  assess 
local  long-term  care  needs*  and  establish  new  services.  The  nejwork  provides  shared  technical  services  such 
as  physical  therapy;  i.-^vrvice  education,  community-based  outreach  services  for  tlie  elderly  (e.g,,  home 
health  care,  case  management,  transportation  '^er%ices)*  marketing  support,  personnel  recruitment*  and 
quality  assurance  {26!  J9l ). 

The  C/lJ!I£^iS/^rt>/m  (Coordinated  Ambulatory  P;.habilUation  Evaluation  Services)  wa^  created  iti  1979  by  the 
Medical  Center  Rehabilitation  Hospital  at  the  University  of  North  Dakota  in  t*>operdiion  with  two  rural  community 
hospitals.  The  hS  Public  He  ith  Service  provided  initial  funding,  fhe  goal  was  to  provide  coordinated, 
inulttdisctpltnary  scrvictts  for  niral  c^iildren  with  multiple  disabilities  CAl*LS  serves  i^hildren  m  10  span^eiy 
p  opulated  counties  covering  nearly  one-fifth  of  the  State. 

In  the  first  piia^  of  the  project,  a  core  team  of  visiting  specialists  from  the  rehabthiauor  hospital  traveled 
bimonthly  over  300  miles  to  each  rural  hospital  to  provide  treatment  and  consaltation  to  p.itients  rctcTed  by  area 
pnysicians.  These  physicians  received  written  reports  an  "  continued  to  be  responsible  for  overall  patient  caie 
management  In  the  second  phast»  local  ;>roviders  (c  g  ,  ph^..(cal  therapists)  were  trained  by  rehabilitation  hospital 
stafftoact  asp  jioftheoore  staff  at  th^  rj^iics  Specialty  rehabilitation  teams  now  are  comprised  primarily  of  local 
hospital  pcrsonnH.  with  ownership  and  program  responsibility  slnrnrig  l>  the  rural  hospital  and  a  few  local 
physicians  that  have  re-.f^rved  special  training.  Because  of  the  projetx.  ^^isaHed  children  arc  now  more  hkcly  to 
receive  rapid  evaluation  and  comprehensive  care  {459} 
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services.  Third,  alliances  r^n  be  time  co'icuming  to 
deveJop  and  maintain  because  of  the  Joos  ,y  coupled 
nature  of  the  cooperative  relationship  and  ^he 
distances  between  participating  institutions.  Othei 
obstacks  may  b^.  legal  or  regulatory  in  nature  (see 
ch.  7). 

Table  6-2  describes  chai^cteristics  of  120  rural 
hospital  consortia  or  alliances  e.;lsting  in  1989.^  The 
average  rural  consortium  had  Cibout  15  members. 
One-half  of  the  alliances  included  at  least  1  rural 
hospital  with  100  or  irore  bt<Js>  and  over  one-half 
had  at  leas'*  ?  urban  hospital.  The  most  conunoi* 
consortia  acti^  vUes  were  physician  or  staff  education 
prograiiis  and  sliared  services  it03). 

Rural  hospitals  are  less  likel/  than  urban  ones  lo 
belong  to  an  alliance.  In  l^S'  of  conununity^ 
hospitals  with  fewer  than  300  beds,  19  percent  of 
urban  and  12  percent  of  rural  hospitals  belonged  to 
alliances  (625).  One-half  of  the  rural  members  had 
fewer  than  100  beds,  and  nearly  two-thtrds  had 
nonprofit  ownen  (table  6-3).  Rural  hospitals  in 
alliances  had  slightly  higiier  expenses  than  did  all 
rural  hospita):*  itable  6-4). 

Cooperative  Opportunities  With 
Urban  Referral  Centers 

Some  rural  hospitals  formalize  tlieir  patient  refer- 
ral relilionshipa  with  urban  tertiary  centers  and 
specialists  (see  box  6-1).  Cooperativi  refi^iral  net- 
v/orks  with  urban  providers  may  help  rural  hospitals 
andpaysiciansstem  the  outward  flow  of  patients  and 
revenues  to  urban  facilities.  Conversely,  referrals  of 
com])lex  cases  from  rural  providers  can  bring 
substantial  revenue  to  urban  tertiary  hospitals  and 
specialists. 

One  report  found  that  referrals  from  rural  areas  m 
Utah  account  for  *i  percent  of  an  uiban  tertiary 
center's  pati^,ilt  davs  Out  up  to  20  percent  of  its 
revenues  (76).  A  ^mdy  ot  referrals  from  rural  family 
{^cticephysu;ians  to  universic^-based  physicians  in 
mid'Missouri  L-om  1982-85  found  that  the  averag-^ 
referral  generated  nearly  $3  000  ii^  hospital  and 
professional  revenues  within  6  months*  Nearly 
one-half  of  the  referrals  (110  of  r^'^S)  resulted  in 
admisstcns  to  tiie  university  teaching  hospital, 
representirg  72  percent  of  all  referral  re^^enue  for  the 
hospit**!  (275). 


Table  6-2— Descriptive  Characteristics  of 
Rural  Hospital  Consortia* 


CbaractQtUtlcs  Mean 


(years).....  ...  ^  6 

Total  nuc]A>er  of  tn^mbers.  ... 
Porcenbage  with  rural  hospital 

having  too  or  oore  beda   ^1 

Percentage  with  urban  hospital  55 

Percentage  with  nonbospitai  (nambet  30 

Hwnibet  of  m^etln^^  past  y«ar.  -  .  9 

Percentaga  wiUi  board  &f  directors  60 

SizQ  of  board  of  directors.     ...  10 

Percentage  with  paid  dite^Lor  ^  ^< 

Percentage  with  budget                      .  ,  63 

Size  of  budget   5231^693 

£■  juries  of  funding* 

Percentage  with  mechber  dues  .  33 

Petceintage  with  grants   ?,6 

Perceintage  >4itb  revent^es  fiocn  at^tlvitles  Z6 
Ferce~    gu  with  other  sources  of  revenues.  23 

Number  jf  activitles/iroBrams  offered 

by  corsottia. h . . . , . ,  6 

Types  tif  activities       consortia  offermS 

Phyfl*clati  oi  staff  educt^ion  proSranis  ai 

Shared  services.  .  BO 

Legislative  ilalson  ?0 

Marketing  or  coinnunlty  relations  62 

Regional  planning,        .  5B 

F^vslclan  or  staff  rectulune:it  55 
Shared  staff                 .  . ^  , 

Hanaganient  or  fi:ianci3l  services  4  7 

Primary  or  speciilty  clinics  ^3 
Quality  s;*'urance.  , 

Acuta'^are  bad  Conversions  ^2 


Based  thq 

American  Hospital  Association  def~ 
irlLion.  i2r  rural  hospital  cotisurtia  were  ident' 
if  ied  ( see  Le.'t ) .  Hot  In^  ludeu  aie  luial.  hospi  Lais 
working  oniy  wi^h  nonhosp^tal  orgar.l  rationsp  mtet- 
^rg  only  for  dlsc^^slon  purposes  or  to  pursue  a 
sLnglO  dctlvlty  pertaining  *o  poli^^y  on  planning 
Issuesn  and  those  working  Together  mainly  tecaus^ 
of  tnutt  Ihospl  Lai  system  ownership  or  management 
ai-ranKemonts  (£03) . 

SOURCE  I  Moscovlce  et  al  ,  The  Development  and 
Characteristics  of  Rural  Hospital  Consor- 
tia." contract  paper  prepared  for  the  ftob' 
art  Wood  Johnson  Foiindation  Hospi tal-hased 
Rural  Health  Care  Program,  New  jTork ,  NY. 
1969 

Rural  hospitals  and  physicians  benefit  from  such 
referral  arrangements  by: 

•  developing  :Iobe  rel4tToni.hip&  between  icfct- 
ring  and  refena!  cent  t  ph>Mcianb  that  Ie*uJ  to 
^i(ie  benefits  (e.g.,  occa.sional  practKC\,overage 
for  referring  physician.s); 
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Table  6*3--Nonnietropolltan  Hospitals*  Under  300 
Beds  In  Alliances'  by  8ed  Size  and  Ownership,  1987 


  Ownership 

Bftd  9izo  Gov^mm^nt         Nonprofit  TotAl 


6*24   5  7  12 

25-*5   27  26  55 

50-99   29  50  79 

jOfl-m   27  66  93 

;tO0-29S   10  39  48 

lotal   9e  ICO  ZZZ^ 


^ociminity  hospitals  d«fin«d  here  as  all  non^'Federal » 


5hort^»t«y,  non»p*cifllty  hoftpit«l»  (see  app.  C). 
AIliance«  ara  d*fin«d  by  tho  Ain^rican  Hospital 
Association  a^  a  formally  organised  group  of 
hospitals  or  hosp.tal  systems  that  <:on)e  together 
for  apQCific  purposes  and  have  ^pacific  ^<)mba)^ship 
criteria, 

^For-profit  hospitals  in  alliancna  numbered  3  il 
percent  of  to*:al), 

SOURCE,  Office  Of  7  achnology  Assessmwt,  199Q  Data 
from  American  Hospital  Association's  1SC7 
Annual  Survey  of  Hospitals. 

♦  providing  local  foUowup  care  for  patients 
titated  at  urban  facUides; 

•  receiving  periodic  support  of  urban  specialists 
to  perform  certain  procedures  (e,g,,  unc  jmpb- 
cated  surgeries),  to  gain  access  to  sophisticated 
technologies,  and  to  offer  clinical  training  ana 
expertise;  and 

»  enhancing  the  overall  image  uf  the  local  hospi- 

However,  efforts  to  formalize  referral  relationships 
(e-g.,  via  contiacls)  may  encounter  drawbacks. 
These  may  include  legal  problems  a'ssociated  widi 
self-inte^st  in  making  referrals  (see  ch,  7)  and  limits 
oa  the  use  of  aUemative  referral  options. 

Alliances  Between  Primary  Care  Providers 

Some  rural  primsiry  care  providers  have  also 
developed  cooperative  arrangements.  The  Federal 
Government  has  recently  encouraged  CHCs  to 
establish  coopera  /e  relationships  widi  each  other 
and  with  odier  healdi  and  social  agencies,***  Cooper- 
ative activities  have  included  recruiting  physicians, 
esceblishing  computerized  information  networks, 
channeling  low  income  patients  to  prepaid  services, 
providing  sources  for  rontinuing  education,  and 
sharing  staif,  equipmer^:i  and  odier  resources  (5S5), 
Some  CHCs  have  linked  management  services  (o 
improve  activities  such  as  grantsmanship,  board 


Table  ^  I— Total  expenses  per  Hcspitat  for 
Monmettopolitant  Hospitals^  m  Muutnospjtai 
Systems  artd  AlBances,  1987  * 


In 

Total       rouLtl  hospital  la 
Bed  si20  ru^al  syateos  allvari^es 


6-24   $1,357  $1,631  $l,*5'i 

25-^9                     2,7^7  2,937  3,039 

5'r-99                    5.507  6,352  7,628 

100-J99                12,620  13, no  15,386 

200-299                25.52&  2A  ,  395  27,93^ 

J00-^S9                44,&S1  49,663  45,000 

^00-^99  4e,264  27,0^9  42,625 

500  or  mora  05,712  56,129  77,906 


Total   $7,639  $7,030  $7,8-12 


^ooiDunity  hospitals  deiio^d  here  as  All  non-Pederalf 
^hort-stay,  nonspecialty  hospitals,  <se«  app.  CK 

SOUHCt  Office  Of  Technology  Assessment,  1990  Data 
fros^  fiupvkican  Hospital  Association^  s  1967 
Annual  Survey  of  Hospitals 

training  and  development^  and  provider  recnutment. 
Box  6-J  gives  some  examples  of  primaiy  care 
Jliances  that  have  apparently  been  euccessful, 

CHC  alliancts  with  area  agencie,s  on  aging 
(AA\s)  are  a  specific  response  to  a  need  for  greater 
linkage  between  healdi  care  and  odier  services  for 
die  elderly,  AAAs  were  created  to  provide  ^ 
comprehensive  and  coordinated  set  of  services  for 
die  elderly  {e,g home-delivered  meals,  information 
and  referral,  transportation)  (Public  Law  93-29), 
Rural  AAAs  appear  to  have  smaller  budgets  and 
more  limited  ranges  of  services  dian  do  dieir  urban 
counterparts  (257), 

In  1987,  d^e  U,S,  Pubbc  Healdi  Service  and 
Administration  on  Aging  undertook  a  jouit  initiative 
to  increase  coop^^ration  between  CHCs  and  AAAs, 
Cooperation  may  for  example,  involve  die  use  of 
AAA  senior  centers  as  satelbte  clinics  for  CHCs,  and 
die  provision  of  dental  services  to  die  elderly  by 
CHCs.  CHCfi  can  provide  many  of  die  basic  health, 
nutrition,  and  preventive  care  services  diat  AAAs 
may  be  unable  to  offer  (box  (460). 

The  mandates  of  bodi  CHCs  and  local  healdi 
departments  (LHDs)  v  provide  basic  healdi  services 
to  the  poor  and  disadvantagtsd  may  lead  to  dupbca^ 
tion  of  services,  Widi  the  recent  mvolvemcnt  of 
many  LHDs  m  nrimary  care.  CHCs  an  1  LHDs  iii 


'^^TbePubticHc  *tbServiccprov'tcd$pectalfiiO(t5toat>out  120 CHC$ between  1984 and  1986 to  :»upportcOnsontaftctivitics,hopt7gti  demonstrate 
th^tircifeciivcflc*s*iid  encourage  their  dcvdopincnt  cUcwhert  without  further  funds  A  fonvijA  cvaluaiJonof  Jwse  effons  is  pJanncd  (or  1990  i5H5), 
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Box  Example  of  a  Rural-Vrban 

Hospital  Alliance 

Mercy  Hospttal  Medual  Center,  a  nonprt^fil 
535-beJ  teniaiy  caie  faal]t>  m  Des  Monies.  Iwa, 
has  established  a  cooperative  network  linking 
Mercy  and  38  r^ral  hospitals  withm  a  100-mile 
radius.  The  nMwork  atk-mpts  to  improve  and 
expand  services  of  panicip^ttng  ruial  hospiuU  and 
Licrease  patient  referrals  to  Merc>  from  rural 
p  lysicians.  Witnessing  grt^ter  competition  among 


r«s  Moines  hospitals,  Merc>  in  1985  surveyed  area 
rjial  hospital  needs  and  subsequoitly  organized  a  ^ 
network  of  outpatient  ^oecia^iy  cUnas,  By  l9tS9.  | 
f^hysicians  from  20  specia;*jes  were  providing  over  1 
iO  clinics  in  28  airal  hospitals.  Urban  consulting  ! 
specialisCi  are  now  encouraged  tc  use  local  hospital 
resources  (e.g..  laboratory  and  x-ray  facilities)  that 
generate  added  revenue  for  the  rural  hospital.  To 
assist  the  specialists  atid  keep  local  physicians 
fanfiiliar  with  new  medical  technology,  Mercy  also 
provides  cenain  clinical  technology  services  and 
e<iuipment  (e,g..  comput^.Tized  EKG  machine)  at 
minimal  cost  to  the  local  faciUty 

The  Mercy  Hospital  Ne!work  has  formal  affiln- 
tion  agreements  with  1 1  Riral  hospitals,  7  of  which 
have  requested  Mercy  for  an  administrator  To 
maintain  ti. .  kx^al  hospital's  autonomy^  the  admin- 
istrator is  accountable  to  th?t  hospital's  board  of 
directors.  All  rural  hospital  affiliates  may  obtain 
low-cost  management  and  clinical  consultation 
services,  staff  education  programs,  and  assistance 
in  rsrmitinj  physicians  and  allied  health  prof^*;. 
sionals.  Network  hospiul^  v^ithout  fonral  alfilia- 
tions  may  purchase  similar  scrvKei^  at  sumev^hat 
higher  pnccs  iSI). 


rural  tireas  may  find  it  advantageous;  to  share 
services  and  resources  (box  6-J) 

Multil  ospital  Systems 

A  multihospital  system  fMHo)  is  broadl>  defined 
by  the  American  Hospitaj  Association  as  two  or 
more  hospitals  that  are  ovmed,  leased,  sponsored,  or 
contract-managed  by  a  central  organization  (107). 
MHSs  may  be  either  nonprofit  or  investo:-ownt.' 
Nonprofit  systems  aie  tAx-excmpt  organizations, 
usually  regional  in  scope.  InveMor-owned  systemss 
are  for-profit,  sharehoider-based  m:!»titutions  isua]l> 
controlled  by  a  central  management. 

Affiliation  with  an  MHS  requires  >ielding  .some 
or  all  of  a  hospital^s  autonomy,  A  hospital  will 


probacy  be  unable  lo  reverse  its  lease  or  sale  to  the 
MHS.  Contract  management  by  an  MHS  is  also 
relatively  irreversible.  It  appears  to  have  improved 
the  management  of  many  hospitals  (3}5),  but  it  ma) 
be  percei\ed  bj  i^ome  hospitals  oi  *i  means  b>  an 
MHS  to  eventually  gain  more  control 

Many  of  the  conditions  tl^iat  lead  tiospitals  t:: 
di\etsifj  or  participate  in  cooperatives  ali^o  appl)  tu 
joining  MHSs,  In  adaitiun.  hospitals  md>  turn  tu 
MHSs  because  of  immediate  financial  wrists  Spe- 
cific factors  might  include: 

♦  phjsical  plant  deficient^ics  that  the  hospital 
does  not  have  the  capital  to  renedy. 

♦  the  petceived  opponunity  fut  the  hospital  tc 
improve  access  £0  capital  and  speci^tjiz*  a 
management  expertise  through  an  MHS;  and 

♦  pressure  from  local  cotnmunity  L:r  Jers  who  are 
anxious  to  stabilize  the  hospital's  operatmg 
environment  (2S2). 

For  the  MHS.  ad^'amages  of  recruiting  rural  hospi- 
tals may  include  eliminating  competition,  enabling 
more  control  over  regional  markets  to  gam  parent 
share  and  profits,  and  improving  the  delivery  and 
access  of  certam  health  vertices.  Box  6-K  provides 
two  examples  0*^  MHSs. 

Rural  pamcipatiim  in  MFS;^  has  waxed  und 
waned.  From  1950  to  1983,  the  number  of  small 
rurai  hospitals  (with  fewer  than  100  beds)  that  joined 
s>  stems  increased  from  32  to  490  facilities.  Most 
hospitals  tn  MHSs  W6  percent)  were  under  contr<ict 
management  (345).  By  1985,  more  than  one-third  of 
rural  community  hospitals  were  m  MHSs  {31).  By 
1987,  however,  the  number  of  rural  community 
hospitals  in  multihospital  systems  appears  to  have 
declined  to  about  percent  of  rurai  communiTy 
hospitals  with  ft.wer  than  300  beds  (table  6-5) 

The  recent  decline  m  MHS  participation  by  rural 
ho,spitals  js  probdbl}  indiciUive  ot  dieir  fcirs  thut 

♦  their  autonomy  an  1  rc\ihilit>  wi!I  be  dtnim 
ished; 

♦  MHS  management  uill  rK^:lCvt  lo^^il  jntcrtst.s 
and  needs  fe.g..  stdff  will  be  repKr.cil  uiih 
Corporate -designated  pcrM^nnel).  and 

♦  luc.d  revenue  iiia\  be  iuM  frum  lln.  voriirhunuy 
045). 

()n  tltcir  p*iil.  nia[i\  MHSs  arc  rt.|  .n<Jl>  iifiding 
rural  hospitaK  to  be  Ic\s  .dtravtuc  as  '"^tinents. 
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Box  6^J — Seven  Examples  of  Primary  Care  Alliances 

Eastern  Shore  Rural  Health  Systems,  a  net  >rk  of  three  Virginia  CHCs,  needed  additional  physjcjan  sei^ites 
in  the  inid-1980s  but  could  not  justify  the  use  oi  tull-ttme  provider  With  Federal  ^uppon,  the  network  negotiated 
With  Debnarva  MinHlries.  a  regional  migrant  service  program  that  needed  a  physician  dunng  the  migrant  worker 
reason  The  subsequent  i^greemcnt  tojoinUy  recmit  and  share  another  physjcian  also  allowed  the  joint  purchase  of 
anew  van  needed  to  serve  people  with  inadequate  transponation  (585). 

Aroostoock  County  Action  Program,  a  consortium  of  five  CHCs  in  northern  Maine,  was  formet*  to  improve 
access  to  obstetrical  services  for  uomen  in  a  9(X)-square-mile  area.  Consortium  plans  included  recruiting  and 
sharing  a  physician  to  provide  obstetric  care,  ind  later  expanding  obstetncal  services  to  include  a  multidisciplinary 
team  of  professionals  (e  g ,  nutritionist*  outreach  worker)  to  be  shared  through  cooperative  agreements  with  area 
agencies  Tliese  efforts  would  coincide  with  the  consortium's  development  of  a  pennatal  care  plan  for  the  area, 
luiking  needy  and  higli-risk  patients  to  a  comprehe:isive  array  of  services  (585)^ 

Three  small  CHCs  infrontterVuftdLgxe^d  in  1988  to  establish  an  intonnal  consomum  Major  distances  from 
other  healthcare  resources  limited  their  ability  to  obtain  regular  coverage  for  their  solo-practice  physjcian  assistants 
fno  physicians  were  on  site).  Early  effons  by  the  CHCs  to  develop  a  consortium  have  centered  on  applying  for  a 
foundation  grant  to  support  a  preventive  care  program  foi  the  elderly  at  each  of  the  centers,  and  jointly  recruitin  g 
and  sharing  the  costs  and  services  of  an  additional  midlevel  provider  (600), 

Valley  Health  Systems,  a  group  of  southern  West  Virginia  CHCs*  affiliated  in  the  !at?  1970s  to  share 
administrative  and  clinical  services  Initially  under  a  conu-act  wuh  a  sep^iratc  management  group*  the  centers 
received  support  for  grant  writing*  daily  operations  management*  board  training,  provider  recruitment*  and  ether 
needs  In  recent  years,  with  encouragement  from  the  Federal  Government,  the  management  group  ha^  assumed 
greater  control  over  the  centers  to  furthet  consolidate  grant  activity  and  center  operations  {551)^ 

The  Alltancefor  Sentors  isa  cooperative  effon  begun  in  1982  bet  ^een  area  rural  CHC^  and  the  Egyptian  Area 
Agency  on  Aging  serving  elderly  ;  isons  in  a  13-county  area  in  souti-ern  Illinois  The  alliance  was  in  response  to 
an  Illinois  requirement  for  a  statewide  case  management  system  to  serve  as  ''gatekeepers''  for  elderly  persons 
needing  long-term  care.  Activities  include: 

•  hiring  a  nursing  home  ombudsman, 

•  undertaking  a  3-year  elderly  abuse  preventiwi  demonstration  project* 

•  placing  nurse  educators  in  senior  centers  and  encouraging  local  health  departments  to  become  involved  in 
providing  health  promotion  to  seniors,  and 

•  tr^ilnxng  br^memakers  and  chore  workers  in  oral  screening  and  dental  i,are,  and  purcha^;'Mg  equipment 
enabling  area  dentists  to  serve  the  homebound  (2S7) 

Wayne  Health  Senile,  a  CHC  in  West  Virginia  lacking  Jts  own  radiology  equipment,  had  inany  patients  in 
1981  With  no  regular  transportanon  but  who  often  needed  x-ray  services.  The  only  commonly  available  x-ray  unit 
was  about  40  minutes  away,  and  the  county  health  departrae»it*s  unit  nearby  was  used  infrequently  The  CHC 
initiated  an  agreement  wiib  the  health  depanment  to  lease  use  of  its  x-ray  unit  at  no  charge,  stipulating  the  CHC 
would  coverall  related  operating  costs.  The  CHC  hired  a  part-time  technician*  set  up  a  regular  schedule  for  testing 
nonemergent  referrals,  arranged  for  an  area  radiologist  to  read  films,  and  proiTK>ted  tht  new  service  {25lh 

The  Shenandoah  Commumtx  Health  Center  in  western  Vu-ginia*  which  serves  a  large  migrant  farmworker 
poptilatk)n  at  certain  times  of  the  year*  rehes  on  the  local  health  depanment  to  contact  migrants  who  have  been 
exposed  to  infectious  diseases  The  CHC  and  health  department  jointly  increase  staffing  and  followup  care  dunng 
the  harvest  :jeason  to  minimize  delay  in  tracking  exposed  individuals  To  address  demand  for  more  extensive 
laboratory  rests*  the  health  department  is  also  helping  train  CHC  staff  !o  P':rform  some  of  the  labonitory  workt.'^^?/). 


Some  MHos  have  divested  themselves  of  rural 
hospitals  In  1985*  fot  example,  Republic  Health 
Corp.  5'*^''^  five  of  its  lural  hospitals,  while  Amtrican 
Healthcare  Management  Inc  » planned  to  sell  Hve  of 
its  eigbt  remaining  nual  hospitals  that  same  year 
{$S9\  Other  MHS  operating  rural  hovpitals  have 
Suffered  financial  harm.  Basij  American  Medical 
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\\hich  once  managed  20  rural  hospitals,  was  in  1988 
operating  only  3  rural  hospttalb  that  it  had  bei^n 
unable  to  sell  K^^dO)  Westworld  Community 
Healthcu-e.  which  operated  40  rural  hospitals  at  its 
peak  in  I9S6.  decLu-cd  bankruptcy  ;n  1%7  while 
runnmg  14  hospitals  and  reportedly  nicurring  aS135 
million  debt  {70^) 
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Box  6*K — Two  Examples  of  Multihospital  Systems 

Memorial  Hospital  and  Home^  a  29-bed  hOspitaJ  and  102-bed  nursing  home  in  niul  Mjnne^v>u,  ut  ^jt- 
suffering  from  decUiang  utilization,  staff  turmoilf  a  negative  community  linage,  and  *i  S25G>jO0  opei Jim^  dcf^ii 
hv  1985,  MemcriaFs  board  of  directors  signed  a  2  jcar  agreement  Aiih  Saint  Luke  ^  Ho^pita^^  McntC^uc,  a  I^u^c 
tertiary  hospital  located  70  miiej^  west  in  Fafgo,  North  Dakota,  to  Lontract  rnanage  Memonal. 

Ndtherhospital  had  previous  experience  With  suchan  arrangement.  The  t^ontra^^  retjuiietiSdini  s  tuh^rt 
an  administrator  and  in  the  first  }ear  develop  nev^  uperating  procedures,  stiategK  plafi^,  and  markeun^  prtjgram^* 
conduct  board  training,  e\a]uate  and  revise  administrative  and  nur&ing  pohvies  a  new  ^age  j}^tun>^  and 
review  qualit>  assurance  activities.  B>  the  ^ond  >ear,  new  pun:hasmg  and  computer  services  ^onira^ts  ^cfc 
estubljshedf  and  outside  specialiMS  from  Saint  Luke*s  were  brought  in  as  needed  run  clm^^^  anJ  pr^v  ide  Maft^ 
education. 

By  1986.  the  hospital  showed  a  prcifit  of  $97,000.  In  19S7.remainmg  problems  included  a  i^ngenng  i^'^  patient 
census,  some  negative  conimunit>  feelings,  and  the  return  of  unexpeUed  operational  losses,  hv^wijver.  truest  bodfd 
members  agreed  to  a  new  contract  for  .an  additional  19  monchs,  allowing  Memorial  {<j  partii^ipatc  ku  a  joint 
purchasing  agreement  witli  Saint  Luke's  and  Voluntary  Hospitals  of  Amenca  {246) 

J ntermountain  Health  Care.  Inc. .  a  nonprofit  MHS,  was  rounded  in  1975  in  Sah  Lakt  Cit>,  Utah  u>  assume 
ownership  of  15  hospitals  in  the  region  divested  b>  the  Mormon  church.  IHC  now  inanages,  leaser  ur  owns  23 
community  hospital^  (i4  of  which  are  rural)  in  3  States  It  aho  operates  4  freestanding  imbulat*  ry  surgicaUcmers 
and  25  rural  primary  care  clinics  that  serve  as  outreach  facilities  to  the  mral  hospitol.s.  Ser\is:es  prvjv^d^d  to  its 
member  facilities  inck\ie: 

•  a  cardiac  emergency  care  network  linking  rural  hospitals  and  physicians  \Mth  jfta  ieniar>  ware  ^eniers^ 

•  access  to  high-rsk  perinatal  care,  lithotripsy,  and  central  lab  services, 

•  crosstraining  and  continuing  education  to  retain  nurses: 

•  sharingofmedicaldirectors  between  some  hospitals,  helping  smallerfacihuts  A^Ui^r^dcnualuii:  andH^<**ii> 
assurance  activities;  and 

•  grciup  pu'-chasing  for  supplies,  data  processing  servKeb*  insurance,  and  empluv^e  hcaidi  benefit?. 

Intermouptain  has  recerstly  faced  excess  capacity  and  Jiicreasmg  losses  m  iU  rural  hu^piials.  fv>rcinL  tt 
consider  liquidating  hospitals  or  convening  them  lo  other  us^;  ill5) 


Overalli  the  effectiveness  of  MHSs  in  helping 
rural  hospitals  to  survive  is  imcertam,  A  national 
study  of  MHSs  from  1984  tu  1987  found  little 
difference  in  the  profitability  and  scope  of  serv  ices 
between  autonomous  rural  hospitals  and  those  m 
MHSs.  However,  rural  hospitals  in  MHSs  had  lower 
costs  per  admission,  were  twice  as  likely  to  enter  into 
economic  joint  ventures  with  physicians,  and  pro- 
vide i  less  uncompensated  care  than  did  independent 
rural  hospitals.  Among  rural  hospitals  in  MHSs, 
nonprofit  systems  offered  a  greater  number  of 
out'Of-hospital  services,  engaged  in  more  et^onomic 
joint  venture  and  managed  care  activ  ity .  and  had  less 
uncompensated  care  and  lower  t.osts  per  admission 
than  investor-owned  systems,  but  they  were  leso 
piofitable  and  had  higher  room  charges  (4iSy  An 
earlier  study  found  similar  results,  there  were  few 
differences  in  performance  between  hospitals  owned 
by  or  leased  to  MHSs  and  MHS-managed  or 
independent  hospitals.  Owned  or  leased  hospitals 
were  more  likely  to  hs  accrcilited  by  the  Joint 
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(^jmmis  on  on  Aci-Tcditatiori  ofHealthcare  Orgam- 
/,ations,  .d  they  had  a  higher  average  expense  per 
patient  uay,  but  Jiey  did  not  provide  more  serviceo 
\SS).  Neither  study  cxafiur^^J  whether  rural  hospit^ds 
in  MHSs  lud  improved  a*.ve>\  to  (.apital — the  most 
commonly  pcrt^eived  aJvanta^*.  ot  MHS  p^utKipa- 
lion. 

jMcal  Hospital  Mergers  and  Agreements 

WTicrc  a  communitv  hao  tu*)  or  more  hospitals 
pTo\iding  duplieaitve  .ilt^  i\,c.s  and  .suffenng  cx^^ess 
capat^ity,  consolidation  of  thest.  .ser\i4.c.s  may  be  a 
successful  strategy  {see  box  6-Lt.  If  K)La'  hospitals 
merge  their  organiZiition.s  and  a.-p.^cts,  or  enki  into  a 
formal  agrecmc 111  rcgitrdin^;  tlicdiv  isjon  of  strvii^es, 
they  can  each  provide  only  those  specialized  ser\ 
Ke.s  (<fr  which  th^:>  arc  best  suited  u\g..  v>ne  h^.^pital 
provides  <^bstetrical  .services,  ani>thcr  deliver,  long- 
term  carcj.  Tlic><^  ^uiangomenls  may  the^^  help 
.subsidize  the  continued  prow.sKjn  a;  Ciuh  ho.spiial  of 
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Table  6^5--NonmelropoUian  Hosp]tal$'>  Under 
300  Beds  In  Multlhospltal  Systems  br  Size 
and  Ownership,  1987 


_Otfn&rship 


Bed  ttize 

Government 

Konprof 1 t 

Profit 

Tot«L 

6-24  

e 

23 

6 

37 

25-49  

26 

95 

2S 

U6 

50-99  

24 

129 

64 

217 

100-199. . 

13 

da 

53 

154 

200-299. , 

3 

25 

8 

36 

Total, . 

74 

360 

156 

590 

^omoiunity  hospitftU  definrd  here  as  all  non^F^deiax. 
3hort'-3tay.  nonspecialty  bo»|>itfiLs  (see  a|>p.  CK 


SO051CE  Office  of  lechnol^sy  As^^ssment,  1990.  Data 
from  American  Ho&pit&L  Association's  1987 
Annual  Survey  of  f*'>spitaLa 

essential  services,  such  as  emergency  care,  that  it 
may  be  mappropriale  to  centralize. 

Success  of  these  arrangements  is  affected  by: 

*  traditions  of  institutional  independence  and 
pride  and  the  present  extent  of  interinstitutional 
relationships,  leadership,  and  community  sup- 
port; 

•  differences  in  ownership  and  corporate  operat- 
ing cultures  of  the  institutions; 

•  the  proximity  and  siinilwity  of  hospital  service 
areas; 

•  area  overbedding,  service  duplication  and  other 
operating  inefficiencies  in  each  hospital^  and 
the  resulting  economic  pressures; 

*  competition  among  hospitals  for  g^ing  area 
physician  loyalty  and  support;  and 

*  the  growing  threats  of  antitrust  investigation 
and  litigation. 

Little  is  kno^vn  about  how  common  and  how 
successful  local  mergers  and  service  agreements 
between  rural  hospitals  are. 

HospUal'Physician  Agreements 

Hospital andphysician  services  increasingl>  ovtr- 
lap.  Hospitals  may  compete  with  (he  private  practice 
of  their  medical  staffs  by  opening  and  staffing  their 
own  ambulatory  care  centers;  physicians  may  com- 
pete by  offering  ancillary  and  high -technology 
services  ia  their  private  offices  or  in  freestanding 
facilities. 

In  some  cases,  hospitals  and  physicians  have 
decided  to  cooperate  rather  than  compete*  through 
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Box  6't — Example  of  a  Local 
Hospital  Merger 

In  the  1970s,  two  150-bed  hospitals  ina  commu- 
nity of  50,000  residents  on  Michigan's  remote 
upper  peninsula  decided  to  merge  to  impTove  the 
provision  of  acute  care  in  the  region  They  hoped  to 
create  a  more  favorable  image  among  area  physi- 
cianSi  who  were  then  referring  patients  to  hc^pitals 
200  or  more  miles  £\way.  After  the  merger,  a  new 
144-b6d  facility  was  built  adjacent  to  the  old 
building  of  one  hc^pital  (Saint  Luke's).  Tlic  second 
hc^ital  was  sold  to  the  State  and  later  converted  to 
a  veterans*  hospital.  In  19$4,  a  new  outpatient 
cancer  treatment  facility  was  opened  at  Saint 
Luke's,  and  an  extended  care  center  witii  a  magneti': 
resonance  imaging  scanner  wa^  planned  for  com- 
pletion in  1987.  between  1984-85>  hospital  admis- 
sions increased  IC  percent  while  other  area  hc^pi- 
tals  were  noticing  tteclincs  {274). 


joint  ventures  or  other  ^L^^ations.  7-ie  jomt  venture 
is  a  legally  enforceable  *^5treement  mvolving  finan- 
cial speculation  and  risk  tor  two  or  more  p^^ties  m 
order  to  conduct  a  new  business*  most  ofien  out-of- 
hospital  services.  Like  diversificpti  ^n,  joint  ventures 
with  physicians  may  help  the  hospital  strengthen  its 
referral  base  for  inpatient  admissions  and  outpatient 
Specialty  care.  Common  ventures  are  diagnostic 
imaging  centers,  laboratories*  anibulatory  surgery 
centers,  and  leasing  facility  space.  Some  hospitals 
have  also  sUd  physicians  a  stake  of  minority 
o\^ner&htp  in  their  facihties,  mtendmg  to  strengthen 
physician  referral  loyalties  and  encourage  maximi- 
zation of  hospital  resources  (4  * ).  Jomt  ventures  are 
often  corporations  or  partnerships  in  which  the 
hospital  assumes  the  greater  risk  as  general  partner, 
while  the  physicians  are  limited  partners.  These 
agreements  may  encounter  some  legal  obstacles  (see 
ch.  7). 

Hospital-physician  joint  ventures  are  relatively 
new  and  few.  A  1984  survey  by  AHA  found  fewer 
than  12  percent  of  hospitals  ',bodi  mban  and  rural) 
reporting  such  anangementSi  and  these  were  pre- 
domindtely  ventures  creating  prepaid  medical  care 
plans.  Cuics  with  populations  of  250,0(X)  or  more 
y^exe  most  likely  to  have  ho&pitals  with  e&tabbshed 
joint  ventures  (401). 

Hospitals  also  attempt  to  bond  physicians  by 
offering  incentives  that  capture  most  of  their  mpa- 
tient  admissions  and  refcnals  to  outpatient  services. 
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and  reduce  competition  from  urban  ho^pitalb.  Tjpi 
cal  incentives  are: 

^  office  space  and  equipment; 

*  subsidized  malpractice  insurancCt 

♦  patient  referrals  from  hospital  satellite  i^enierb 
or  through  managed  care  contracts. 

•  management  services  (patient  billing,  market- 
ing support,  financial  counseling), 

*  continuing  education;  and 

♦  guaranteed  income  or  cash  incentive  compen- 
sation, 

A  recent  study  asked  physicians  in  nine  rural 
midwestemcommuniLtes  which  factors  wereimpor* 
tant  in  selecting  a  hospital  for  practice.  Support 
services  of  highest  interest  included  accredited 
continuing  education,  hospital  liaisons  to  case  com- 
munications with  administration,  medical  staff  of- 
fices with  effective  support  and  communications, 
and  assistance  in  developmg  patient  information  and 
satisfaction  surveys.  Services  noted  of  least  interei-t 
were  billing  services  and  opportunities  to  panicipaie 
in  managed  care  arrangements  and  jomt  ventures 
{5S41 

SUMMARY  OF  FINDINGS 

Many  rural  providers  have  found  effective  means 
of  adapting  to  changes  in  their  environment  There 
are  numerous  examples  of  efforts  by  rural  hospitals, 
CHCs,  and  other  facilities  to  support  effective 
change.  Many  have  found  waj  s  to  strengthen  facihtj 
solvency  and  stabilize  operations  in  the  short  term 
(e,g,,  renewed  fundraising,  tougher  collection  poli- 
cies). Also,  many  rural  facilities  have  instituted 
strategies  that  reconfigure  their  organizational  and 
service  structure  for  the  longer  term.  These  efforts 
include  concerting  or  diversifying  service  bases  to 


address  changing  utilization  and  revenue  pattern^, 
and  joining  alliances  or  multihospital  systems  to 
share  resources  and  lower  financial  risks. 

Some  strategies  ha\e  been  used  widely  and 
successfully.  The  number  o^  rmal  hospitals,  for 
example,  that  have  become  swing  bed  providers  has 
grown  to  about  half  of  those  eligible,  allow  ing  these 
facilities  to  diversify  awa>  from  declining  acute  care 
utilization  and  meet  growmg  post-acute  care  de- 
mands. 

Other  atrategies  have  been  tried  ^ith  more 
ilmited  success.  For  example,  ^mkxi  tiospit^  mem* 
bership  m  multihospital  systems  appears  to  be 
declining.  It  is  not  cle?j  whether  certain  types  of 
rural  hospitals  are  more  likely  to  benefit  from 
inclusion  m  multihospital  systems. 

Little  is  Icnown  about  the  success  of  many 
efforts,  and  no  effective  way  now  exists  to  predict 
and  communicate  th  A^  success.  Also,  little  oppor 
tunity  is  available  for  communities  to  compare  and 
exchange  ideas.  Examples  of  apparently  succc^snil 
strategies  include  improvements  in  leadership  and 
management,  hospital  conversions  to  alternative 
liejth  facUiUes,  local  hospital  mergers,  hospital- 
physician  arrangements,  and  CHC  consortia  and 
categorical  care  initiatives. 

Other  rural  prviidt^rs  ha^e  not  availed  them* 
selves  of  helpful  methods  and  strategiesy  m  part 
because  it  appears  thej  have  been  ^luvi  to  ^icvept 
neve^sary  change.  For  example,  despite  significant 
declines  in  mpatient  uulization  ^see  ch,  5),  man) 
rural  hospitals  remam  full-service  acute  tare  facib 
ties,  apparently  wiihout  the  amII  ur  resources  to 
thorough!)  examine  :heir  roles  and  capabilities  and 
make  significant  structural  changes. 
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Chapter  7 

Regulatory  and  Lega!  Concerns  for  Rural  Health  Facilities 


INTRODUCTION 

Rural  facilities  wishing  to  improve  their  effi- 
ciency and  financial  condition,  and  enhance  their 
abilit)'  to  deliver  more  appropriate  and  accessible 
services,  cannot  always  pursue  the  strategies  they 
prefer.  This  chapter  discusses  some  of  the  Federal 
and  State  laws  and  regulations  that  may  impede 
them- 

FEDERAL  ISSUES 

Medicare  Conditions  of  Participation 

tn  order  to  participate  in  the  Medicare  program, 
hospitals  and  other  health  care  facilities  must  meet 
certain  ^'conditions  of  participation,*'  intended  to 
ensure  that  facilities  serving  Medicare  patients  meet 
minimum  standards  of  quality,  regardless  of  where 
they  are  located.^  Medicare  conditions  for  hospitals 
define  what  provisions  must  exbt  with  regard  to 
governance,  quality  assurance,  utilization  review, 
medical  and  nurse  staffing,  clinical  and  support 
services,  and  the  physical  environment  (e.g.,  facility 
specifications).  The  standards  also  describe  what 
services  a  hospital  participating  in  Medicare  may 
deliver.  The  participating  hospital  must  comply  with 
applicable  Federal  health  and  safety  laws,  and  its 
facility  and  per£X>nnel  must  be  licensed  or  meetother 
standards  set  by  the  State-  In  most  States  a  hospital's 
accreditation  by  the  Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations  (JCAHO)  is  ac- 
ceptable for  meeting  conditions  of  participation. 
However,  many  small  niral  hospitals  are  not  JCAHO- 
accredited;^  these  facilities  must  be  approved  to 
participate  in  Medicare  by  State  government  agen- 
cies (51  FR  22042). 

Some  requirements  set  by  the  conditions  of 
participation  (or  resulting  from  their  inteipretatiun) 
arc  viewed  by  many  rural  facihties  as  particularly 


burdensome,  vague,  irrelevant  to  their  settings,  or 
limiting  to  the  effectiveness  of  certain  services. 

Staffing  Requirements — Medicare  requires  that 
hospitals  provide  24-hoiir  nursing  service  furnished 
or  supervised  by  a  registered  nurse  (RN)  in  each 
depanment  or  unit  of  the  facility,  including  the 
emergency  room.  Hospitals  must  also  u^e  licensed 
labOi^tory  and  radiology  technicians,  and  they  must 
have  a  full-time  director  of  food  and  dietary  services. 
Small  rural  hospitals  may  have  difficulty  recruiting 
or  affording  sudi  skilled  staff,  or  they  may  not  have 
enough  patients  to  justify  the  presence  of  so  many 
staff*^  Moreover,  complex  requirements  for  assuring 
quality  of  caie  (51  PR  22042)  require  several 
administiative  cotnjnittees  that  small  medical  itaffi 
may  find  excessively  burdensome. 

Facility  Requirements — Medicare  requires  hos- 
pitals to  meet  standards  for  architectural  configu- 
ration and  physical  environment,  many  of  which 
were  developed  by  the  National  Fire  Protection 
Association  (51  PR  22042),  Meeting  these  building 
standards  (e.g.,  having  emergency  power  and  water 
supplies  and  building  corridors  of  a  tnmimum  widths 
can  add  significantly  to  rural  hospital  renovation 
costs. 

Administrative  Requirements — Requirements  for 
quality  assurance,  utilization  review,  and  medical 
record  services  (51  FR  22042) — intensified  by 
payer-induced  incentives  to  monitor  quality  and 
utilization — have  resulted  m  increased  need  for 
documentation,  leading  to  longer  work  hours  for 
administrative  staff  in  many  health  care  facilities 
(575).  Paperwork  is  generally  not  reimbursable  by 
payers,  sO  facilities  must  absorb  the  related  increase 
m  staff  costs.  Man>  small  rural  facilities  may  lack 
the  admini£»trative  depth  and  financial  stability  io 
adequately  meet  these  requirements. 


'Facilities  rtcclving  Medicaid  payments  must  meet  similar  coadilioos  of  pamcipation 

^I9f'7«  JS percent otaUnLrtUliospiiabKoti]porc4v«fiih  11  pendent ut  orban hospttah»  were  uui  avt^i^^^^^  i>>  JCAHO  ,  prupuaiutin^^  lu  nearly 
^ percent  otfural  hospitals  witb  25  iQ  49  beds  and  80  pctvcm  4>r  tbosc  fawiUU'^  with  Jcwcr4hdfi25  btd^  Oi  ujbdXi  IjuspitaU,  JCpci^cnt  aiUi2^  W  49 
Ms  aod  ^  percent  with  fewer  than  25  beds  were  not  JCAHO 'accredited 

^*Tbc5C  staffing  fcquirtmcm^  may  be  nusyiudtrslood  b>  some  hospitJkisi  aoJ  ctui<tU  ^uiailntrul  tK/spUiiJ^  amy  b<  dwaic    vcrtamficAibiLtic^  au^^f 
fliccoKliOoiBrwparUcipationthairaay  be  granted  uikJci  these  sittiatiQiii  Fofcxanipict  unJci  certain  »-utumiUi*LCi*  icmp*  TJir>  v.iii*cTSyf ;4h»jij: 
DUlSisgsta^rcquirenieminay  be  granted  igmralhospiiais  ividi  50  v>i  fewcrbcdsfuundiobcout  uf  t^umpJun^  sviiiii^unJi^j.^i^  ijf  participation  (42 
ed.  488.54), 
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Home  Health  5^mc£j— Hospital  based  home 
health  programs  in  some  rural  have  difficult) 
complying  with  Medicare  regalations  because  the> 
lack  a  fuil-tiine  RN  director  (279).  Some  rural  local 
health  departments  with  home  health  agencies  have 
also  had  difficulty  justifying  and  affording  a  full- 
time  RN  who  is  responsible  solely  for  the  home 
health  service  (519).  Other  rural  home  health  agen- 
cies have  expressed  coricern  about  their  ability  to 
obtain  the  required  qualified  mstructors  to  condua 
classroom  teaching  for  home  health  aides  (279). 

Swing  Beds — Some  rural  hospitals  believe  that 
Federal  regulations  on  svring  beds  are  too  stringent 
or  unclear.  To  qualify  for  swing  bed  reimbursements 
patients  must  meet  the  sime  standards  of  medical 
need  as  patients  who  qualify  for  reimbursemertl  in 
skilled  nursing  facilities.  Hospital  patients  dis- 
charged &om  acute  care  who  need  transitional  care 
less  intense  than  skilled  nursing  care  are  thus 
iiiaiigible  for  Medicare  swing-bed  reimbursement 
(194).  This  creates  a  gap  in  health  care  coverage, 
pa  ticularly  in  areas  with  no  easd>  available  home 
health  services.  Hospitals  complain  that  Medi- 
care intermediaries^  inconsistentl)  mterpret  billing 
instruction  manuals  when  classifying  swmg-bed 
patients  a^  receiving  skilled  or  intermediate  care, 
creating  confusion  and  limiting  swmg-bed  use 
(752). 

Rural  Health  Clinic  Certification 

Faced  by  increased  financial  pressures,  rural 
health  facilities  are  seeking  ways  to  enhance  reim- 
bursement under  Medicare  and  Medicaid.  Recent 
congressional  actions  to  improve  reimbursement  for 
certified  niral  health  clinics  (RHCs)  (see  ch.  3)  have 
renewed  provider  interest  in  becoming  or  remaining 
certified  as  RHCs.  However,  providers  often  lack 
knowledge  about  the  program  or  are  concerned 
about  RH*^  regulations.  M^jor  concerns  include. 

♦  Delays  in  certificatim — Many  providers  seek- 
ing RHC  cedlification  report  that  the  applica- 
tion process  is  burdensome  and  lengthy,  oftc  i 
lasting  6  or  more  months  {87*71 3\ 

•  D^contimance  of  billings — Providers  must 
stop  billing  Medicare  and  Medicaid  while 
awaiting  RHC  certification,  creating  possible 


cash  flow  problems  for  smaller  pii^viders  heav- 
tl>  dependent  on  such  sources  of  payment. 
(Once  certification  is  received,  RHCa  are  enti- 
tled to  retroactive  reimbursement  under  the 
new  form  of  payment.) 

•  Administrative  requirements— The  paperwork 
burden  necessary  to  complete  e^ensive  cost 
reports  and  odier  requirements  may  be  over- 
whelmingly complex  for  small  ansophisticated 
RHCs  with  few  administrative  staff.  Such 
centers  may  have  to  obtain  costly  outside 
accounting  and  financial  assistance.  RHCs  can 
also  encounter  operational  difficulties  when 
States  conduct  annual  recertification  surveys 
widiout  prior  notice.  Small  centers  where  staff 
handle  bodi  administrative  and  clinical  duties 
may  be  unable  to  fulfill  all  of  dieir  clinical 
obligations  during  unannounced  recerdfication 
visits  (713). 

•  Requirements  for  midlexel  practitioners — A 
midlevel  practitioner  must  be  on  site  at  an  RHC 
at  least  50  percent  of  die  time  die  facility  is 
jpen  (Congress  reduced  diis  requirement  from 
60  percent  in  1989  (Public  Law  101-239).)  This 
requirement  may  be  difficult  for  some  clinics  to 
meet.  First,  some  RHCs  have  problems  recruit- 
ing and  retaining  midlevel  practitioners  due  to 
supply  shortages,  or  due  to  restrict:ons  in  some 
States  diat  affect  the  ability  of  midlevel  provid- 
ers to  practice  medicine  (see  ch.  12).  Second, 
tural  providers  widi  several  clinic  sites  diat 
share  midlevel  practitioners  on  a  part-time 
basis  may  be  unable  to  qualify  each  site  as  an 
RHC,  because  die  midlevel  practitioners  may 
not  always  be  available  at  each  site  at  least  50 
percent  of  die  dme  die  center  operates. 

•  Limited  guidance  for  uder-based  tlinits — 
Healdi  Care  Financing  Admmistration  (HCFA^ 
regulations  for  RHCs  have  focused  on  free- 
standing clinics  (die  vast  majority  of  RHCs). 
Some  observers  report  diat  the  regulations  lack 
sufficient  guidance  for  provider-based  sites 
(e.g.,  in  hospitals  or  skilled  nursmg  facdities) 
on  acceptable  mediod^  of  dcteToining  reasona- 
ble  costi  foi  reunbur!>emenl  Provider- 
based  clinics  are  opposed  :o  receive  full 
cost-based  reimbursement  (sec  cn.  3). 
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Perfcrmance  Standards  for  Community 
Health  Centers 

AU  ronununity  heaJth  centers  (CHCs)  are  ex 
peaed  to  meet  certain  administrative  and  clinical 
standards  of  performance  set  by  the  Bureau  of 
Health  Care  Delivery  and  Assistance  <BHCDA)  of 
the  U.S.  Public  Health  Service.  Such  measures 
include  minimum  productivity  Wels  (e.g.,  numben 
of  padent  encounters  per  physician,  physician  to- 
patient  ratios)  and  maximum  ratios  of  administrative 
costs  as  a  percent  of  total  costs. 

Small  rural  CHCs,  particularly  those  in  frontier 
areas,  may  fmd  it  difficult  to  meet  these  standards 
In  a  survey  of  frontier  centers  in  five  States  covering 
the  years  1985-87,  CHCs  had  higher  proportions  of 
adminisu^tive  costs,  higher  medical  costs  per  visit, 
and  lower  proportions  of  charges  to  costs  than 
BHCDA  considers  acceptable.  However,  the  centers 
on  average  met  the  standard  for  provider  pioductiv 
ity  {204]3S0y  Recently,  BHCDA  has  considered 
suggestions  for  changes  in  CHC  performance  meas 
ure$  that  are  more  sensitive  to  the  diverse  popula 
tions  served  by  centers  (477). 

Tax  Laws  Affecting  Health  Facilities 

Essential!)  all  of  the  Federal  tax  laws  affecting  the 
delivery  of  healtli  care  concern  the  acti\ities  of 
tax  exempt  organizations  and  their  affiliates-  Exclu 
sions,  deductions,  and  aedits  are  nut  generall> 
available  under  Federal  tax  laws  for  the  10  peaent 
of  rural  hospitals  that  are  proprietar>.  Thio  section 
discusses  how  such  tax  provisions  affect  the  :iurvi\  al 
andexpansion  strategies  of  nonprofit  rural  hospita]:i. 

Ta\*E\cmpt  Organization  Status 

Because  the  promotion  of  health  is  considered  a 
charit^Ie  purpose,  nonprofit  hospitals  and  other 
health  care  providers  generally  have  no  difficulty 
obtaining  tax-exempt  organization  status.  However^ 
a  hospital  providing  services  to  other  hospitals  can 
endanger  its  exempt  status.  For  example,  in  order  for 
a  hospital  cooperative  to  retain  its  tax-exempt  status 
while  providing  and  receiving  shared  services: 

•  it  may  provide  only  the  following  ''permiiii 
bie"  services,  data  processing,  purchasings 
warehousing,  billing  and  coUection,  fooJi  in 
dustrial  engineering,  laboratory,  printing,  com- 


munications, record  center,  personnel,  and 
clinical  services; 

•  it  may  provide  such  services  only  to  two  or 
more  exempt  hospitals  or  to  govenmient  owned 
and  operated  hospitals  ("pemiissible  recipi- 
ents"); and 

•  it  muM  be  organized  and  operated  on  a  cijopera- 
tive  basis,  it  must  have  as  membeni  ur  share- 
holders only  permissible  recipients,  and  it  must 
allocate  or  pay  all  net  earnings  to  its  patron 
hospitals  on  the  basis  of  services  performed  for 
the  patron  hospitals  (Internal  Revenue  Code 
Section  501  (e)). 

The  liit  of  permissible  services  is  narrow  and  omits 
many  services  that  rural  hospitals  in  cooperatives 
and  other  arrangements  might  efficiently  share  *,e.g., 
management,  laundry,  and  housekeeping  services). 
The  penalty  for  pioviding  nonpemnissible  services  is 
stiff.  If  a  shared  service  organization  (e.g.,  a  cooper- 
ative) provides  any  unlisted  services,  or  if  it  provides 
services  to  any  in^iutution  that  is  not  a  hospital,  the 
organization  wiU  lOse  exemption  for  all  of  its 
2>ervices.  Unlike  other  exempt  institutions,  shared 
service  organisations  are  not  simply  subject  to  tax  on 
such  unrelated  activities. 

Efforts  to  recruit  and  retain  veU-qualified  medical 
staff  can  also  endanger  exempt  status.  To  attract 
physicians,  a  hospital  may  wish  to  offer  loans, 
income  guarantees,  practice  facilities,  and  other 
benefits.  Offering  incenti\es  may  endanger  a  hospi- 
loi's  tax  exemption  by  implying  that  the  hospital  is 
unduly  furthering  the  intere^ib  of  pnvate  individuals. 
Under  Treasury  regulations,  a  tax-exempt  health 
provider  must  meet  the  foUowing  tests. 

•  it  must  be  organized  and  operated  exclusiveiy 
for  exempt  purposes; 

9  no  part  of  its  net  earnings  may  inure  to  the 
benefit  of  persons  having  a  personal  and  priv  ate 
interest  m  the  organization,  and 

•  11  must  demonstrate  that  it  \^  not  organized  ur 
operated  to  benefit  private  intere:its  (U.S.Treai, 
Reg.  sec.  1.501). 

The  Office  of  the  General  Counsel  of  the  Internal 
Revenue  Service  (IRS)  has  indicated  that  physicians 
recruited a:i  employees,  or  asindividual:i  with  ariose 
profes:iional  retation^ihip  with  a  hospital,  are  subject 
to  review  under  the  inurement  pro:icription 
Ho:ipital:i  aho  rtiiX^X  dcmor:itiate  that  then  opeta- 
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tioBS  do  not  benefit  privale  interests  more  than 
incidentally.  In  tneory,  this  standaiJ  in3>  not  be 
difficult  to  meet.  For  example,  the  IRS  has  ruled  that 
a  rural  area  with  a  significant  need  to  attract 
physicians  could  use  coirjnunity  funds  to  construct 
a  medical  office  complex,  because  any  personal 
benefits  physicians  mi^t  derive  w  ouM  be  incidental 
to  the  community  benefit  (295).  However,  the 
analysis  that  must  be  done  to  demonstrate  this 
condition  can  be  difficult.  It  requires  that  benefits 
provided  by  the  physician  to  the  hospital  and  the 
community  be  quantified  and  compared  to  the 
recruitment  or  retention  benefits  provided  iq  the 
physician.  This  is  not  an  easy  task,  since  community 
benefits  are  often  subjective  and  not  easily  quantifia 
ble.  Uncertainty  about  what  hospitals  may  offer  to 
attract  and  retain  physicians  is  exacerbated  by  the 
recent  IRS  announcement  that  exempt  hospital- 
physician  rehtionships  will  be  subject  to  heightened 
scrutiny. 

Unrelated  Business  Income 

Tax-exempt  organizations  are  subject  to  Federal 
tax  on  income  &om  any  regular  business  that  is  not 
substantially  related  to  the  organization's  charitable 
purpose  (IRS  Code  Sections  511(a),  512(a)(1), 
513(a)).  TTiese  activities  n:ay  be  restricted  not  only 
by  imposing  tax,  but  also  by  concerns  that  status  of 
the  facility  (or  of  bonds  financing  it)  may  be 
endangered.  Recent  proposals  by  Congress  broaden 
the  types  of  income  classified  as  unrelated  and  lifrJt 
the  deductions  permitted  in  computing  taxable 
income  (e.g.,  &om  hospital  gift  shops,  royalties,  and 
rent  from  organizations  hospitals  control). 

In  general,  services  provided  by  hospitals  to 
physicians  in  private  practice  or  to  their  patierts 
generate  taxable  income.  Such  services  include 
reference  laboratory,  adrunistrative,  and  pharmacy 
services  {294^95^90299).  However,  the  IRS  has 
recognized  to  a  limited  extent  that  rural  hospitals 
meet  unique  community  needs  that  justify  tax 
exemption  of  such  activities.  For  example,  a  hospi- 
tal's reference  laboratory  service  may  be  exempt  if 
the  hospitfJ  is  geographically  isolated  ana  the 
services  are  not  reasonably  available  from  commer- 
cial sources  (299)*  This  test  is  fact*specific,  how- 
ever, and  docs  not  provide  general  guidance  for  r  oral 
hospitals. 


Although  in  considering  these  issues  the  IRS  has 
indicated  no  "across  the  board''  recogmtion  of  a 
rural  hospital's  role,  courts  hav  e  been  ^sympathetic  to 
rural  hospitals.  For  example,  in  H.  ^'ains  Hospital 
\.  United  StateSy  the  court  held  thata^L^al  hospital's 
pharmacy  sales  to  private  physicians'  patients  were 
not  taxable  income  because  the  pharmacy's  avail- 
ability was  an  inducement  to  practice  medicme  in 
the  hospital,  and  thus  it  contributed  to  the  goal  of 
making  medical  services  available  (257).  Income 
from  rent  of  office  space  tu  physicians  has  nut  been 
considered  taxable  because  locating  physicians  on 
the  hospital  campus  is,  in  the  IRS's  view,  substan- 
iiiily  related  to  the  hospital's  provision  of  medical 
care,  whether  the  hospital  is  urban  or  rural  (,297). 

Tax-Exempt  Financing 

As  noted  in  chapter  S,  access  tu  tax-exempt 
financing  is  crucial  fur  many  nonprofit  rural  hospi- 
tals. Under  the  IRS  Code,  interest  income  from  new 
bonds  issued  after  August  1986  to  fir^ance  tax- 
exempt  health  facilities  is  exempt  from  Federal  tax 
if: 

♦  all  of  the  property  obtained  with  the  proceeds  of 
the  bonds  is  owned  by  the  tax-exempt  provider, 
and 

^  no  more  than  S  percent  of  the  facihties  financed 
by  bond  proceeds  are  used  by  a  nonexempt 
person  or  iri  an  unrelated  trade  or  busmess  (IRS 
Code  Sections  103,  141,  145).^ 

Fraud  and  Abuse  Regulations 

llie  Antikickback  Provisions 

The  Medicare  and  Medicaid  antikickback  provi- 
sions (42  U.S.C.  §  1320a-7b)  were  first  adopted  by 
Congress  in  1972,  The  provisions  were  intended  to 
provide  penalties  for  ccnain  practices  that  have  been 
long  considered  unethical  by  professional  groups 
and  that  contribute  significantly  to  the  cost  of  the 
Medicare  and  Medicaid  programs.  The  regulations 
prohibit  o^ering,  soliciting,  paying,  or  receiving 
"any  remuneration  (including  any  kickback,  bribe, 
or  rebate)  directly  or  indirectly,  ovenly  or  covertly, 
in  cash  or  in  kind"  in  exchange  for  or  to  induce  any 
of  the  following  actions: 

*  referring  an  individual  to  a  provider  for  the 
receipt  of  an  item  or  service  that  ii>  vuvced  by 
Medicare  or  Midicaid;  or 


ERIC 


'4  ^ 


Chapter  7      ^gu'aiory  and  Legal  Concerns  for  Rural  Health  Faatities  •  185 


•  purchasing,  leasing*  or  ordering  any  item  ui 
service  that  is  covered  bj  Medicare  or  M 
caid. 

If  read  literally,  these  regulath  ^is  can  ^^e  viewed 
as  prohibiting  a  number  of  relatively  ccmmon 
activities.  The  provtston  of  free  coffee  by  a  hospital 
to  membere  of  its  medical  staff  could  be  inteipretcd 
as  an  inducement  to  tt^  physicians  to  admit  their 
patients  to  the  hospital.  Although  this  particular 
common  practice  is  unlikely  to  warrant  prosecution, 
health  care  provtdeis  may  find  it  difficult  to  clearly 
distinguish  between  pemiitted  and  prohibited  con- 
duct. 

Many  hospital  ^iiategies  to  recmu  or  retain 
ph>sicians  (e.g.,  offering  ph>sitian^  financial  a^MS^ 
tance  in  establishbg  a  practice^  can  trigger  ariiikick 
back  provisions.  Such  anangements  might  be 
vitwed  as  the  furnishing  of  compensation  to  a 
physician  by  an  entity  to  which  the  ph>sician  refer:s 
patients. 

The  ownership  of  hospitals  by  physicians  may 
also  be  viewed  as  a  violation  of  antikickback  laws  if 
these  physicians  tend  to  refer  patients  to  the  hospi- 
tals they  own.  These  **self-rcfcrrals*'  by  physicians 
may  be  especially  prevalent  in  rural  areas  where  the 
physician-owned  hospital  is  the  only  local  hospital. 

In  other  rural  communities,  some  foi -profit  multi- 
hospital  chains  (e.g..  Hospital  Corp.  of  America  and 
American  Medical  International)  ha\e  explored  the 
possibility  of  selling  unprofiuble  fdi,ilitiei  to  mem 
bars  of  the  hospitals'  medical  staffs  {584).  WTiere  a 
rural  hospital  is  unprofitable,  the  members  of  lU 
medical  staff  may  be  the  only  persons  uith  sufft^ient 
capital  to  take  over  the  facility  and  prevent  its 
closure.  Also,  physician  ownership  ma>  mean  tliere 
is  sufficient  interest  b>  Wal  ph>  siuans  in  maintain 
ing  a  practice  at  a  nearb>  hospit*,  .nd  that  at  least 
some  of  the  income  from  the  huspnal's  opcraEioiis 
wilt  remain  invested  in  the  coinmumt>. 

**Safe  Harbor"  Regulations 

an  attempt  tu  resolve  some  of  the  cunfusiun 
surrounutng  the  meaning  and  s^ope  of  the  antikick 
hu^k  statute,  Congres*.  recently  directed  the  Secrc 
tary  of  the  Department  of  Health  and  Human 


Services  (DHHS)  to  develop  regulations  specifying 
'*safe  harbor**  practices  that  would  not  be  consid- 
ered  violations  of  the  statute  (Public  Law  )00-93). 
The  proposed  regulations  were  issued  in  January 
1989  (54  FR  3088),  but  they  have  not  resolved  the 
uitc?Ttpiiiiy .  For  example,  one  of  the  proposed  *  *safe 
harbor"  would  permit  a  physician  to  receive 
dividends  from  investments  in  large,  publicly  traded 
companies  that  operate  entities  to  which  the  physi- 
cian refers  patients^  The  legality  of  this  practice, 
however,  was  never  seriously  (questioned.  What  had 
been  (and  remains)  uncenain  v  as  the  permissibility 
of  physician  investment  in  hospital-physician  joint 
ventures,  or  physician  ownership  of  community 
hospitals.  Similarly,  the  proposed  regulations  would 
protect  the  purchase  by  a  physician  of  the  practice  of 
another  physician  s\ho  is  retiring  or  is  leaving  the 
area.  However,  the  regulations  say  nothing  about 
s\hether  a  hospital  may  purchase  a  physician's 
practice — a  question  that  is  likely  to  be  far  more 
important  for  the  rural  hospital  trying  to  maintain  its 
patient  b'^^e.  Final  **safe  harbor'*  regulations  are 
expected  to  be  published  in  1990. 

Antitrust  Issues 
Mergers  and  Acquisitions 

Some  rural  hospitals  may  find  it  increasingly 
dc:sirable  ^o  combine  theii  assets  and  operations. 
However,  recent  increases  in  goveri.^wcn  oversight 
and  enforcement  of  hospital  consohdation  activity 
by  the  U.S.  Justice  Etepartment  and  by  the  Federal 
Trade  Commission  iFTO  raise  important  antitrust 
issues  for  these  rural  hospitals.  Section  7  of  the 
Clay  ton  Act  (15  U.S.C.  12-27)  prohibits  mergers  or 
acijui.'^Uions  that  may  substantially  lessen  competi- 
tion or  tend  to  ci  eatc  a  monopoly .  The  Clayton  A  wt's 
application  requires  ^  predti,tic  of  the  hkclj  eifect 
of  the  merger  or  acquisition  on  consumer  welfare. 
Guidelines  fur  evaluating  this  effect  were  ts^ued  in 
1984  by  the  Anntrust  Division  of  the  Department  of 
Justice. 

The  principles  and  standards  contained  in  these 
merger  guidelines  have  recently  been  applied  in  two 
^.ases  involving  merger:sof  nonprofit  hospitals  -one 
in  Roanoke,  Virginia,  ihe  other  in  Rockfoid,  lUi- 
noi.'*.**  In  each  case,  tlie  Federal  Government  ^ught 


rcfcmug  physician  has  a  flaanci^L  micicsi  in.  oi  receives  c^mpcrtsauun  iw\n.  ihc  cnui^  itidi  pn^^jJcs  thcM^i^c  iP^b^L  Ld^  101  2Kj 
ica]  and  surgical  hospjtat^; 


186  •  Health  Care  in  Rural  America 


to  prevent  the  consolidation  oi  o  nonprofil  hospi- 
tals in  suburban  communities  with  few  acute-care 
facilities.  Both  cases  were  decided  in  early  1989.  In 
the  Rockfotd  case,  the  court  found  that  the  merger 
violated  the  antitrust  laws;  in  the  Roanoke  case,  the 
court  held  that  it  did  not.  Both  decisions  have  since 
been  upheld  by  courts  of  appeal.^  The  legal  stan- 
dards arising  horn  these  conflicting  decisions  are 
outlined  below. 

Product  Market  Definition — The  first  step  in 
merger  analysis  is  the  definition  of  the  relevant 
product  markets.  In  the  two  recent  hospital  merger 
cases,  the  relevant  product  market  alleged  by  the 
government  was  acute  inpatient  hospital  care.  Both 
hospital  defendants,  however,  argued  that  the  appro- 
priate market  included  both  inpatient  and  outpatient 
care  provided  by  all  health  care  providers.  The  court 
in  the  Rockford  case  adopted  the  govemmeni's 
narrower  market;  the  court  in  the  Roanoke  case 
adopted  the  defendants*  broader  market.*^  The 
product  market  definition  was  critical  to  the  out- 
come  of  both  cases.  The  court's  adoption  of  the 
Roanoke  hospitals'  broad  market  definition  meant 
that  more  providers  (such  as  outpatient  cUmcs, 
urgent  centers,  and  even  doctors'  offices)  would  be 
viewed  as  competitors  to  the  merging  hospitals,  and 
that  the  elimination  of  one  of  the  hospitals  would 
have  less  competitive  impact.  The  opposite  was  true 
in  Rockford;  the  court  found  that  beca  ise  there 
would  be  fewer  hospitals  if  the  merger  took  place, 
the  loss  of  even  one  could  have  significant  anticom* 
petitive  effects.  The  decision  by  other  courts  in  the 
filtu^^^  regarding  the  appropriate  product  market 
definition  may  have  a  significant  impact  on  the 
viability  of  consolidation  as  an  option  for  rural 
hospitals. 

2.  Relevant  Geographic  Market— The  definition 
of  geographic  markets  of  hospitals  is  the  second 
element  in  a  nv^tger  case.  The  courts  in  the  Rockford 
and  Roanoke  cases  used  similar  evidence  to  define 
the  geographic  market,  but  the  results  were  remarka* 
biy  different.  In  the  Roanoke  case,  the  court  con- 
cluded that  the  relevant  geographic  market  com- 
prised 16  counties  and  3  t;id/^pendent  cities  of 


Virginia,  and  3  counties  of  West  Virgima.  This 
conclusion  ^was  b<i^  i^n  the  court's  finduig  that  the 
hospitals  involved  drew  a  '*substanlial"  number  of 
patients  from  outside  the  immediate  vicmity.  In  the 
Rockford  case,  the  court  defined  the  geographic 
market  as  the  area  representing  about  90  percent  of 
the  admissions  of  the  defendant  hospitals.  Factors 
involved  in  this  decision  included: 

•  the  extent  to  which  physicians  admitted  pa- 
tients to  nearby  hospitals, 

•  usage  of  the  hospitals  by  non-Rockford  patien  ts 
needing  specialized  care, 

•  the  number  of  hospitals  where  individual  physi- 
cians had  admitting  privileges, 

•  data  on  patient  residence  and  destination  for 
receiving  services,  and 

•  the  physical  geography  of  the  area. 

3.  Market  Structure — -A  third  important  compo- 
nent of  merger  analysis  is  an  assessment  of  the 
competitive  stmcture  of  the  market  and  the  way  the 
merger  will  alter  that  structure.  This  is  done  by 
identiiying  tlie  competitors  in  the  market  and 
estimatiig  the  market  share  of  each  before  and  after 
the  merger  According  to  the  merger  guidelines,  a 
postmerger  projected  market  share  over  a  threshold 
amount^'  implies  concern  that  the  merger  may 
violate  the  antitrust  statute.  The  merger  guidelines 
wer**  used  by  the  courts  in  the  Rockford  case. 

Most  of  the  hospital  markets  in  rural  areas  are 
considered  to  be  highly  conceutrated.  This  is  be- 
cause most  rural  communities  cannot  support  the 
minimum  number  of  uidependent  hospitals  tltat 
must  be  in  a  market  to  keep  the  market  share  of 
combined  hospitals  below  the  threshold  amount.'^ 
Consequently,  mergers  or  acquisitions  involving 
competing  hospitals  in  nonmetropolitan  areas  will 
often  create  an  apparent  violation  of  the  merger 
guidelines. 

^.  Other  Factors  Affecting  Concentration — 
Other  factors  commonly  considered  by  the  courts  m 
assessing  the  competitive  effects  and  the  legality  of 
a  hospital  merger  include: 
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♦  Barriers  to  e/i/r>^Baniers  to  entry  make 
merger  approval  less  likely.  If  there  are  few 
bairiers  to  entry,  it  is  less  likely  that  incumbent 
hospitals  could  exercise  control  of  the  market. 
State  certificate-of-need  (OON)  regulations  and 
insufficient  demand  for  services  render  entry 
by  new  hospitals  unlikely  in  many  rural  mar- 
kets. 

♦  Nature  of  competition  in  the  market— Tb^ 
courts  in  Rockford  and  Roanoke  recognized 
that  hospitals  generally  have  been  forced  to 
become  more  competitive;  the  court  concluded 
in  the  Rockford  case  that  hospitals  in  the 
market  could  benefit  by  engaging  in  anticom- 
petitive activities  (e*g,,  price  fixing)  at  the 
expense  pf  consumer  welfare, 

♦  Financial  condition  of  the  merging  hospitals — 
If  one  of  the  merging  hospitals  in  a  market  is 
likely  tp  fail  in  the  near  future  and  is  unlikely 
to  successfully  reorganize  under  the  Bank 
niptcy  Act,  and  there  are  no  less  anticompeti- 
tive alternative  purchasers,  courts  may  find  the 
merger  more  acceptable  (the  so  called  ^'failing 
company  defense'*)- 

♦  Likelihood  that  the  merger  ^ill  allo^  the 
hospital:}  to  achieve  efficiencies  that  could  not 
be  obtained  individually — The  procompetitive 
benefits  of  certain  otherwise  unattainable  effi- 
ciencies may  outweigh  the  potential  anticom- 
petitive effects  of  a  merger.  The  savings  from 
such  efficiencies  will  vary  in  eacn  case;  courts 
reviewing  mergers  have  balanced  claims  for 
efiTiciencles  against  the  anticipated  anticom- 
petitive effects. 

Although  the  legal  issues  and  factual  settings  in 
the  recent  Rockford  and  Roanoke  cases  were  re- 
markably similar^  the  courts*  decisions  are  diarnetn- 
cally  opposed  on  virtually  every  Tiajor  issue.  The 
legality  of  any  hospital  merger  inevitably  will 
depend  on  the  competitive  environment  in  which  the 
merging  hospitals  exist*  and  at  present  there  are  few 
consistent  legal  guidelines  to  help  hospitals  assess 
the  legality  in  their  specific  situations. 

Recent  action  by  the  FTC  may  ^nate  moie  cudtl> 
the  mergers  and  acquisitions  of  manv  larger  rural 
health  care  facilities.  In  late  1989*  the  FTC  began 
requiring  entities  (including  hospitals;  interested  in 


acquiring  another  entit>  to  pay  a  $20*000  filing  fee 
as  part  of  FTC's  premerger  notification  require- 
ments. For  hospital  nierger±>v  the  filing  fee  b>  requued 
if: 

1,  tlie  acquiringentity  has  at  least  $10G  million  in 
total  assets  ur  net  patient  revenue*  and  the  other 
entity  has  at  least  $10  million  in  assets  or  net 
patient  revenue;  and 

2,  the  total  value  of  the  as^ts  actually  bought  in 
the  acquisition  will  be  at  least  $15  million. 

Medical  Staff  Credenlialing 

Antitrust  cases  brought  against  hospitals  and  then- 
medical  staffs  by  physicians  who  have  been  denied 
medical  staff  privileges  are  perhaps  the  single 
largest  category  of  antitmst  cases  involving  health 
care  providers.  In  these  cases,  the  issue  is  whether 
fhe  hospital  and  its  medical  staff  conspired  to 
prevent  the  excluded  physician  from  competing  for 
patients  needing  hospital  care.  In  areas  with  many 
physicians*  the  exclusion  of  a  single  physician  is 
unlikely  to  result  in  an  antitrust  judgment,^- Cases  in 
which  the  hospital  board  unilaterally  decides  for 
'  alid  reasons  that  a  physician  should  be  denied 
privileges  also  generally  do  net  incur  antitrust 
liability. 

More  usual  antitrust  cases  involve  hospitals  that 
have  entered  into  exclusive  cond*acts  with  a  physi- 
cian or  physician  group  (most  commonly  for  such 
services  as  anesthesiology,  emergency  medicine, 
pathology,  and  radiology),  Wliere  the  hospital  bends 
to  pressure  from  the  medtcal  staff  to  insulate  certain 
practitioners  from  competition  by  giving  them  an 
exclusive  contract*  and  where  the  hospital  has  a 
dominant  share  of  the  market*  it  may  invite  an 
antitrust  action.  Rural  hospitals  are  especially  sus 
ceptible  to  this  threat  because  of  their  large  market 
share.  In  a  Montana  case*  for  example,  anesthesiolo- 
gists on  the  staff  of  ahospital  that  had  84  percent  of 
the  market  share  for  general  surgical  services  had 
tlneatened  to  lez  e  the  hospital  unless  they  gpt  an 
exclusive  contract.  The  contract  resulted  in  the 
exclusion  of  a  nurse  anesthetist*  and  the  anesthesiol- 
ogists  subsequently  increased  their  annual  earnings 
by  40  to  50  percent.  Given  these  circumstances,  the 
court  found  that  the  exclusiv  e  contract  unreasonably 
restrained  trade  in  violation  of  the  antitriist  UwS,^^ 
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The  argument  that  a  competing  physician  was 
excluded  based  on  review  of  that  physician's  record 
by  the  hospital  medical  staff  is  not  always  a 
successful  defense,  even  in  a  State  with  a  statute 
encouraging  such  peer  review.  In  an  Oregon  case 
involving  thisissue<s6eParricJfcv,B«r^^'f,  lOSS.CL 
1658  <1988)),  the  Supreme  Court  ' '  n  the  State 
of  Oregoa  did  aot  actively  supe  evi 
activities,  nor  did  it  have  a  mechati. 
ing  inappropriate  peer  review  decisio'  >  nerefore, 
the  Court  concluded,  such  activities  were  nol 
immune  trom  antitmst  challenge* 

Joint  Ventures 

Hospitals  that  have  a  very  large  market  share  for 
hospital  services  in  a  particular  area  may  be  in  joint 
ventures  (e.g.,  for  provision  of  home  medical 
equipment)  that  effectively  limit  competition  by 
suppliers  not  included  in  the  ventures.  Likewise,  a 
group  of  rural  physicians  who  account  for  a  majoritj 
of  the  physicians  in  a  particular  community  may  face 
antitrust  risks  associated  with  joint  ventures-  Agree- 
ments with  joint  venture  partners  to  refer  all  patients 
for  durable  medical  equipment  or  home  health  to  the 
venture,  for  example,  may  have  antitrust  implica- 
tions, 

STATE  ISSUES 

Facility  Licensure 

State  licensure  standards  are  intended  to  ensure 
that  patients  using  licensed  facilitie^^  will  be  pro- 
vided care  of  at  least  a  minimum  level  of  safety  and 
quality.  Qn  addition  to  receiving  State  bcensure, 
facilities  wishing  to  be  certified  by  Medicare  and 
Medicaid,  as  noted  earlier,  must  meet  standards  set 
by  JCAHO  or  State  licensing  agencies  mandated 
under  Medicare  conditions  of  participation,)  These 
standards,  however,  may  sometimes  mhibn  rural 
hospitals  from  undertaking  some  activities  to  en- 
hance their  survival, 

♦  Operating  room  requirements — States  gener- 
aliy  require  all  licensed  hospitals  to  have  fully 
equipped  operating  rooms.  Even  if  a  small  rural 
hospital  no  longer  performs  surgeries  due  to 
declines  in  demand  and  availability  of  sur- 
geons, it  must  continue  to  maintain  surgical 
facilities  and  staff* 

»  Hospital-based  SNF  requiremems — Some  State 
licensure  laws  pertaining  to  hospital-based 
skilled  nursing  facilities  {**distinct  part  SNTs") 

erJc 


may  require  SNFs  to  have  their  own  nurses' 
station  apart  from  'ihe  hospital^s  acute-care 
nurses'  station.  Medicare  certification  also 
generally  requires  hospital  SNFs  to  remam 
distinct  units  with  separate  beds  and  staff. 
Complying  with  such  standards  may  result  in 
both  SNF  and  acute-care  nursing  staff  being 
underused,  especially  in  small  rural  hospitals 
whose  acute-care  census  is  low. 

♦  Personnel  training  requirements — Some 
States  limit  the  use  of  multiskilled  allied  health 
care  personnel.  Many  lural  hospitals  incur 
higher  costs  because  they  must,  according  to 
State  licensure  laws  (and  Medicare  conditions 
of  participation),  employ  several  full-tme  indi- 
viduals to  perform  tasks  that  a  suigle  profes- 
sional could  do  if  appropriately  trained  and 
licensed, 

♦  Higher  license  fees — Certain  States  reportedly 
have  instituted  significant  uicrcases  ui  fees  for 
facility  licenses,  CON  appbcations,  and  other 
business  requirements  for  health  care  facibties. 
These  fees  are  proportionately  more  difficult 
for  small  providers  than  for  large  providers  ro 
pay. 

Little  is  known  about  the  costs  these  regulations 
entail>  and  what  impaa  they  have  on  rural  hospital 
efforts  to  preserve  quality  of  care,  maintain  opera- 
tions, and  adapt  to  environmental  changes. 

Where  States  have  made  substantial  changes  in 
response  to  rural  hospital  concerns,  hospitals  may 
stiU  be  faced  with  incompatible  Federal  certification 
regulations  The  State  of  Montana  recently  re- 
quested a  waiver  of  Medicaie  conditions  of  t  artici- 
pation  and  certain  reimbursement  policies  from 
HCFA  that  would  permit  the  State  to  create  a  new 
class  of  rural  facilities  (medical  assistance  facilities) 
as  an  alternative  to  a  rural  hospital  (see  cb-  S). 
Changes  in  State  licensure  laws  are  sufficient  to 
permit  such  facilities  to  function,  but  changes  in 
Medicare  certification  requirements  are  prcAably 
necessary  to  make  them  fuiancially  viable. 

CertiJicate^of'Need  Requirements 

In  1972,  the  Federal  Government  required  States 
to  begin  instituting  CON  prog/ams  to  more  effec- 
tively control  health  care  capital  expenditures  and 
other  medical  costs.  In  general,  CON  was  seen  as  a 
way  of  limiting  unnecessary  investment  by  hospitals 
ano  other  health  facilities  tn  new  beds,  plantj  and 
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equipmeat.  States  were  required  to  e&tabbhh  health 
planning  agencies  to  conduct  CON  reviews  of  healih 
facility  capital  projects,  and  develop  regional  plans 
for  radonaUy  aUocating  and  distributing  limited 
resources  and  s^  ^ces  (Public  Law  93-641).  In 
1987,  Federal  requaements  for  State  health  pLinning 
and  CON  review  were  repealed. 

With  the  ei  J  of  Federal  oversight,  many  States 
have  modified  or  ebmmated  their  CON  laws.  A 1 989 
survey  found  that  11  States  have  eliminated  their 
CON  programs.  In  ad<lition,  some  States  have  (or  are 
considering)  CON  laws  that  exempt  certain  facilities 
and  services  from  review  C^^).  A  number  of  States 
without  CON  laws  are  limiting  expansion  in  other 
ways  (e.g.,  through  moratoria)  on  certain  new 
services.  Only  seven  States  have  no  limits  at  aU  on 
the  numbers  of  skilled  nursing,  swing,  rehabilitation, 
psychiatric,  and  alcohol/drug  treatmeat  bed&  in 
general  acute-care  hospitals  {474). 

State  mechanisms  to  limit  expansion  may  conflict 
with  survival  strategies  of  rural  hospitals.  For 
example,  a  State  with  a  moratorium  on  new  SNF 
beds  might  not  pennit  a  rural  hospital  to  convert 
unused  acute-care  beds  to  long-term  beds  if  the 
statewide  supply  of  SNF  beds  is  already  at  the 
regulatory  limit.*^  Many  health  facilities  view  CON 
thresholds  for  capital  expenditures  (the  minimum 
expenditure  levels  at  which  the  CON  review  and 
approval  process  is  invoked)  as  too  low  and  the 
related  application  process  too  burdensome  and 
lengthy,  threatening  their  access  to  capital. 

Also,  some  States  make  swing-bed  conversions 
contingent  on  a  hospital  s  ai.ute-bed  i^apacity  or  the 
availability  of  nursing  home  beds  in  the  area. 
Kentucky,  for  instance,  places  limits  on  hospital 
Medicaid  participation  by  restnctuig  the  number  of 
swing-beds  in  a  hospital  lo  25  beds  or  1 )  percent  of 
the  hospital's  acute-bed  capacity  (whichever  i:, 
greatest),  but  not  to  exceed  40  percent  of  acute-bed 
capacity  {474). 

On  the  other  hand,  CON  in  some  States  may  serve 
to  maintain  the  continued  existence  of  ^me  rwal 
facilities  and  services  by  giving  them  special  consid 
eration.  Many  rural  facilities  concerned  about  com^ 


petition  :»uppOi.t  CON  effort:*  and  other  restn*.tioni> 
that  prevent  other  facilities  from  expanding. 

A  few  States  have  amended  (or  are  currently 
considering  amending)  their  CON  laws  to  enable 
rural  hospitals  to  more  easily  diversify  into  new 
services  or  to  convert  to  alternatively  licensed  health 
care  facilities.  For  example,  some  States  have  raised 
the  CON  review  thresholds  for  certain  capital 
expenditures.  Others  have  exempted  certain  projects 
or  facilities  from  CON  review  altogether.  (5ther 
States  now  allow  qualified  rural  hospitals  to  convert 
up  to  a  certain  number  of  acute-care  beds  to 
Swing-bed  status  without  CON  review  (see  ch.  6> 
{4404501 

Property  Tax  Laws 

Requirements  for  exemption  from  State  and  local 
property  tajtlawsgenerally  are  more  restrictive  than 
conditions  for  exemption  from  Federal  income  tax. 
Only  17  States  and  the  District  of  Columbia  have 
enacted  laws  that  expressly  recognize  the  delivery  of 
hospital  care  by  a  nonprofit  entity  as  sufficient  for 
property  tax  exemption.  State  and  local  laws  typi- 
caUy  require  a  property  to  be  owned  by  a  charitable 
organization  and  to  be  used  exclusively  for  charita- 
ble purpo:>es.  Under  States  having  "aU-or-nothing^^ 
requL^mentSi  use  of  any  part  of  a  property  for 
nonexempt  purposes  or  on  behalf  of  nonexempt 
persons  renders  the  entire  property  subject  to  tax. 
Many  States,  however,  pennit  proration  of  a  prop- 
erty between  exempt  and  nonexempt  portions  for  tax 
purposes. 

In  addition,  many  State  and  local  legislative, 
administrative,  and  judicial  initiatives  have  re 
sponded  to  needs  for  increased  re  venues  i  and 
complaints  hy  small  businesses  of  uLfatr  competi^ 
tion  from  the  nonprofit  sector,  by  proposing  to 
revoke  tax  exemptions.  Recent  challenges  W  piop- 
ert>  tax  exemption  have  been  mounted  in  California, 
Missouri,  Pennsyh  a-^a,  Tennessee,  Texas,  Utah, 
and  Vermont  {202.271).  Charitable  organizations 
have  been  challenged  to  justify  their  exemption  by 
showing  public  benefits  piovided*  such  a^  the 
amount  and  availabilit>  of  uncompen:>ated  care 
Following  a  recent  Utah  de».j:»ioni  local  tax.  g 
authorities  in  several  Slates  have  attempted  lo 


bofpitals  providistg  loiig'term  caic  services  {474) 
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revoke  property  tax  exemptions  held  by 
nonprofit  hospitals  within  their  jurisdictions.  !n 
some  States,  hospitals  have  agreed  to  donate  cash 
and  services  in  lieu  of  paying  property  taxes  (397). 
Proposals  have  also  been  made  that  would  require 
payments  fo  local  governments  to  cover  cosrs  for 
municipal  services  (467), 

lb  date,  such  actions  have  been  primarily  in  urban 
ar*as.  This  may  be  because  the  comiiuinity  benefits 
provided  by  a  rural  hospital  are  more  readily 
apparent  to  local  taxing  authorities.  But  loss  of 
exemption  from  property  tax  is  nonetheless  an 
ominous  spectre  for  rural  hospitals,  particularly 
those  with  a  shaky  financial  foundation. 

Public  Hospital  Issues 

Rural  government-owned  hospitals,  whether  enti- 
ties of  a  county,  district,  township,  or  other  munici- 
pal authority,  are  con&onted  by  State  statutory, 
judicial,  and  constitutional  impediments  to  their 
ability  to  diversify  and  engage  in  joint  ventures. 

Statutory  Restraints  on  Diversification 

Rural  public  hospitals,  like  public  hospitals  gen- 
erally, are  creatures  of  their  enabling  statutes.  Public 
hospital  enabling  acts  axe,  almost  without  exception, 
strictly  construed  by  State  courts  and  attorneys 
general.  The  single  most  important  restriction  on  the 
ability  of  public  hospitals  to  diversify  and  to  provide 
a  full  range  of  health  care  and  nonhealth  related 
serrices  is  based  on  State  court  interpretations  of 
''Dillon's  Rule,*'  which  reads  as  follows: 

Local  governments  have  only  those  powers  spe- 
cifically granted  by  constitution  or  statute  or  neces- 
sarily arising  by  implications  from  the  expressed 
powers  (177). 

The  impact  of  this  restrictive  rule  on  public 
hospitals  1$  considerable.  As  a  result  of  this  rule,  a 
public  hospital  may  engage  in  a  specified  activity 
only  if  its  enabling  act  expressly  empowers  it  to  do 
so.  But,  because  most  pubbc  hospital  enabling  acts 
were  drafted  decades  ago  (often  before  the  1940s), 
the  services  empov/ered  by  theu  statutes  are  very 
limited.  Thus,  for  example,  many  public  hospitals 
are  lutable  to  own  or  operate  a  durable  medical 
equipment  company  or  provide  nonacute  care  serv- 
ices. 

State  courts  typically  resolve  any  doubts  about 
whether  such  powers  exist  against  the  hospital.  For 
example,  a  1982  opinion  of  the  Alabama  attorne> 
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Due  to  state  ar^bling  statutes^  most  publicly  owned 
hospitals  face  sUlct  limits  on  ihei^  ubilHy  to  diversify 
$ervfce£  and  compete  for  patients. 

general  (see  Ala.  AGO  82-00510)  provides  that  a 
public  hospital  has  no  clear  authority  to  pay  a 
physician  intereSE-free  loans  or  income  guarantees. 
A  1985  Georgia  court  decision  concluded  that  a 
county  hospital  did  not  have  the  power  to  operate  a 
durable  medical  equipment  business  (406). 

Statutory  Restraints  on  Competition 

Rural  public  hospitals  are  also  confronted  by  the 
following  statutory  barriers  to  coittpetition  arising 
out  of  their  restrictive  enabling  acts. 

Extraterritoriality — Almost  without  exception, 
public  hospital  enabling  acts  prohibit  municipal 
corporations  or  political  subdivisions  &om  exercis- 
ing any  authority,  or  owning  or  operating  any 
property  or  business,  outside  of  the  geographical 
territory  in  which  they  are  empowered  to  operate. 
For  example,  a  hospital  district  wishing  to  establish 
a  physician  satellite  clinic  outside  the  boundaries  of 
the  district  would  probably  lose  a  court  challenge  to 
this  action.  This  effectively  precludes  the  h  1 
from  capturing  primary  and  secondary  care  p^tuenis 
outside  of  the  Ilmiied  service  area. 

Board  Composition — Most  public  hospital  ena- 
bling acts  expressly  limit  the  number  and  types  of 
individuals  who  may  serve  on  the  board  of  the  public 
hospital.  They  often  prohibit  medical  staff  members, 
persons  who  do  not  reside  within  the  bounuiUies  of 
the  municipality  v^i  political  subdivisioni  aud  pubbc 
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hospital  employees  &om  serving  on  the  board.^^ 
Such  restricUorLj  may  make  it  difficult  foi  someniial 
public  hospitals  to  find  trustees  knowledgeable 
about  hospital  and  health  care  issues. 

Public  Disclosure  Laws — ^Most  States  have  pub- 
lic disclosure  laws  that  require  public  bodies, 
including  government^owned  hospitals,  to  hold 
open  meetings  and  provide  the  public  access  to 
numerous  records  of  the  public  body.  Although 
these  laws  serve  this  purpose  well,  they  als^  may 
place  public  hospitals  at  a  severe  competitive 
disadvantage.  In  a  rural  area  with  more  than  one 
hospital,  a  public  hospital  is  disadvantaged  by 
having  sensitive  business  plans  reported  on  the 
evening  news  or  heralded  on  the  ^ont  page  of  the 
local  newspaper.  In  1986,  the  California  Legislature 
addressed  this  problem  by  amending  the  State's 
Hospital  District  Law  to  enable  a  district  lospital 
board  to  order  a  closed  session  to  discuss  or 
deliberate  on  hospital  'VatJe  secrets"  where  neces* 
sary  to  initiate  a  new  hospital  serviceor  program  that 
would,  if  prematurely  disclosed,  create  a  ''substan* 
dal  probability  of  depriving  the  hospital  of  a 
substantial  economic  benefit/*^* 

Certiflcaie^f 'Need  Laws — Public  hospitals  typi- 
cally are  not  empowered  by  their  enabling  acts  to 
engage  in  the  corporate  restructurings  that  might  be 
used  to  circumvent  CON  review  of  a  major  project 
in  many  States.  The  ability  of  private  hospital 
competitors  to  do  so  thus  may  give  them  an 
important  competitive  advantage  over  public  hospi- 
tals. 

Investment  Restrictians — ^Many  State  enabling 
acts  place  severe  limitations  on  the  types  of  invest 
ments  in  which  public  hospitals  may  place  their 
funds.  For  example^  the  Illinois  Investment  of  Pubhc 
Funds  Act  prohibits  public  entities  ttom  owning 
stock  for  investment  puiposesJ^  In  Alabama. public 
hospitals  may  only  invest  in  ''direct  obligation;^  of 
the  United  States."^  Restrictions  of  this  kind 
protect  the  public  puxse  but  also  prevent  pabliw 
hospitals  &Dm  placing  hospital  funds  in  higher 
interest^yielding  investments- 


Public  Bidding  Latins— Almost  every  State  hdi>  a 
competitive  bidding  process  that  is  appUcable  to 
public  hospit^s.  The  considerable  delay  and  ex 
pense  generated  by  diese  statutes  may  impede  or 
prevent  rural  public  hospital  administrators  &om 
reacting  to  changing  market  conditions  in  dieir 
purchase  of  property  and  services. 

Judicial  Restraints 

Decisions  by  public  hospitals  concerning  tlie 
credentials  of  medical  staff  are  reviewed  by  State 
courts,  bodi  to  review  die  hospital's  compliance  widi 
die  bylaws  procedures  and  to  affirm  die  underlying 
merits  of  die  decision.  In  contrast^  so  long  a$  a 
private  hospital  follows  die  procedural  guidelines 
set  forth  in  its  medical  staff  bylaws,  courts  in  most 
States  will  not  step  in  to  second-guess  die  substan- 
tive decision  of  diose  hospitals. 

Constitutional  Restraints 

Almos"  every  State  constitution  prohibits  munici- 
pal  corporations,  including  public  hospitals,  ttom 
owning  Stock  or  serving  as  a  partner  widi  a  private 
entity.  This  prohibition  arises  out  of  States'  concerns 
about  die  comminjjling  of  public  widi  private  funds, 
and  die  potential  "gift*'  of  tax  dollars  diat  would 
enrich  private  individuals.  Such  absolute  prohibition 
from  equity  ownership  precludes  almost  all  types  of 
joint  ventures  between  pubUc  hospitals  and  pbysi- 
cians  or  private  hospitals.  Thus,  a  mediod  used 
successfully  by  private  hospitals  to  encourage  closer 
relations  between  hospitals  and  physicians  and  to 
access  additional  sources  of  capital  is  usually 
unavailable  to  public  hospitals. 

Possible  Solutions 

Amendments  of  State  pubhc  hospital  enabhng 
dct:>andodici  Matutesmay  aid  pubhc  hospital  efforts 
to  expand  dieii  scope  and  an  ay  of  ac^ivitie^  to 
.nhancc  dieir  survival.  Also,  aome  public  hospiidlf^ 
have  created  '*parent  subi^idiary  *'  or  ^brodier 
:viite.  multicorpurate  stniciures  to  avoid  statutory 
and  constitutional  constraints.  These  partial  solu 
tion:>.  ho^vever.  aie  not  widiout  dieii  own  problem;^. 
First,  it  may  be  unclear  uhediet  die  newly  created 
affiliate  can  be  (capitalized  b>  die  governmental 
body  widiout  violating  the  State  constitutional 


<^Sece.g..  Michigan  op.  Ally.  Gen  No.6067.p  646<1<)82) 
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prohibition  on  "public  gifts."  Second,  the  greater 
the  control  by  the  governmental  body  over  ti^ 
affiliate,  the  greater  the  likelihood  that  (for  regula- 
tory purposes)  such  transactions  will  be  considered 
improper.  The  adoption  of  these  structures  is  clearl> 
not  without  legal  risk. 

A  third  issue  involving  public  hospitals  has  been 
a  national  movement  toward  allowing  pubbc  hospi- 
tals, through  State  enabling  a^t  amendments,  to 
'^convert"  to  private^  nonprofit  status  by  selling  or 
Itr^asing  all  of  the  public  hospitals*  assets  and 
operations  to  newly  created  nonprofit  corporations. 
Once  legal  authority  to  '^convert**  exists,  the  me- 
chaoics  of  conversion  must  be  investigated.  One  of 
the  major  concerns  in  any  public  hospital  conversion 
is  the  degree  to  which  the  nonprofit  entity  that 
operates  the  hosptal  will  be  accountable  to  the 
public  after  the  conversion.  Public  concerns  may 
include  potential  reduction  of  services,  reduction  or 
elimination  of  uncompensated  care,  and  unreasona- 
ble '^inside  deal:>''  between  the  public  body  and  the 
new  nonprofit  hospital  board.  These  concerns  must 
be  addressed  expressly  in  eitlier  the  lease  or  sales 
agreement  between  the  public  body  and  the  new 
hospital  corporation,  or  in  the  new  hospital  corpora  ■ 
Don 's  articles  and  bylaws. 

SUMMARY  OF  FINDINGS 

Federal  and  State  laws  and  reguL  ns  governing 
delivery  of  services  have  created  a  number  of 
concerns  for  rural  providers. 

Some  State  licensure  rules  and  Medicare  partici- 
pation  requirements  ute  seen  as  in'Abiting  opera- 
ions  and  strategies  for  effective  change.  Many 
rural  hospitals,  especially  smaller  ones  in  moie 
remote  settings^  argue  that  standards  for  minimum 
staffing  and  service  requirements  are  impractical  to 
follow,  because  staff  are  unavailable*  too  costly^  or 
cannot  be  justified  due  to  insufficient  patieni  de- 
mand Some  recent  State  efforts  (e.g.^  in  Montana)  to 
alter  licensure  rules  for  struggling  hospitals  in 
isolated  rural  areas  may  face  Medicare  certification 
requirements  that  cannot  accommodate  anything 
less  than  a  full-service^  acute-care  facility. 

Eligibility  requirements  for  Federal  l<iX  exemp- 
tion are  seen  as  endangering  some  sur  ival  strate 
gies  of  rural  hospitals.  A  rural  nonpr^  tit  hospital's 
exemption  from  Federal  income  tax  is  ""^  atenrJ  if 
it  offers  incentives  to  attract  ptiysicians  that  nuj  be 
^eeii  as  unduly  furthering  the  physician',,  t'*vate 


interests;  or  if  it  receives  substantial  income  from 
any  business  not  related  in  a  m^or  way  to  the 
hospital's  charitable  activities  ^e.g.»  sharing  man- 
agement Sv^rvices).  In  a  time  when  many  hospitals 
are  considering  participating  in  shared  service  coop- 
eratives and  diversifying  into  new  services,  the 
similar  limits  that  apply  to  these  ventures  may 
inhibit  hospitals  from  carrying  out  such  strategies. 
Nearly  one-half  of  rural  hospitals  are  private  non- 
profit institutions,  and  loss  of  tax  exemption  for 
many  would  further  weaken  their  financial  condi* 
tion. 

Some  referral  practit^s  that  rural  hospitals 
might  undertake  to  maintain  their  patient  base  and 
retain  physicians  may  be  subject  to  Federal  anti- 
kickback  regulations.  Because  many  providers 
consider  the  scope  o*"  antikickback  rules  to  be  vague, 
certain  practices  deemed  lo  be  '*safe  harbors"  imder 
the  law  have  been  proposed  by  DHHS.  Uncertainty 
remains,  however*  over  the  legality  of  many  prac- 
tices such  as  physician  investment  in  hospital- 
physician  joint  ventures,  physician  ovmership  of 
hospitals,  and  hospital  purchase  of  physician  prac- 
tices. 

Hospital  mergers  and  physician  relations  are 
now  facing  greater  scrutiny  under  Federal  m'f- 
trust  laws.  The  legality  of  any  merger  depends  on  the 
specific  competitive  environment  of  the  merging 
hospitals.  Legal  decisions  regardmg  Federal  efforts 
to  regulate  hospital  mergers,  however,  have  brought 
opposing  T^sults  even  in  factually  siniilar  cases, 
perpetuating  the  uncertaintj^  in  many  hospital  mar- 
kets. 

Federal  performance  and  certification  stan- 
dards for  some  rural  clinics  are  seen  as  inappropri- 
ate or  overly  burdensome.  Some  small  federally 
funded  CHCs,  especially  in  remote  areas,  beheve 
Federal  performance  standards  governmg  adimtus- 
trative  and  clinical  operaUons  of  all  CHCs  are 
irrelevant  or  too  inflexible  for  their  environments. 
Rural  centers  wishing  to  become  certified  rural 
health  clinics  believe  the  process  of  certification  is 
unduly  long,  complex*  and  sometimes  impractical. 

State  CON  rules  and  other  lews  that  place  limits 
on  the  number  of  new  long-term  care  beds  are 
sometimes  seen  as  preyenting  rural  hospitals  from 
converting  away  fnmi  acute  care.  Such  restnctions 
in  all  but  a  few  States  are  bcheved  by  some  ruial 
hospitals  to  restrict  conversions  of  excess  acute  care 
beds  to  nonacute  or  other  spcuaity  caie  beds.  Some 
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States,  however,  have  changed  their  CON  lavvs  to 
allow  hospitals  to  more  easily  convert  beds  or 
diversify  into  new  servio^s. 

State  ans^  local  property  tax  exemptions  for 
hospitals  and  other  providers  are  facing  greater 
ccruUny,  At  least  seven  States  recently  have  chal- 
lenged property  tax  exemptions  of  hospitals  and 
other  providers.  Loss  of  tax  exemption  might  further 
endanger  the  financial  v  lability  of  some  small  niral 
ft  v'Uties- 

Rural  public  hospitals  face  strict  limits  on  their 
ability  to  diversify  and  compete,  Stnct  State  ena 
bling  acts  and  constitutioral  provif^ions  are  seen  a^ 
inhibiting  survival  efforts  of  rural  public  ho^pital^ 
when  they: 


•  prohibit  apublic  hvspital's  operation  of  related 
businesses; 

•  limit  operations  to  r  specific  service  area; 

•  limit  trustees  to  residence  in  a  specific  area 
(possibly  restricting  the  hospital's  ability  to 
find  qualified  governance); 

•  require  public  disclosure  of  sensitive  business 
and  marketing  strategies;  and 

•  place  other  restrictions  on  investmerits,  medical 
staff  credentialing,  and  joint  ventures. 

Solutions  being  considered  by  States  to  these 
restraints  on  public  hospital  activ  it>  art  not  ^^ithout 
ri:L  For  example,  States  that  allo\^  public  ho^pitaL 
to  restrucOire  to  private,  nonprofit  corporation  status 
m*:y  lessen  the  hospital's  public  accountability. 


ERLC 


Chapter  8 

Collaborative  Opportunities 

Between  Rural  Health  Facilities 

and  Government 


ERIC 


CONTENTS 

INTRODUCTION    197 

DETBRMINING  A  STANDARD  OF  SERVICES  FOR  RURAL  COMMUNITIES  ...  197 

Washington:  Five  Health  Service  Groups   197 

Utah;  Basic  Needs   198 

CREATION  OF  AITERNATIVELY  UCENSED  FACILITEES  IN 

RURAL  AREAS    199 

Montana    200 

California  201 

Colorado   202 

Initiatives  in  Other  States  202 

Comparison  of  State  Efforts   203 

Recent  National  Developments   204 

STATE-PROMOTED  INTEGRATION  OF  SERVICES  204 

LOCAL  TAX  INITIATIVES   205 

SUMMARY  OF  FINDINGS   206 

Tables 

Table  Page 

Basic  Health  Services  for  Rural  Areas  (Washington  State)   198 

8-2.  Recommended  Health  Services  by  Size  of  Cominunity  (Utah)   199 


Chapter  8 

CoHaborative  Opportunities  Between 
Rurat  Health  Facilities  ana  Government 


INTRODUCTION 

In  recent  years,  man>  rural  healtli  care  facilities 
have  found  that  their  prospects  %  survival  are 
enhanced  by  working  with  Federal,  State,  and  loca' 
gpvernn^nts  interested  in  developing  new  ap- 
proacheti  u>  improve  facilities  and  services.  This 
chapter  wUl  first  discuss  efforts  by  some  States  to 
conceptualize  an  appropriate  or  tninimally  accepta- 
ble anay  of  services  for  rural  communities.  Second, 
the  chapter  examines  woik  by  some  States,  and  more 
recently  the  Federal  Government,  to  develop  alter- 
native delivery  models  for  rural  facilities.  These 
efforts  focus  mostly  on  redefuiing  what  is  meant  by 
a ' '  hospital*  *  and  rearranging  the  existing  regulatory 
firameworit  to  enable  rural  hospitals — especially 
those  that  are  financially  troubled  or  are  the  only 
local  facility — to  have  a  structure  more  appropriate 
to  local  needs  and  capabilities,  Next^  it  offers  some 
unique  examples  by  States  to  support  the  integration 
of  health  services  by  rural  facilities.  Finally,  the 
chapter  e:ianiine$  how  some  local  governments  in 
rural  areas  are  finding  ways  to  provide  sorely  needed 
tax  support  to  area  facilities, 

DETERMINING  A  STANDARD 
OF  SERVICES  FOR  RURAL 
COMMUNITIES 

Ideally,  the  development  of  services  and  factbtie^ 
that  reflect  local  needs  and  conditions  begins  by 
determining  the  essential  service  requirements  of  a 
community.  This  task  is  not  an  easy  one.  Each  rural 
community  has  its  unique  set  of  service  delivery 
problems,  resources,  and  priorities.  Some  small 
hospitals,  struggling  with  declining  utilization  and 
poor  operating  margins,  have  considered  severely 
limiting  their  scope  of  serv  ices.  But  for  M)le  comma 
n*ty  providers  serving  wide  and  sparsely  settled 
geographic  areas  with  few  health  care  alternatives, 
determining  what  services  can  be  eliininated  is 
difjScult.  Community  health  centers  (CHCi)  have 
traditionally  been  a  major  source  of  comprehensive 
primary  care  for  the  poor,  but  many  CHCs  favC 
ii^creasing  demands  for  uncompensated  care  (&ee  Ui. 
5)  that  may  require  them,  too,  to  rethuik  the  s^-ope  of 
O   ;es  they  can  afiEord  to  provide. 


At  least  two  States  have  developed  conceptual 
jtameworks  of  basic  services  and  delivery  models 
that  should  exist  i^  rural  communities,  Tuese 
frameworks^  described  below,  address  such  funda- 
mental questions  as: 

•  Current  scope — What  are  the  scope,  volume, 
purpose,  and  effectiveness  of  services  now 
being  delivered?  Who  is  delivering  them? 

•  Appropriateness — Are  the  services  appropriate 
for  the  current  and  expected  level  of  demand 
and  community  capability  to  support  them? 
Are  they  meeting  basic  health  needs?  Have  the 
community's  ^ceptions  and  feelings  been 
adequately  understood  and  addressed? 

•  Facilitytcommmity  cooperation — ^Are  local  fa- 
cilities doing  enough  to  deliver  appropriate 
services,  assure  their  accessibility  and  quality, 
and  control  costs?  Would  the  community  be 
willing  to  accept  the  loss  of  certain  services  it 
could  no  longer  support? 

•  Maintaining  access— Cm  local  facilities  con- 
tinue to  meet  their  ti^ditional  obligations  to  the 
poor  and  underserved?  If  so,  how?  If  not,  who 
wiU? 

•  Changing  mission — Should  the  hospital  or 
other  local  health  care  facility  shift  some  or  all 
of  its  resources  to  other  services  or  business 
activities? 

•  Facility  organization—SlK>ii\d  aiea  facilities 
continue  to  operate  indep'^ndently  or  should 
they  engage  in  cooperative  arrangements  with 
other  providers?  Is  the  community  wUling  to 
relinquish  any  or  all  control  over  the  delivery  of 
local  services? 

Washington:  Five  Health  Service  Groups 

The  W^abhington  Rural  Healtli  Care  Commission » 
pan  of  a  1989  report  to  the  State  legislature  that 
examined  ^^a>s  of  maintaining  and  improving  ac 
cess  to  care  for  ruial  residents,  identified  five  levels 
of  baiic  health  servi*-es  to  reflect  the  range  of  service 
resources  that  should  be  available  in  most  rural 
areas-  Basic  vices  are  divided  into  jSve  priority 
groupings  (*'bands")  that  represent  levels  of  patient 
immediacy  or  use  and  complect)  of  patient  condi- 
tions and  care  (table  8*1).  The  five  bands  are' 
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Table  8-1— 8asic  Health  Services  for  Rural  Areas  (Washington  State) 


Bod  L^-pt«mt  ^mUi^  dlsaabiiltr^  marioos  IIIimm 
24^ho^r  ea)0£5«ticy  modicaL  ft«rvices  (first 
responder/gmer^ency  medlcaL  technician) 

■  St^ilicction 

■  CoosMni  cations 

■  Air  to  ground  ain^iilance  transport 

Eflsential  public  health  services 

■  EnviroiunftntaL  services  monitoring  and 
reftponfte 

■  Perfon^L  health  services  monitoring  and 
roap<ms« 

Primary  care  Ce,^,,  provided  by  a  physician  or 
midlev«L  practitioner)  including: 

■  Routine  health  maintenance 

■  Prevention 

■  Care  for  acute  conditions 
a  Pr«nataL  care 

M^taL  htelth 

■  Crisis  intervention 

Baad  2-^oces4ax7  nxppoxt  i^ej-ricoft  for  hmsd  1 
Oiesnoetic  oorvices 

■  X-ray:  oxtr«(nitie$ .  chost:  fluoroscopy; 
ultrAflound 

*  Laboratory:  chemistries,  urines^  bloody 
bact«r^olo$y 

■  Other    ^rvices  at  same  level  of  complexity 
and  oemand 


Band  3— ahoxt'tttm  Itipatieot  and  bone  bo^Ui 
Gome  health  services 

■  Visiting  nurse 

■  ttodic^l  services 

Selected  scute  short-term  hospital  services 

■  Ac^te  conditions  (e.^.,  pneumonia, 
gastroenteritis,  and  certain  accidents) 

■  Childbirth  services  (level  1) 
Selected  acute  Alternative  facility  ^rvices^ 

Bond  M — ci^vmltT"b*2ft^  care  for  cfanmic  cooditioa^ 
Mental  h^^lth  a^tvic^s 

■  Evaluation 

a  Mental  health  consultation 

■  Fsycholoftical  therapy 
Lons-tecm  Care  services 

■  Communitybased  cere  (e.^.,  ch  rg  services, 
home  mettls>  adult  day  health) 

■  Supervised  living,  boarding  housing,  respite 
cere 

e  Skilled  and  intermediate  nursing  far  li.ties 
Substance  abuse  and  chemical  dependency 

■  Counseling 

■  Treatment  referral 

Baod  S->otliier  Bttrricos 
Dental  care 

■  Routine  exantination ,  TtiechaniCal  '^leanin^, 
fluoridation 

Vision  and  hearing  care 
Bospice  care 

Oth^r  treatment  [Dodalities 


KOTE:    The  first  band  Of  services  contains  the  most  emergent  services  as  well  as  those  services  o£  ^re^te&t 
use. 

^Hbuld  be  developed  thx  lugh  changes  in  Sta^e  licensure  stdr  Jards. 

SOURCE*     Washington  Rural  Health  Care  Commission,  A  Report  to  the  Le&i&lature  on  Rural  Health  Car^  in  the 
State  of  tfashinaton  COlympia,  WA:    January  1989), 


L  those  services  most  critical  to  survival  or  most 
often  ndlized  (e,g,,  emergency  and  primary 
care  services); 

2,  basic  diagnostic  snpport  services, 

3,  an  essential  core  of  basic  acute  caie  and  home 
health  services; 

4,  community-based  care  for  chronic  conditions; 
and 

5,  services  that  help  residents  in  larger  populated 
niral  areas  stay  within  the  community  for  care. 

This  model  i^ssumes  that,  for  certain  levels  of  care, 
providers  must  use  referral  arrangements  and  coop- 
erative agreements  to  ensure  continued  access  to 
needed  services.  Only  larger  rural  communibes 
could  afford  to  provide  services  in  all  five  bands. 

When  assigning  services  to  the  bands,  the  Com- 
mission applied  certain  criteria  to  detennine  the 
degree  of  urgency  and  appropriateness  for  the 
s^ice.  These  included; 
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•  the  primacy  of  prevent  .g  death,  disability,  or 
serious  injury; 

«  the  need  for  immediate  diagnosis  or  treatment 
to  prevent  illnes  s  or  injury  &oi  n  becoming  nK>r& 
serious  and  more  cosltly  or  difficult  to  treat; 

•  the  need  for  medical  monitoriiig  to  prevent 
disability  or  injury; 

•  the  need  to  prevent  conditions  from  occurring 
that  would  threaten  the  health  of  the  general 
population; 

•  the  length  of  time  a  health  condition  can  exist 
before  trralment  is  needed;  and 

•  the  physical,  psychological,  emc'ionaJ*  finan^ 
cial,  and  time  advantages  to  community  and 
providers  of  having  certain  services  locally 
available  (714), 

Utah:  Basic  Needs 

The  Utah  Departinent  of  Health  ha^ouilineda  ^^t 
of  minimum  healUi  serviccf^  that  should  be  available 
to  small  communities  in  sparsely  populated  or 
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TaWe  8-2— Recommended  Heai*ti  Services  by  Size  of  Community  (Utah) 


service  area 


Etoer^ettcy  med^.dl 
ser vices 


Primary  c*re 


Spc^c  laity 
care 


Hospitaiizatioti 


Fftwer  that)  500  First  rei,pot)dor 
persons  EHt 


Ititetrolttexit  MLP  or  HD  by 

appoirtmettt 
Sateliltd/part-^time  clinic: 
EMT  superviflion  witt  tel^- 

cofranuni cation  writtet) 

protocol 


Referral 


Referral 


500-900 
persons 


EMT 

first  tdspander 
network 

outlyins  cr«as 


Full-time  HIP  or  pdrt'tit.^  KD 
Aicranaenient  for  emerSency 
covoraSe  atjd  B<T  supervision 


Referral  or 
periodic 
arrattS^x'^'tt  m 
the  conmunity 


Referral 


900-1,500  aflT 
persons  first  responder 

network 


Fuil-ticae  KD  or  MIP,  or 

conibittation  full  and  part-time 

Sroup  practice 
Enoergency  coverage  and  E^^^ 

supervision 


Referral  or  Referral  and 

periodic  inf  innary 

arrangement  in  model 
the  conimjnity 


1,500-*, 000+  EMT  Small  group  practice: 

persons  first  responder  combination  of  KD  and/or  KLP, 

network  medical  specialists  CKD/MLP); 

IM/PED  or  OB,  CHM  as  determined 
by  community  need; 
Emergency  coverage  and  EMT 
supervision 


On-site  full-time 
regular ly 
scheduled  cimic 
Within  primary 
care  practice 

Referral 


Small  cooniunity 
hospital  or 
infirmary 
referral 


ABBRTVIATIOHS.  -  certified  nurse  njldwife*  EMT*  emergency  medlral  technician.  IM  -  internist,  MD  -  meJicdi 

doctor;  MLP  ■  iLidlevel  practitioner;  OB  ■  obctetrician;  FED  ■  pediatric ian» 
SOURCE.  Eli*on,   "Frontier  A'eaa.     Problem*  for  Delivery  of  Health  Care  Services,  '  Rural  Health  Care  1. 

September/October  I9a6  (newsletter  of  the  National  Rural  Health  Association.  Kansas  City.  MO) 


fironder  areas  (table  8-2).  Its  recominendation^ 
specify  that  emergenc>  medical  pt^rsonnel  woultl  be 
the  first  responders  id  all  sm^  commumties,  with 
regular  primary  care  b>  a  midlevel  practitioner  oi 
physician  made  available  jn  commimities  of  at  lea^t 
500 persons.  Specialty  care  inmost  small commum 
ties  would  be  available  only  through  oui-of-area 
referral  or  through  arrangements  under  ^^hi^h  out^ 
side  providers  periodically  conduct  local  climcs.  In 
some  cases»  hospital  care  could  be  provided  In 
communities  of  l^GO  to  4,000  or  more  persons 
{183), 

CREATION  OF  ALTERNATIVELY 
LICENSED  FACILITIES  IN 
RURAL  AREAS 

Despite  their  conceptual  importance,  State  at 
l^mpts  to  define  rninimum  service  g^oi*  for  rural 
health  care  have  not  direcdy  affected  rural  ^  ^ai.  A 
few  States  have  recend>  begun  to  intervene  more 
direcdy  in  the  stnicttire  of  basic  rural  health  service^ 
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b>  experimenting  with  the  development  of  new 
models  of  health  care  facilities  that  require  changes 
in  State  li-enitire  rules.  Must  of  these  iltemdti\e 
models  f^--  ^  on  strengdiening  underutilizeJ  and 
0nanci4ll>  unstable  small,  isolated  rural  hospitals 
Implementation  of  these  modeh  (t>picall>  b>  ' '  Jqwti 
sizing''  existing  hospital  capacity  and  services)  is 
intended  to  ensure  access  to  basic  acute  anJ  emer 
genc>  care  ^vithout  burdening  the  facility  with  the 
requirements  of  a  full-service  hospital. 

Efforts  to  develop  alternative  deliver^'  models  for 
rural  hospitals  have  a  relatively  brief  history.  In  die 
early  1970s,  die  U.S.  Department  of  Healdi,  Educa- 
tion and  Welfare  (DHEW)— now  die  Department  of 
Healdi  and  Human  Services  (DHHS)~permi*^d 
about  150  hospitals  to  waive  the  Medicare  require* 
ment  that  a  registered  nurse  supervisor  must  be  at  the 
hospital  24hours  a da>.  Most  of  diese  hospitals  were 
ji  remote  areas  and  served  as  sole  local  healdi  care 
pioviders.  In  1973,  DHEW  stuJ;  d  die  feasibilit>  of 
establishing  a  new  categorj  cf  *'limitexi  service'' 
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rural  hospitals  that  would  be  small,  isolated,  and 
limit  their  services  to  the  capabilities  of  the  staff  and 
facility-  The  study  concluded  that  implementatioG  of 
the  classification  would  be  difficult  on  a  national 
scale,  as  some  States  might  be  unwilling  or  unable 
to  make  the  licensute  and  other  regMlatory  changes 
necessary  to  adapt  to  the  new  Medicare  paitiapation 
requirements  {352), 

Tbday,  the  opposite  situation  exists  Some  Slates 
have  been  considering  redefining  rural  facilities,  but 
they  have  no  assurance  of  any  parallel  change  in 
Federal  regulations.  Many  current  Slate  efforts  to 
develop  alternative  facility  models  would  require 
Federal  permission  to  waive  certain  Medicare  and 
Medicaid  participation  requirements  in  order  to 
receive  payment  from  these  sources-  Described 
below  are  activitit^s  underway  in  Montana,  Cidifor 
nia,  and  Colorado,  followed  by  brief  mention  of  new 
'  ::ensure  laws  in  Florida  and  Wyoming  that  have  not 
\een  fuUy  implemented. 

Montana 

In  1987,  the  Montana  Legislature,  with  support 
&om  the  Montana  Hospital  Association,  created  a 
new  licensure  category  of  health  facility  called  a 
Medical  Assistance  Facility  (MAP).  An  MAF,  as 
defined  by  State  law,  is  a  health  care  institution  that 
provides  inpafient  care  to  persons  needing  care  for 
no  longer  than  96  hours,  or  to  those  requiring  cart 
prior  to  transportation  to  a  hospital.  Sudi  a  facility 
must  be  located  either  in  a  county  with  six  or  fewer 
persons  per  square  mile  (**frontier"  area)  or  more 
than  35  miles  from  the  nearest  hospital.  At  least  ont 
physician  must  staff  the  facility  with  assistance  fiom 
one  or  more  physician  assistants  or  nurse  practition- 
ers, and  the  physician  must  be  physically  present  in 
the  MAF  at  least  ^  ice  every  30  days.  Proposed 
administrative  rulc^  state  that  each  MAF  must 
provide  a  minimum  set  of  nursings  phannaceutical, 
laboratory,  food,  dietary,  and  emergency  services. 
The  MAF  is  also  requb^  to  have  a  quality  assurance 
program  that  includes  routine  rc\iew  of  patient 
utilization  and  the  facihty's  health  care  pohcies. 
Under  the  above  guidelines,  17  of  the  State's  56 
hospitals  would  be  eligible  to  become  MAFs.  In 
order  to  convert  to  MAF  status^  a  facility  must 
receive  catificate-of-need  (CON)  approval,  and  it 
must  surrender  its  hospital  hc^nse  with  the  option  to 


reapply  for  it  (Other  Montana  hospitals  are  no 
longer  subject  to  CON  regMlation  (377),) 

The  new  category  of  health  facility  ^^as  designed 
primarily  to  give  underutilized  small  rural  hosphals 
die  o;>tion  of  reducing  die  scope  of  their  operations 
to  provide  only  low-intensity,  short-stay  acute  care. 
Hospitals  currently  targeted  for  MAF  status  appear 
to  be  no  longer  viable  as  full-service  acute-care 
facilities,  (The  majority  have  closed  dieir  acute-care 
units  and  provide  mostly  long-term  care  services 
{377)),  Interviews  widi  residents  in  counties  of 
prospective  MAFs  found  widespread  suppc:t  for  the 
idea  {377^99),  However,  as  of  June  1990,  tiO 
hospitals  had  converted  to  MAFs>  in  part  because  of 
die  uncertainty  of  obtain  ng  die  Federal  waiver  diat 
would  enable  diem  to  recede  Medicare  and  Medi- 
caid payments  {377), 

In  1988,  die  Montana  Hospital  Research  and 
Education  Foundation  (MhREF)  sought  coopera- 
tion and  support  from  die  Healdi  Care  Financing 
Administration  (HCFa)  to  further  develop  the  MAF 
idea-  HCFA  initially  awarded  MHREF  a  1-year 
planning  grant  and  evaluative  support  to  enhance  the 
MAF  design  and  refine  ideas  for  its  demonstration. 
However,  HCFA  made  no  assurances  about  whedier 
it  would  eventually  approve  die  waivers  of  Medicare 
conditions  of  participation  that  would  make  the  new 
facilities  ehgible  for  payment.  Under  a  demonstra- 
tion project,  as  proposed  by  MHREF,  three  hospitals 
(twc  diat  already  have  closed  acute-ca:e  units) 
would  participate  as  MAFs,  and  six  hospitals  would 
serve  as  comparison  sites  {377)}  To  evaluate  the 
potential  success  of  MAFs,  MHREF  contracted  widi 
various  parties  to  examine; 

«  licensure  and  certification  stand<uds  for  facib- 
ties  and  pi^^fessionalSf  including  ehgibihty  for 
participation  (e,g,,  whether  providers  odier 
than  rural  hospitids  should  also  be  eligible), 

t  staffing  requirements  (what  types  of  staff 
should  be  required  on-site  for  what  time 
schedule); 

•  beneficiary  aci^ptance  of  die  new  service 
model; 

•  model  acceptance  by  eUgiblc  facihtics,  and  die 
financial  implications  of  facilities  becoming 
MAFs; 

•  service  scope  and  use; 

•  quality  of  care  concerns; 


f      O  companson  sites  may  convert  to  MAF  stawi*  during  (he  Uttic  of  thic  dcmonstratwrn  ^^^y  »f  (licJr  closure  is  immjncni 
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•  institutional  liability  issues;  and 

•  possible  Medicare  and  Medicaid  reimburse- 
ment schemes  and  their  impact  on  facihty 
profitability  (377^24). 

In  1989,  MHREF,  as  part  of  its  request  for  4  >  ear 
funding  of  a  full  MAF  demonstration,  asked  HCFA 
to  waive.  I)  Medicare*s  conditions  of  participation 
and  requirements  for  prospective  reimbursement, 
and  2)  conflict  of  interest  rules  that  would  prohibit 
Peer  Review  Organizations  (PROs)  from  helping 
MAFs  to  develop  quality  assurance  programs*^  In 
September  1989,  HCFA  approved  continuation 
funding  of  the  MAF  project  for  1  year  (377). 
MHREF  expected  to  receive  approv  al  of  its  waiver 
requests  in  mid-1990,  allowing  all  MAFs  to  begin 
operating  by  fall  of  the  year  (377). 


California 

In  1988^  the  ^ornia  Legislature  passed  a  law 
(117)  granting  broad  authority  to  the  State  Depart 
ment  of  Health  Services  to  study  ways  to  facilitate 
the  development  of  new  delivery  models  for  mral 
hospitals.  The  Departnent  was  given  three  charges 
First,  it  was  to  undertake  a  comprehensive  as- 
sessn^ent  of  reg»*latory  requirements  applicable  to 
small  and  rural  hospitals  (up  to  76  acute-care  beds 
and  located  in  areas  with  1 5,000 or  fewer  residents^). 
Second,  it  was  to  institute  emergency  regulaaons 
that  waive  or  modify  existing  regulations  found  to  be 
unreasonably  buidensomc  or  inapphcable  to  rural 
hospitals,  including  hcensure  requirements.  And 
third,  It  was  to  conduct  pibt  projects  in  small  and 
mral  hospitals  using  alternative  rural  hospital  stand- 
ards and  models. 

In  accordance  with  the  la\^.  the  health  department 
is  creating  a  new  model  design  that  provides 
regulatory  rehef  for  rural  hospitals  and  is  based  on 
local  needs  foi  an  essential,  core  group  of  service!> 
These  core  services  include. 

•  standby  emergency  medical  services,  with  24- 
hour  cover;-^e  hy  a  physician  or  nudlevel 
practitioner; 

•  basic  patient  holdmg  and  stabilization  capacity 
offering  short-term  mpatient  medical  and  nurs- 


ing care  for  up  to  96  hours,  and  patient  transfer 
to  a  hospital  if  necessary; 

•  basic  ambulatory  care,  limited  to  nonemergent 
diagnosis  and  treatment,  minor  Surgeries  re- 
quiring local  anesthesia,  and  obstetric  care  for 
prenatal  and  postpartum  conditions  (these  serv  * 
ices  may  be  provided  through  the  emergency 
service  component  if  they  willrephcate  similar 
services  already  available  in  the  area), 

•  bdi>ic  lab  and  radiology  services,  including 
simple  urinalyses,  blood  counts,  and  basic 
x-rays;  and 

•  appropriate  support  S)  stems  such  as  dietary  and 
phaimaceutical  serv k:es,andprotocols  for  qual- 
ity assurance  and  utilization  review. 

Model  hospitals  choosing  to  provide  only  the  core 
services  would  face  the  most  lenient  facility,  staff- 
ing, and  peer  review  requirements,  and  they  would 
be  expected  to  show  the  greatest  savings  in  fixed 
costs.  As  an  option,  model  facilities  could  Supple- 
ment tjie  require^  core  services  with  additional, 
more  specialized  services  to  meet  the  specific  needs 
of  their  communities.  Theae  might  include  expanded 
mpatient  services  (for  acute  care  longer  than  96 
hours),  expanded  obstetric  and  radiology  services, 
and  selected  mpatient  and  outpatient  surgical  serv- 
ices (427).  The  level  of  regulatory  oversight  would 
mcrease  with  the  service  scope  of  the  facility. 

Guidelines  for  ehgtbility  currently  being  consid* 
eied  allow  only  certain  rural  acute-care  hospitals  to 
participate  as  new  model  facthties.  Eligible  hospi- 
tals  would  be  strall  (e.g.,  have  an  average  daily 
census  of  10  or  fewer  acute-care  patients)  and 
typically  would  be  the  sole  acute-care  providers  in 
their  communities.  They  would  maintain  their  li- 
censes as  hospitals  and  be  encouraged  to  provide 
subacute  skilled  nursing  care  (with  swing  beds  or  a 
distmct-pait  sidlled  nursing  facility).  Hospitals  also 
would  have  to  have  the  support  of  their  board  and 
medical  staff  to  participate  a^  a  demonstration  site, 
and  tliey  would  be  required  to  develop  a  quality 
assurance  plan  (427). 

In  1989,  three  hospitals  were  initiall)  proposed  by 
the  California  Department  of  Health  for  designation 
and  demonstration  as  alternative  model  facilities 
(An  estimated  25  sites  have  been  targeted  )  Two  of 


^MMR£P  ha£  requested  itkat  MAFs  be  paid  mmally  onthe  basjs  of  t^gnablt  tosu  i^OO)  Conllivt  of  jhjctcs^  raks  do  nor  alW  PROt  Cftniract 
sepamidy  with  bo^^S  to  provide  swpporf  {cg.-,  BS^istaiiKc^'thptcadmis^iOnTcviCTi^'nf^cy  aitiihtiidy  fcq\stT^^^  p«^r review  ^nd  mnniinr 

Ibc  facility's  quality  of  cart'  MHREF      requested  that  PROs  be  allowed  to  eotcr  Jnto  such  contracts 

K>(h£t  condiuons of  eligibility  also  cJtist  (ilT) 
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the  three  agreed  to  participate  and  reduce  their 
services  to  a  level  comparable  to  the  moders  core 
and  expanded  service  restrictions.  Hypothetical 
financial  analyses  indicated  that  both  hospitals 
would  be  fiscally  solvent  under  the  alternative 
model  Because  the  hospitals  would  not  imme- 
diately be  expected  to  ma^  -^ignificant  staffing 
changes  (in  order  to  limit  locai  economic  upheaval) 
or  to  make  physical  changes  in  the  facility,  the 
Department  believed  it  would  not  be  necessary  tor 
them  to  obtain  waivers  of  Medicare's  conditions  of 
participation  (427)^ 

However,  a  Federal  waiver  would  still  be  required 
if  the  96-hour  length-of-stay  limit  was  applied.  To 
resolve  this  situation,  the  Department  decided  to  use 
a  facility*s  admissions  criteria  (i.e.,  the  type  of 
patients  seen  as  dictated  by  the  facility's  licensed 
mix  of  services)  as  z  de  facto  measure  of  service 
intensity  (285).  Initial  analyses  suggested  that  use  of 
the  length-of-stay  limitation  may  not  have  been 
necessary  in  most  cases.  For  those  targeted  hoLpitals 
that  already  had  "downsized**  operations  and  were 
concentrating  on  providing  essential  services*  about 
8S  percent  of  all  patients  were  dischf^ged  within  96 
hours  (427)* 

In  late  1989,  the  health  department  recommended 
that  the  State  create  a  pilot  project  to  test  the 
alternative  rural  hospital  model,  providing  regula- 
tory relief  and  technical  a5$istance  to  participating 
facilities  (427).  A  final  report,  stating  whether 
modified  regulations  and  the  alternative  models 
should  become  permanent,  is  due  to  the  State 
legislature  in  1993  (//7). 

Colorado 

In  1986,  the  State  of  Colorado  developed  a  new 
licensure  category  for  rural  providers  called  Com- 
munity Clinic^mergency  Centers  (CCECs).  CCECs 
are  defmed  by  regulation  as  health  care  institutions 
**planned,  organized,  operated  and  maintained  to 
provide  basic  community  faciV^ies  and  services  for 
the  diagnosis  and  treatment  of  individuals  requiring 
outpatient  service  and  inpatient  care,  including 
inpatient  accommodations  for  emergency  care" 
(Code  of  Colorado  regulations  6  CCR  lOlLl). 
CCECs  provide  only  emergency  and  outpatient 
services  t  but  they  must  have  a  written  affiliation  with 
a  nearby  general  hospital  to  coordinate  patient 


referrals  and  other  service  needs.  Tb  ensure  availa- 
bility of  inpatient  accommodations  for  emergency 
carc^  the  facilities  must  have  no  more  than  six  beds 
to  stabilize  and  hold  patients  for  up  to  72  hours.  A 
physician  is  required  to  be  availal/ie  by  telephone 
and  to  reside  within  15  minutes  travel  time,  and 
24-hour  skilled  nursing  coverage  must  be  available 
on-site.  Minimal  laboratory  and  dietary  services  are 
also  required*  CCEC  regulations  waive  many  hospi- 
tal facility  standards*  requiring  facilities  to  operate 
much  like  small  clinics  and  making  them  an 
attractive  form  of  service  provision  for  providers 
other  than  hospitals  {391*524). 

Much  of  the  effort  to  promote  provider  interest 
and  participation  in  the  CCEC  model  appears  to 
have  been  ftjtile  because  of  the  lack  of  any  involve- 
ment or  support  by  HCFA.  Thus  far,  the  agency  has 
shown  no  interest  in  certiiying  CCECs  for  Medicare 
and  Medicaid  participation  and  reimbursement, 
limiting  the  usefulness  of  this  designation.  As  of 
1989,  only  five  CCECs  had  been  certified,  four  of 
which  were  CHCs  or  nursing  homes  (which  must 
rely  on  privaie  insurance  for  reimbursement).  No 
hospitals  have  become  CCECs  (524).  Little  informa* 
tion  is  available  on  the  p^ormance  of  CCECs,  or  on 
whether  the  State  plans  to  make  any  changes  to 
encourage  greater  involvement  ftom  rural  factbties 
and  the  Federal  Government. 

Initiatives  in  Other  States 

Florida 

Based  on  rt^commendations  of  a  1 987  study  of  the 
problems  facmg  rural  hospitals  in  the  State,  the 
Florida  Legislature  in  1988  designated  27  small 
rural  hospitals'*  to  receive  special  consideration 
under  State  regulations  (e.g.*  receipt  of  Medicaid 
reimbursement  for  swing-bed  care,  exemption  ftom 
budget  review  by  the  State*s  Hospital  Cost  Contain- 
ment Board)  {478).  In  1989*  State  lawmakers, 
intending  to  further  help  these  hospitals,  created  an 
alternative  licensure  category  for  rural  facilities 
called  Emergency  Care  Hospitals  (ECHs)  (195).  The 
ECH,  modeled  after  Montana's  MAFs,  would  pro^ 
vide  emergency  care  and  routine  inpatient  services 
for  up  to  96  hours  under  the  care  of  a  physician  or 
midlevel  practitioner.  In  addition,  basic  diagnostic 
services*  primary  and  obstetric  care,  and  various 
long-temi  caic  services  (^'.g »  skilled  nursing  and 


*Each  of  these  hospitaj^  (fewer  than  ooo' half  of  the  State's  rural  hospital  inuUJhas  85  or  fewer  beds  omJ  an  emcr^tcncy  room,  and  al]  ^^jthertbc 
sole  inpaticm  faciUtJcs  in  their  eoumics  or  servo  areas  witli  no  more  th^n  lOO  person:!  per  squ^  niile 
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home  health)  .ue  authonzed  to  be  provided.  Ho^pi 
tals  applying  for  ECH  status  will  receive  expedited 
review  under  Florida's  CON  process  and  may  retain 
tbeir  hospital  license  Regardless  of  whether  they 
become  ECHs,  the  27  hospitals  are  also  exempted 
from  CON  review  of  home  healthy  hospice,  and 
swing*bed  services  under  the  1989  law.  Plans  to 
pursue  Medicare  waivers  and  implement  the  ECH 
legislation  are  being  delayed  until  the  State  decides 
whether  to  apply  for  participation  in  the  new  Fede^^al 
alternative  rnral  hospital  program  discussed  below. 

Wyoming 

In  1989,  the  Wyoming  Legislature  established 
new  licensure  and  operation  regulations  for  health 
care  facilities  {741).  The  law  introduces  the  new 
licensure  category  of  medical  assistance  facilities, 
modeled  after  Montana's  MAFs,  which  would 
provide  limited  acute  care  to  patients  for  a  period  of 
no  more  than  60  hours  prior  to  their  transfer  to  a 
hospital  (if  transfer  is  necessary).  The  medical 
assistance  facilities  must  be  located  more  than  30 
miles  from  the  Dearest  Wyoming  hospital.  As  in 
Florida,  regulations  that  would  govern  the  specific 
operation  of  these  facilities  have  not  been  e&tab 
Ushed;  the  period  for  making  these  regulatory 
changes  ends  in  1993. 

Compamon  of  State  Efforts 

Efforts  by  the  above  States  to  develop  alterna- 
tively licensed  facilities  in  rural  areas  have  impor- 
tant similaiities  and  differenc&s. 

To  date,  only  Mi^itana  has  obtained  direct  interest 
and  support  by  HCFA  that  might  lead  to  waivers  of 
Federal  conditions  of  participation,  allowing  the 
model  facilities  to  receive  Medicare  and  Medicaid 
reinbursement.  However,  as  noted  by  differences 
bet^veen  the  Montana  and  California  projects,  there 
may  be  ways  to  minimize  HCfA's  role  in  such 
matters.  The  need  for  waivers  will  depend  in  part  on 
the  specific  needs  and  objectives  for  developingnew 
models  and  the  extent  of  regulatory  changes  in- 
volved. 

The  amount  of  effort  that  has  been  invested  b> 
St?*es  in  developing  alternative  facility  tnudeU,  ait 
well  as  the  specificity  and  fleAibilit>  of  the  law^ 
defining  and  regulatmg  them,  varies  considerably. 
Except  for  Califoriua*  most  States  have  chosen  tu 


ei>tdbbi>h  alternative  licence  laws  before  develop- 
ing ideas  for  new  delivery  models. 

Eligibibty  criteria  vary  for  rural  providers  seeking 
to  participate  as  alternative  facilities  (e.g.,  they  may 
be  restricted  to  hospitals  or  to  facilities  meeting  only 
certain  size  and  location  criteria).  For  example, 
Montana's  MAFs  must  be  the  only  local  inpatient 
care  providers  in  remote  areas.  Four  of  the  facilities 
operating  as  CCECs  in  Colorado  are  CHCs  or 
nursing  homes,  and  all  are  the  sole  providers  in  their 
communities. 

States  have  different  ideas  on  whether  a  hospital 
becoming  an  alternative  facility  should  be  allowed 
to  keep  its  existing  license  to  protect  against  the  risk 
that  its  participation  as  a  new  facility  is  unsuccess- 
ful. Regulations  in  Montana  require  a  hospital 
becoming  a  MAF  to  give  up  its  acute-care  license.  In 
California,  alternative  model  hospitals  would  retain 
their  acute-care  license.  Hospitals  in  Florida  that 
become  ECHsbut  later  decide  to  seek  full  acute-care 
relicensuie  wouU  receive  expedited  review  and 
reclassification. 

Differences  exist  amung  States  on  the  scope  of 
M;r\ice5  to  be  pnjvided  m  alternatively  licensed 
fdcibties*  and  the  i^le  rural  providers  and  cotnmuiU' 
ties  have  m  making  these  decisions.  Most  of  the  new 
models  allow  for  use  of  both  physicians  and 
midlevel  practitionei^,  and  most  proposals  would 
require  facilitieft^  ensure  ""propriate  u:ansfer  and 
referral  of  patient;^  to  other  >viders.  Only  minimal 
attention  appears  ^ave  been  given  by  most  States 
(except  Montana)  to  the  effects  of  new  models  on 
quaht)  uf  care  and  patient  satisfaction. 

Most  tnodels  that  provide  for  limited  inpatient 
services  in  the  form  of  holding  and  observation  care 
units  use  a  maximum  time  standard  of  96  hours 
(Colorado  and  Wyoming  use  shorter  penods).  Exist- 
mg  data  suggest  that  the  avo^age  acute-care  length  of 
stay  m  a  small  rural  hospital  may  already  closely 
match  these  proposed  Umits.^  The  maximum  length 
of  stay  is  intended  to  act  as  a  proxy  for  service 
intensity  and  severity  of  illness.  However,  some 
States  (e.g.,  California)  have  suggested  other  meas- 
ures (c-g-*  lists  of  approved  admitting  diagnoses  or 
<ver\i^es,  composition  and  skill  mix  of  medical 
personnel)  that  might  be  more  appropriate  indicators 
of  lu\v-intcnsit>  Ciire,  vvhile  giving  model  facilities 
more  flexibilitj  to  hold  patients  f^ir  different  |>eriods 


^    98^1  (tt/t  averse  length  of  siay  for  a  mral  liospital  with  fewer  than  25  beds  was  4  9  (Uys.  or  about  I    hi>inrs  {236) 

ER.1C  2;, 


204  •  Health  Care  in  Rural  America 


of  time  {398A7S),  Length-of-stay  restricrions  may 
be  the  most  problematic  in  very  remote  areas  where 
alternative  sources  of  care  are  far  away. 

Recent  National  Developments 

Id  1989,  Congress  required  DHHS  (Pubbc  Law 
101-239)  to  establish  a  program  to  provide  grants  for 
up  to  seven  States  to  designate  and  develop  two  new 
types  of  rural  hospitals:  Essential  .Access  Coramu- 
nity  Hospitals  (EACHs)  and  Rural  Primary  Care 
Hospitals  (RPCHs).  In  addition,  up  to  15  RPCHs 
may  be  designated  iL  States  without  EACH  pro- 
grams. EACHs  and  RPCHs  are  to  form  a  network  of 
rural  health  facilities  designed  to  ensure  the  regional 
accessibility  and  continuity  of  emergency,  primary, 
acute,  and  long-^tn  care  services.  Eligible  hospitals 
must  be  located  in  States  that  have  oi  are  developing 
a  plan  calling  for  the  creation  of  rural  health  care 
networks. 

lb  be  designated  as  an  EACH  facility,  a  rural 
hospital  must  be  more  than  35  miles  from  another 
designated  EACH  or  rural  referral  center*  and  it  must 
have  at  least  75  beds  or  be  located  more  than  35 
miles  from  any  other  hospital.^  EACHs  will  provide 
emergency  and  medical  backup  services  to  desig- 
nated RPCHs  in  the  network;  they  must  agree  to 
accept  patients  transferred  from  rxiral  physicians  and 
RPCHs,  receive  and  transmit  data  to  RPCHs,  and 
provide  stafif privileges  to  RPCH  physicians.  EACHs 
will  be  considered  "sole  comraumty  hospitals"  for 
the  purpose  of  Medicare  reimbursement. 

RPCHs  are  smaller  facilities  that  will  be  rcquiied 
to  provide  24-hour  emergency  care,  to  cease  offering 
inpatient  care  except  through  using  a  maximum  of  6 
holding  beds  to  stabilize  patients  for  up  to  72  hours; 
and  to  have  patient  transfer  arrangements  with  the 
nearesthospital(sXRuralhospitalsbeconungRPCH6 
will  be  allowed  ro  provide  skilled  nursing  services, 
and  they  may  use  midlevel  practitioners  with  physi- 
cian oversight.  These  facilities  will  not  have  to  meet 
existing  hospital  requirements  for  24-hour  operation 
(except  emergency  care)^  and  the  services  of  dieti- 
cians, phaimaciAiSf  and  certain  laboratory  and  radi- 
ology technicians  need  only  be  available  on  a 
part-time,  off-site  basis.  Inpatient  acute-care  sair- 
ices  will  initially  be  reimbursed  by  Medicare  at  cost. 
For  outpatient  services,  RPCHs  will  at  first  have  the 
(^tion  of  receiving  either  a  cost-based  facility  fee 


(which  does  not  include  physician  charges)  ur  a 
comprehensive  cost-based  rate  (combimng  factbty 
and  professional  ^rvices).  A  prospective  payment 
system  must  be  developed  by  1993  for  both  inpatient 
and  outpatient  RPCH  services. 

States  will  be  responsible  for  designating  and 
supporting  the  development  of  EACH  networks. 
When  designating  RPCHs,  States  that  have  EACHs 
must  give  preference  to  hospitals  participating  in 
rural  health  networks.  Grants  for  up  to  3  years  from 
the  Rural  Health  Care  Transition  Grants  Program 
(see  chp  3)  and  the  Medicare  trust  fund  will  be 
available  to  help  States  and  hospitals  to  plan  and 
iniplement  the  EACH/RPCH  designations  and  rural 
health  networks. 

The  EACH  program  poses  a  dilemma  for  States 
that  are  developing  their  own  alternative  models  for 
rural  facilities.  On  the  one  hand^  the  State-developed 
models  can  be  adapted  to  the  needs  of  those  States. 
For  example.  States  may  wish  to: 

•  establish  their  own  minimum  mileage  liimts 
between  designated  facilities; 

•  establish  their  own  limits  on  the  number  of 
acute-care  beds  and  the  allowed  levels  of 
service  intensity  in  model  facilities;  and 

^  consider  criteria  for  essential  access  facilities 
other  than  di^idnce  and  facility  size  (e.g., 
community  income  or  poverty  levels). 

On  the  other  hand,  States  may  also  find  the  Federal 
program  attractive  because  it  enables  RPCHs  to 
receive  Medicare  payment — a  valuable  incentive  for 
hospitals  to  shift  their  emphasis  from  acute  care  to 
emergency  and  primary  care  (87). 

STATE^PROMOTEO 
INTEGRATION  OF  SERVICES 

Rather  than  (or  in  addition  to)  adopting  a  more 
Sweeping  approach,  some  States  have  focused  their 
support  (e  g ,  technical  assistance,  regulatory  relief 
on  a  few  targeted  facilities  to  inqjrove  the  integration 
and  accessibility  of  local  health  services  in  specific 
rural  communities.  Below  are  three  examples  of 
such  initiatives. 

Sorih  Carolina — The  RoanoLe  Amaranth  Com- 
munity Health  Group,  a  private,  nonprofit  primary 
care  practice  in  rural  Nurlli  Carohna.  was  estab- 


^  '^hesc  rcqttiitmcBts  may  be  waived  by  the  Secfciaiy  of  DHHS . 
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lished  ID  1976  with  technical  assistance  ftom  the 
State  and  fundiDg  ftom  the  U,S-  Public  Health 
Service-  The  State  recently  supported  research  that 
found  that  the  area's  elderly  were  using  post-acute 
care  resources  in  distant  places  near  where  they  had 
been  hospitalized^  forcing  many  to  relocate  in  order 
to  obtain  needed  rehabtlkation  and  support  services, 
lb  address  the  need  for  accessible  and  comprehen- 
sive long-term  care,  the  Roanoke  Group  decided  to 
sponsor  the  development  of  a  long-term  care  campus 
adjacent  to  the  practice. 

Development  of  the  long-term  care  complex 
began  with  construction  of  a  60-bed  nursing  home 
andanl8-bedboard-and-carefacility,  which  opened 
in  early  1990>  Other  facihties  that  have  begun 
operations  are  a  senior  center  (supported  by  a  State 
grant)  and  20  elderly  housing  units  subsidized  by  a 
loan  from  the  U,S,  E)epartment  of  Housing  and 
Urban  Development  (HUD).  Additional  plans  call 
for  opening  30  market-rate  rental  units  and  an 
ou^atient  rehabilitation  clinic. 

The  State  has  helped  the  Roanoke  Group  over- 
come several  regulatory  obstacles  during  the  ccjrse 
of  the  project-  Technical  assistance  ifrom  the  State 
helped  Roanoke  receive  a  CON  to  build  the  nursing 
home  and  gain  loan  approval  from  HUD  to  develop 
the  subsidized  rental  apartments.  Efforts  by 
Roanoke  to  secure  a  Farmers  Home  Administration 
(FmHA)  loan  to  buUd  the  30  market-rate  apartments 
have  been  delayed,  however,  because  of  FmHA 
claims  that  no  comparable  market  rate  exists  from 
which  to  make  lending  decisions.  The  State  is  also 
providing  *issis^*:nce  to  help  the  proposed  ouq)atient 
clinic  ttecome  certified  as  a  piovider-based  rural 
health  clinic  (see  ch>  3)^  enhancing  the  facility's 
Medicare  and  Medicaid  reLmbuisement  {418479). 

California — The  Mono  (Count) )  General  Hospi 
tal,  a  29  bed  public  f-cihty  in  rural  northern 
California,  had  been  suffering  anni4al  operating 
deficits  of  over  $300,000  since  1984.  After  an 
unsuccessful  attempt  to  have  the  hospital  managed 
by  a  multihospital  system  based  2  hours  awa>,  the 
county  considered  clo:>ing  the  facility.  In  respon:>e  to 
concerns  that  closure  would  severely  limit  acce:>&  to 
basic  health  services  for  area  highway  travelers,  the 


Sute  in  1986  appropriated  funds  to  maintain  hospi 
tal  operations  for  1  year, 

A  study  of  the  facility  recommended  a  plan  to 
convert  10  of  the  29  beds  ifrom  acute  care  to  sMUed 
nursing  care  and  improve  outpatient  services.  The 
plan  would  allow  the  county  to  operate  the  facility 
on  a^'breakeven^^basis  (in  which  revenues  would  at 
least  equal  expenses).  Despite  pressure  from  the 
county's  other  hospital,  the  county  eventually  agreed 
to  accept  the  State's  restructuring  plan.  To  assist  the 
restructuring  process^  the  State  altered  California 
regulations  (i,e.,  approved  use  of  a  joint  nursing 
station  for  the  acute-care  and  skilled-nursing  units^ 
and  hospital-based  skilled  nursing  beds  for  Medi- 
caid patients).  Provisions  were  made  also  to  cross- 
train  and  certify  staff  lab  and  x-ray  technicians  to 
reduce  standby  costs  {^18). 

Florida—The  North  Central  Florida  Health  Plan- 
ning Council,  a  Stat  -funded  distnct  health  planning 
agency  covering  16  rural  counties,  assisted  in  the 
recent  expansion  of  State-supported  pimary  care 
services  to  indigent  populations.  The  Council  real- 
ized that  the  increased  delivery  of  such  services  by 
area  county  health  departments  was  insufficient  to 
meet  many  indigent  patients'  neednS  for  foUowup 
care.  The  Council  worked  with  local  health  depart- 
ments participating  in  the  State  program  to  establish 
a  referral  network  of  specialists  and  hospitals,  and  to 
set  up  a  centralized  Medicaid  billing  system  to  be 
used  by  participating  physicians  (222). 

LOCAL  TAX  INITLVTIVES 

In  Older  to  maintain  health  services,  ^gcalgovern^ 
ments  in  many  rural  areas  have  inaea^  *  their  tax 
support  for  public  hospitals  and  c*l.er  facjdties  (see 
ch>  S),  (In  Montana,  for  example^  nearly  60  percent 
\jf  the  nonoperating  revenue  of  the  Spate's  :>mallnual 
hospitals  in  198S  came  from  tax  funds  of  local 
counties  and  hospital  districts^  C3).)  Rural  commu 
mttes  in  States  with  enabling  laws  can  cieate  tax 
support  throu^  the  establi:)hment  of  health  c^e 
districts.  In  addition^  some  nual  facilities  may  seek 
local  approval  of  ^pet:ialf  tempi»rary  tax  levies  to 
alleviate  immediate  financial  problems.  Two  exam 
pies  of  local  tax  initiatives  are  dcs».ribed  below. 


^ospjuU  distrtvls  are  ooc  Type  vi  ^in^iai  dislfKt  thai  cju^t  lu  jiuppuii  a  biagjii^  puuli^,  fun^uv^b  ui  fiufpo^kC  Spcvjdl  Juiitj^i^  iwkrpcndtvA 
P>v^tmcmaX  umis  that  hft^c  asn^n^  o\hci  things  ihc  auionvTmuu^  fvynci  \m  i^a.  The  idea  of  $pc^ial  di&incL^    nvi  £tc«r  b>  19S2  iheit  wcrt 
oaUoitwulc*  mauxly  serving  ]quU  fciquiivnteiii^  tof  scliooJs^  waicT*ftTc  prvyiCktiun*  hcaiihv^t,  mi  oibei  ^jvCa  \44tf  Mint  &pcv*^  ii^ir^i^  m<. 

iiuralaicasi43pciceDiiii  i977>*ofico(be>  ^ihc(>iily  mcii-^by  whtcb^mall  to[mntiruuciu*nol)iai***iw.  .,^11^  needed publK  ser*ite  \  J}^ 
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Rural  communitid^  do  not  always  agree  on  the  best 
t    ^n  for  ttieir  ajfing  hospitals.  In  GMdFngs.  Texasr 
a        feferendum  was  pa&eod*  despito  consKterabte 
locaJ  opposition,  that  created  a  tax  district  to  fund 
tha  county  ho&pftal. 

Washington — Abont  75  percent  of  Washington's 
niral  hospitals  are  part  of  public  hospital  districts 
(714y  Some  of  the  State's  rural  hospitals  have 
sought  local  tax  support  both  through  the  establish- 
ment of  hospital  districts  and  the  creation  of  special 
tax  levies. 

Whitman  Community  Hospital*  a  county-fiinded 
facility,  had  been  losing  money  for  several  years, 
andin  Z986  itrequested  the  county  to createa  special 
tax  district  to  support  the  facibty.  The  county's 
commissioners  turned  down  the  request,  because 
property  tax  rates  were  already  at  their  Imut  man- 
dated by  the  State*  and  a  new  hospital  di^tnct  m'ouM 
reduce  amounts  for  existing  special  distncts  (e.g.* 
fire  protectksfiTIibraries).  A  1987  State  law*  how- 
ever, allowed  locm  voters  to  increase  their  property 
tax  rates*  fueling  again  the  hospital  s  interest  to 
propose  the  new  tax  district.  In  1988*  to  ease 
concerns  from  existing  districts,  the  hospital  decided 
to  propose  a  new  district  tmder  which  it  would  agree 
only  to  seek  special,  temporary  tax  levies.  These 
levies  would  not  be  affected  by  State  limits  on 
current  property  taxes  or  require  existing  districts  to 
share  tax  monies.  In  September  1989,  following  a 
major  campaign,  voters  approved  the  formation  of 
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the  hospital  district  and  a  special  l-year  tax  levy. 
Levies  for  the  hospital,  to  be  collected  about  8 
nionths  following  the  election,  were  estimated  to  be 
$100,000  <i79), 

Oregon — In  1980,  the  rural  community  of  Con- 
don, Oregon,  having  been  without  a  ph>  sicrnn  for  2 
years*  sought  assistance  from  the  State  Office  of 
Rural  ^th  to  establish  a  health  service  district  for 
south  Gilliam  County.  The  State  granted  Condon 
$20,000  to  develop  primary  care  services  and  assist 
the  county  in  the  formation  of  the  health  service 
district.  After  a  brief  campaign,  voters  approved  the 
creation  of  the  district  and  a  property  tax  rate 
expected  to  yield  50  percent  of  the  budget  of  a  new 
primary  care  clinic  in  the  first  year.  Future  tax 
subsidies  were  lowered  as  the  clinic  began  showing 
a  profit  i44iy 

SUMMARY  OF  FINDINGS 

Federal,  State*  and  local  governments  have  under- 
taken some  extraordinary  efforts  to  enable  rural 
facilities  and  communities  to  preserve  or  enhance 
basic  services.  At  least  two  States  have  developed 
conceptual  frameworks  for  determining  an  appropri- 
ate or  minimal  set  of  services  and  providers  for  rural 
co^nmunities,  although  thus  far  these  efforts  have 
found  little  practical  application,  Seve^  1  rural  com- 
munities have  enacted  new  mechanism^  for  improv- 
ing local  tax  support  for  area  health  facilities  and 
services.  Some  States  are  offering  targeted  financial 
support  or  regulatory  relief  to  a  handful  of  rural 
facilities  for  improving  the  local  integration  of 
services. 

Increasing  numbers  of  States,  however,  are 
taking  a  broader  approach*  the  development  of 
alternative  licensure  and  delivery  models  for  rural 
facilities — No  collaborative  effort  between  govern- 
ment and  rural  facility  has  been  mure  dramatic  than 
activities  by  a  few  States  to  change  regulations  and 
design  rew  models  intended  to  alter  and  improve  the 
deliveiy  of  health  ser\'ices  in  rural  areasr  These 
efforts  reflect  differences  (and  similarities)  among 
States  in  the  need  for  structured  change  in  rural 
facilities, 

Montana  and  California  have  the  most  developed 
models  thus  far,  Montana's  new  MAP  licensure 
category  alters  regulations  to  allow  small,  underused 
acute-care  hospitals  to  become  providers  of  low- 
intensity,  short-stay  acute  care.  Federal  support  has 
helped  develop  ideas  for  demonstrating  MAFs, 
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Waivers  of  Federal  conditions  of  participation  for 
the  new  facilities  are  now  necessary  in  order  for 
MAFs  to  receive  Medicare  payments  and  begin 
effective  operations  as  part  of  a  demonstration 
project,  however,  the  Federal  Government  had  not 
yet  approved  the  State's  waiver  requests  a^  of  June 
1990*  California  is  designing  a  n^w  delivery  model 
that  would  allow  rural  hospitals,  through  propo&ed 
changes  in  State  licensuit  standards,  to  operate  and 
provide  services  under  conditions  more  appropriate 
to  local  needs  and  Capabilities.  These  conditions 
permit  underutilized  rural  hospitals  that  provide 
only  acore  group  of  basic  services  to  function  under 
more  lenient  State  regulations  and  \vith  lower  fixed 
costs.  At  present,  the  State  does  not  consider  waivers 


of  Federal  conditions  of  participaUon  to  be  neces- 
suiy  for  the  rural  hospitals  iniually  targeted  to 
participate  in  a  demonstration  project. 

National  legislation  passed  m  late  1989  created  a 
program  in  up  to  seven  States  to  develop  EACHs 
and  RPCHs.  Up  to  15  RPCHs  may  be  developed  in 
States  \vithout  EACHs.  Eligible  EACHs  and  RPCHs 
will  be  designated  by  participating  States  and  are 
intended  to  operate  as  part  of  a  rural  health  network, 
reducing  excess  capacity  of  acute-care  beds  and 
ensuring  regional  accessibility  of  services.  As  of 
June  1990,  regulations  had  yet  to  be  developed  and 
many  qui.stion6  remain  about  die  piogram's  benefits 
and  feasibility. 
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VIABILITY  or  FACILITIES 
AND  SERVICES 

Rural  health  care  facilities  face  ominous  changes 
in  their  operating  environment.  Major  declines  in 
the  number  of  inpatients  have  made  it  difficult  for 
many  rural  hospitals  to  function  under  stable 
circumstances.  Inpatient  volume  and  occupancy 
levels  often  are  insufficient  to  support  the  basic  fixed 
costs  of  treatment,  especially  for  the  smallest 
facilities.  But  the  strategies  that  such  facilities  might 
use  to  lower  these  fixed  expenses  are  limited.  Some 
basic  services  and  staff  must  be  maintained  to 
address  unexpected  variations  in  utilization  and 
meet  F^eral  and  State  regulations.  Small  isolated 
hospitals  serving  sparse  populations  lack  the  econo- 
mies of  scale  gained  from  providing  high-volume 
services,  and  they  are  often  unable  to  share  resources 
with  other  facilities  to  help  lower  their  fixed  costs. 

Growing  numbers  of  rural  residents  appear  to  bt 
leaving  their  communitiei  to  obtain  hospital  tan 
in  urban  areasy  either  to  receive  Apecialized  care 
unavailable  locally  or  because  they  choose  not  to 
nse  local  services.  The  migrating  patients  tend  to  be 
those  who  are  best  able  :o  pay  for  care,  leaving  local 
hospitals  more  dependent  on  the  lesser  paying 
patients  and  rulher  weakening  the  hospitals '  finan< 
cial  condition.  The  results  of  this  trend  for  rural 
hospitals  are  significant  increases  in  the  proportion 
of  care  that  is  uncompensated  and  a  heavy  depend- 
ence  on  inflexible  public  payers  (e.g,.  Medicaid  and 
Medicare)  that  have  not  kept  payments  at  pace  with 
rising  costs.  Such  levcnue  constraints  have  further 
pressured  these  facilities  to  reduce  inpatient  costs 
and  to  rely  more  heavily  on  local  ta\  subsidies  and 
fundraising.  However,  efforts  to  lower  custs  and 
improve  revenues  have  had  only  limited  success 
Positive  operating  margins  are  now  minimal  oi 
nonexistent  for  most  rural  hospitals. 

The  costs  to  rural  hospitals  of  uncompensated 
care  are  probably  much  greaf^r  for  uninsured  and 
Medicaid  patients  than  for  Medicare  patients*  En- 
hancements to  inpatient  Medicare  payments  may 
help  in  the  short-term  to  increase  coverage  of  acute 
care  costs  and  subsidize  some  nonacute  care  services 
in  smaller  hospitals*  Over  the  long  term,  however, 
increased  inpatient  Medicate  payments  will  do  little 
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to  counter  the  general  decline  in  demand  for  acute 
care,  stimulate  involvement  in  other  ventures  and 
services,  and  improve  total  hospital  operating  mar- 
gins. 

Community  health  centers  (CHCs^y  a  primary 
source  of  nonurgent  care  for  rural  poor  and 
uninsured  residents^  are  providing  ever  greater 
amounts  ofunder'^  and  uncompensated  service  and 
remain  heavily  dependent  on  government  grants 
and  payers  (e.g,y  Medicaid),  Small  and  isolated 
CHCs,  which  are  less  able  than  others  to  cut 
expenses  or  collect  additional  patient  revenues,  are 
especially  dependent  on  Federal  grants  for  their 
survival.  As  with  hospitals,  costs  are  rising  faster 
than  total  revenues  in  rural  CHCs, 

FACILITY  ADAPTATION  TO 
CHANGES 

Many  rural  health  facilities  haie  inadequately 
developed  neh  ^enice  miaionA  and  Atructure^  in 
response  to  these  health  system  changes,  in  part 
because  they  face  several  obstacles  tu  doing  so. 

Information  on  strategies  is  lacking.  Although 
numerous  short-  and  long-term  strategies  exist  that 
might  enable  rural  health  fficilities  to  adapt  to 
changes,  evidence  of  tlieir  existence  and  etTective- 
ness  is  limited  and  comes  largely  from  anecdotal 
Sf^uices,  Few  mechanisms  exist  through  which 
informption  on  prospects  and  efforts  might  be 
dissemiriated  to  rural  facilities  or  to  government 
policymakers  who  might  wish  to  support  such 
efforts  on  a  larger  scale. 

The  meam  for  accomplishing  change  can  be 
extraordinary  and  quite  risky.  Strategies  by  a  few 
States  to  develop  alternative  delivery  mudcis  foi 
rural  hospitals  typicall>  require  major  restructuring 
of  facility  services  and  operations.  Most  such 
models  address  the  faltering  condition  of  small, 
underutilized  hospitals  by  limiting  their  scope  of 
services  to  essential  levels  of  emergency,  subacute, 
and  primary  care.  Patients  needing  other  services 
would  be  stabilized  and  transferred  under  these 
models. 

Adopting  suvh  measiiies  is  risk)  foi  both  facilities 
and  their  communiiies.  There  are  few  preteJents, 
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and  there  aie  no  assmances  of  support  boiA  govern 
ment  or  other  sources.  R>r  example,  hospitals  in 
Montana  that  agreed  to  become  medical  assistance 
facilities  would:  1)  serve  remote  rxiral  communities 
with  limited  accesc  to  care,  2)  have  to  surrender  their 
acute-care  license,  and  3)  need  a  waiver  of  Federal 
iCgulations  in  order  to  receive  Medicare  and  Medi- 
caid payments. 

One  barrier  that  must  be  overcome  for  these 
alternative  facilities  to  become  viable  are  inflexible 
regulations  that  affect  scope  of  services,  staffing, 
facility  specifications,  and  other  factors*  Existing 
laws  and  reimbursement  policies  now  prevent  many 
facilities  bom  redesigning  their  structures  and 
services  to  fit  local  needs  and  capabihties.  The  new 
Federal  initiative  creating  essential  access  commu- 
^ty  hospitals  (EACHs)  and  rural  primary  care 
hospitals  (RPCHs)  i$  designed  to  provide  an  alterna 
dve  to  some  of  these  regulatory  linuts  on  hospitals. 
Some  States,  however,  may  find  EACHi'RPCHi 
less  appropiiate  than  State -designed  models  ti^at  aic 
more  attuned  to  local  needs. 

Other  barriers thatmay  influence  the  development 
cf  ai^emative  facilities  include: 

•  indefinite  support  from  Federal  and  State 
governments  for  plamiing  and  techmcal  assis- 
tance, improved  access  to  capital,  and  other 
fonns  of  financial  assistance; 

«  opposition  by  health  t^are  professionals  con 
cemed  about  quality  of  care  and  protecting 
traditional  roles  and  authority;  and 

•  questionable  acceptance  and  support  from  the 
community,  which  may  believe  that  inferior 
quality  care  will  be  provided. 

Effective  change  i^  stifled  by  faciUtj  financial 
problems  and  shortsighted  government  policies. 
For  example,  the  increase  in  outpatient  and  post- 
acute  care  services  in  most  rural  hospitals  has 
brought  these  facilities  a  new  source  of  cost-ba^ed 
revenue.  However,  these  new  revenue  sources  are 
endangered  by: 

•  increased  eJfforts  of  hospitals  to  have  these 
services  absorb  losses  accruing  bom  inpatient 
care; 

•  current  plans  by  Medicare  to  pay  for  ambula 
tory  surgerj  and  other  outpatient  services  on  a 
prospective  basis,  which  could  potentially  dis 
advantage  many  rural  hospitals;  and 
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•  regulatory  requirements  associated  i*th  pro- 
viding hospital  based  post  acute  and  long  lerm 
care  (e.g.,  the  requiiement  that  a  skilled  nurUng 
facility  have  its  own  nursing  station). 

Hospitals  operating  at  a  loss  develop  poor  credit 
ratings,  forcing  lenders  to  deny  these  hospitals 
capiul  to  invest  in  new  equipment  and  facilities  for 
diversified  services.  Some  providers  applying  for 
certification  as  rural  health  clinics  have  difficulty 
complying  with  certain  regulations  (e.g.,  midlevel 
staffing).  Others  experience  lengthy  waits  ^nor  to 
approval  of  participation,  Jelaying  their  receipt  of 
Medicare  and  Medicaid  payments. 

ParcchiaHstity  inertia,  or  lack  of  planning  re- 
sources may  present  some  facilities  from  effec- 
tively exploring  prospects  for  change.  Anecdotal 
reports  suggest  that  some  rural  ho^ital  e^^i^tives 
have  been  slow  to  accent  and  address  rapid  changes 
in  their  financial  condition,  markets  and  regulatory 
environment.  Trustees  and  management  often  are 
mindfiil  of  community  piide  in  past  accomplish- 
ments and  desires  to  maintain  the  status  quo  and  are 
oriented  more  to  service  delivery  than  business 
management.  In  certain  cases,  this  situation  may  be 
exacerbated  by  the  lack  of  dynamic  leadership  and 
access  to  specialized  management  and  legal  counsel. 

It  appears  that  rural  facilities  are  either  skeptical 
of  the  benefits  of  interinstitutional  affiliauons  or 
simply  lack  tlie  opportunity  to  participate.  Less  than 
15  percent  of  rural  hospitals  have  joined  coopera- 
tives, and  the  number  in  multihospital  "systems 
appears  to  be  declining. 

To  help  rural  facilities  overcome  their  problems 
and  implement  strategies  to  adapt  to  changes. 
Federal  and  Slate  government^)  canmtcrven^  in  two 
broad  areas: 

•  assessing  Federal  and  State  regulations  and 
removing  those  that  pr€\€ntusefulapproaches 
to  change,  and 

•  providing  incentives  to  States  and  local  com- 
munities to  help  restructure  facilities  and 
services. 

Changes  in  regulation,  however,  must  assure  patient 
safety  and  quality  of  care.  Assessing  the  impact  of 
new  facility  models  and  other  strategies  on  the 
quality  of  care  should  be  an  explicit  cumpo^^ent  of 
evaluation  efforts. 
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AVAILABILITY  OF  SERVICES 

Most  rural  hospitah  are  within  reasonable 
travel  time  or  distance  to  another  hospital  How- 
ever, rural  hospikis  located  in  more  rugged  terrain 
and  in  less  densely  populated  regions  of  the 
Western  United  States  are  farther  apart.  Not  much 
is  known  about  the  charactemtics  and  accei>S]bilit> 
of  hospitals  nearest  these  facilities.  Hospitals  in 
isolated  areas  are  often  the  onl)  providers  uf 
accessible  emergenc>  and  acute  care  for  \videl) 
dispersed  popuiations~>et  this  role  ma)  be  im 
peded  b>  a  lack  of  ph>sic]ans  and  patients.  Foi 
example,  frontier  hospitals  have  significandj  fev^ei 
staff  physi'^ians  and  acute-care  admissions  than  do 
other  similarly  sized  rural  facilities. 

Some  fmancially  troubled  rural  hospitals  can  no 
longer  survive  as  hospitals,  due  mainly  to  declining 
inpatient  volume  and  rising  costs  of  maintaining 
underused  acute-care  capacity.  The  excessive  sup- 
ply of  hospital  beds  in  many  rural  areas  has  been 
created  by  a  combination  of  tiie  prolific  hospital 
construction  of  the  Hill-Burton  era,  health  system 
changes  pi  educing  more  outpatient  care,  and  greater 
use  of  sophisticated  technology  that  cannot  be 
provided  economically  in  small  hospitals. 

Those  rural  hospitals  that  ha\e  closed  art 
relatively  near  other  hospitots,  small  in  size,  and 
few  in  proportion  to  the  number  of  open  hospitals. 
The  effects  of  huspital  closures  are  felt  most  keenl) 
where  the  hospitals  are  the  only  providers  of  acute 
care  ov^  large  areas  But  apparendy,  (evi  closed 
hospitals  thus  far  have  significantly  affected  access 
to  care  for  local  residents,  LitO :  is  known  about  the 
comparability  of  open  hospitals  nearest  these  closed 
facilities  in  temis  of  Si:ope  and  quality  of  servicest 
geographic  and  financial  accessibility,  or  opera- 
tional subility. 

There  are  no  well-defined  criteria  or  designa- 
tions for  rural  health  facilities  that,  I)  are  essential 
sources  of  emergency^  primary,  and  acute-care 
services  for  residents  geographically  isolated  or 
unoble  to  pay;  and  2)  may  need  special  protection 
to  maintain  the  provision  qf  essential  senices.  The 
Medicare  sole  communit)  hospital  (SCIi)  debigna 
tion  was  intended  to  serve  this  purpose,  but  as  a 
group,  SCHs  no  longer  represent  ciitical  souices  uf 


hospital  care  in  rural  area^.  In  f:^ct,  only  abo'it  30 
percent  of  Medicare-designated  SCHs  meet  curxiu 
eligibility  criteria.  Furthermore,  under  past  pa>7nent 
rules  man)  SCHs  ^ere  in  poor  fmancial  condition, 
and  the  value  of  SCHdeMgnatiuit!.^  been  question 
able  to  most  rural  hospitals  until  recenUy,  Changes 
in  SCH  reimbursement  (Public  Law  101-239)  ma> 
impruve  the  financial  solvenc)  uf  manj  SCHb,  but 
smaller  SCHs  (like  many  small  rural  hospitals  in 
general)  will  probably  remain  financially  vulneiable 
despite  higher  Medicare  payments.  Classification  of 
sole  "otnmunity  hospitah  in  geographically  iso- 
lated rural  areas  shotildmore  accurately  deugnate 
p,nd  protect  critically  needed  facilities.  Also,  be 
jond  Medicare's  prospective  payment  ^jstem,  nev^ 
sole  community  provider  criteria  might.  1)  give 
special  attention  to  hospitals  in  rural  areas  that  have 
a  large  proportion  of  low-income  or  uninsured 
residents,  and  2)  be  expanded  to  include  nonhospital 
prov  iders  (e.g.,  primary  care  centers,  long-term  care 
facilities). 

Travel  time  to  services  is  an  importart  potential 
criterion  for,  determining  when  a  provide  is  an 
essential  sole  source  of  local  care.  But  determining 
an  acceptable  standard  of  travel  time  or  distance  to 
health  care  for  residents  in  remote  areas  is  difficult 
and  controversial.  Travel  guidelines  being  debated 
for  application  to  hospital  care  in  rural  areas  are 
overly  simplified  (e,g,f  apply  to  all  rural  areas  and 
allleveh  of  treatment).^  Most  recent  studies  exam- 
ining tiavel  distances  have  not  considered  unportant 
access  issues  such  as  the  urgency  of  the  care 
requiredt  the  mobiliLj  of  the  patient*  and  the 
variability  among  facilities  in  the  scope  a^^d  quality 
of  :£rvices  and  policies  fur  care  to  indigent  patient:*. 

COORDINATION  AND 
INTEGRATION  OF  SERVICES 

Health  services  have  developed  in  response  to 
m)riad  factors  (including  vanous  government  puU^ 
i-ies,  programs,  and  reimbursement  mechanibms;. 
Consequently,  many  services  might  appear  &ag 
mented  and  uncoordinated,  paiticulaily  the  pour 
<ind  elder^)  individuals  commonl)  thought  to  have 
the  greatest  difficulty  in  gaining  access  to  health 
iervi*-e:>.  Hospitah  in  rural  communities  generally 
have  developed  and  operated  independently  of 
other  hospitah  and  area  health  services.  Their  lack 
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of  coordination  between  services  can  have  serious 
consequences.  For  example^  some  rural  county 
health  departmeuts  iii  Florida  proviJing  primary 
care  to  the  indig^t  have  until  recently  lacked  the 
funds  and  planning  assistance  to  airangc  necessary 
foUowup  ,are  with  area  hospitals  and  :^ecialists 
(322). 

In  other  situations,  one  may  find: 

♦  Ruralfacilities  delivering  diq}licati\e  or  under- 
utilized  services— FoT  example,  some  transpor 
tation  services  to  primary  care  clinics  are 
available  £rom  various  local  agencies;  how- 
ever, there  may  be  little  coordination  or  infor- 
mation on  how  to  obtain  these  services.  Conse- 
quently, some  residents  may  forego  importa:.. 
care  or  be  prematurely  instituHonalized  be- 
cause they  are  unaware  of  vital  services. 

♦  Ruralfacilities  endangering  continuity  of  care 
when  referring  patients  to  distant  providers — 
For  rural  hospitals  and  physicians  not  engaged 
in  cooperative  transfer  and  referral  arrange- 
ments with  distant  pro\'iders,  enspxing  afSpro- 
priate  and  coordinated  care  for  rej^ed  patients 
is  difficult.  Also,  because  of  the  lack  of  locally 
availal?le  care,  some  rural  elderly  persons  must 
be  referred  to  distant  communities  for  both 
hospitalization  and  post-acute  suppun  services. 
Thus,  some  residents  relocate  and  fragment  the 
relationship  with  their  local  primary  provider. 

♦  Rural  hospitals  having  difficulty  discharging 
patients  effectively — Nearly  all  rural  (andurban) 
hospitals  have  difficulty  finding  appropriate 
post-acute  care  for  discharged  padents  (613), 
This  is  a  prcblem  in  rural  communities  where 
no  skilled  nursing  facility  beds  or  full-service 
home  health  agencies  are  conveniently  availa- 
ble. 

The  lack  of  effectively  coordinated  and  inte- 
grated health  services  in  many  rural  communities 
underscores  the  need  for  creating  new  or  better 
delivery  networks  of  various  providers.  Current 
efforts  to  improve  rural  health  service  delivery  have 
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given  icant  attention  to  ihe  developmeni  uf  facility 
networks.  Examples  include: 

•  Ne}*  delivery  models  m  areas  ivirA  Imtied 
access — In  general.  State  efforts  to  create  rural 
alternative  delivery  models  have  only  involved 
individual  hospitals.  No  States  have  considered 
developing  networks  of  different  types  of 
factlides  that  improve  access  to  and  continuity 
within  a  more  con^ehensive  set  of  services. 
The  recent  Federal  initiative  that  allows  the 
creation  of  EACHs  and  RPCHs  addresses  the 
importance  of  rural  health  care  networks; 
however,  it  is  not  clear  to  whatexient  nonhospi- 
tal  factlides  and  provideis  will  be  encourag*:d 
to  have  a  role  in  the  networks  (e.g.*  only 
hospitals  are  now  eligible  to  become  RPCHs). 
Also,  few  State  models  address  problems  of 
rural  areas  with  large  proportions  of  low- 
income  or  uninsured  persons. 

♦  The  Federal  Rural  Health  Care  Transition 
Grants  Program  (see  ch.  3)  is  laudable  in  its 
intent  to  encourage  rural  hospitals  to  adapt  to 
changes  and  promote  cooperative  activity  among 
factlides.  However,  the  program  lacks  the 
resources  to  offer  hospitals  incentives  that  are 
appropriate  and  adequate  for  major  structural 
change  and  long-^term  solutions.  The  program 
would  also  be  more  effective  if  grant  fmds 
were  better  prioritized  and  targeted  (e.g.,  to 
factlides  and  networks  in  areas  with  critical 
access  problems). 

Many  rural  facilities  are  either  unaccustomed  to 
cooperative  delivery  networks  or  may  be  less 
inclined  to  participate  in  networks  because  of 
possible  government  restrictions  (e.g.,  antitrust, 
antikickback,  and  tax-exemption  rules).  An  appro^ 
priate  Federal  role  would  oe  to  provide  guidelines 
and  incentivehfor  States  and  localfacilities  to  plan 
and  demonstrate  networks.  Networks  developed  m 
areas  with  critical  access  problems  may  need  special 
treatment  to  ensure  their  existence. 
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Chapter  10 

The  Supply  of  Health  Personnel  in  Rural  Areas 


INTRODUCTION 

The  health  care  services  in  rural  areas^  depend  on 
the  presence  and  skills  of  the  professionals  who 
provide  them* 

The  rural  supply  of  health  professionals  is  de- 
pendent on  both  size  of  the  national  pool  of 
professionals  and  the  distribution  of  that  pool 
b^een  urban  and  rural  areas.  Reduction  in  the  size 
of  the  natbnal  pool  of  health  professionals  may  have 
a  greater  irnpact  on  rural  than  on  urban  areas. 
Conversely,  increases  in  the  national  pool  may  not 
be  reflected  uniformly  across  all  areas. 

This  chapter  de^cribe^  the  supply  of  physicians/ 
midlevel  practitioners,^  nurses,  and  selected  other 


health  professionals  nationwide  and  in  rural  areas.^ 
Although  there  sic  no  uniformly  accepted  standards 
of  adequacy  against  which  to  compare  these  supply 
figures,  this  chapter  presents  trends  over  time  and 
contrasts  avatlabtlity  across  urban  and  rural  areas  to 
lend  some  insight  into  relative  adequacy, 

PHYSICIANS^ 

National  Supply 

Over  the  last  two  decades,  physician  supply 
relative  to  the  U.S.  population  has  greatly  increased. 
From  1963  to  1988,  the  total  number  of  physicians 
(MDs  only)  in  the  United  States  more  than  doubled 
(table  10^1),  while  the  U.S.  population  increased  by 
only  31  percent  {39,671).^  The  total  physician-to- 


Table  10*l^upply  of  Physicians  (MDs)  in  the  United  States,  Selected  Years,  1963-88* 


1963 

1973 

1978 

1983 

1985 

1988 

cbanse, 
1963-88 

,  276, *75*^ 

366.379 

437.486 

519. 546 

552*716 

585.597 

111  8 

Fhy5lciitn5  per 
lOOfDOO  population^... 

U6 

i?4 

196 

218 

228 

237 

62  3 

Total  }).S,  population 
(Ln  thousands)  

.  189.2J^2 

210.908 

223,400 

238,189 

242.946 

247,508^ 

30  8 

*Data  for  1988  as  of  Jan,  1,  Data  prior  to  1988  as  of  Dec.  31. 

^tnclude^t  MDs  in  patient  care,  tesearcbr  administ.ritt  ion,  and  toachinsr  MDs  in  Federal  ft^ivice.  and  inactive 
MDs.  Includes  lr335  pbYsiciansr  addresses  unknownr  ^lio  ate  not  disttJibuted  accojcdm^  to  sources  of  oiedical 
education- 

^1987  population  ostimatas  Hare  used  to  calculate  1988  KD  latiQS.     Prior  to  ig€8r  population  astimates  us«d 
f^are  for  the  same  yoar  as  MD  data, 
^1967  population  estimate, 

SOURCES.  U.S.  Pepartsient  of  Realtb  and  Human  S«rvicasr  Baalth  Resources  and  Sarvicos  Administiation*  ^Izl^ 
RePOrt  to  the  President  &  Congress  on  Status  of  Health  Farsortpel  jri  the  lMlte4  Statei  D  H  H  *^ 
Pub.  Ho.  HRS-P-OD-88'1  (Rockviller  MD,  HRSA*  June  1988),  tabla  3-1*  American  Medical  Association, 
(inpublisb^d  datar  pro^rided  by  staff  at  tbe  U.S,  D^partmant  of  Ilealt'.i  and  Human  Services,  Health 
Resources  and  Services  Administtationr  Bureau  of  HeClth  ProfessionSr  Rockvillo,  KD,  1990. 


^Unless  otherwise  mdicaicd,  rural  arca$'  m  this  cbaptct  K^t$  \o  ovaractrupuiiuu)  ^^miuu^        urb^ui  fdcrs  tu  UACu^pviiUifi  oou:.^. 

^Allopathic  pbysidaos  (MDs)  and  osteopathic  physicians  <DQs), 

^Nursc  piactidoiKTSr  physicmn  assisUnu*  c^nifted  nurse- midwivc^  and  certified  regisrcred  nurse  diic^ihcu^U) 
*Tius  study  did  Dot  cjumiiiic  ihc  supply  of  podiatrists  or  chiropractofs  in  rural  aitas- 

^Somtof  iittdaiAprcseQtedmihtsfcpoTi  do  a\ji  include  osteopadii^  (DQ}  ph^Siuona  due  lu  liic  j^mevi  ir^icgiauou oi  Odu^yn  f  fDs^'<^  DG4 
icay  Icadto  aniindeicsttroacioaof  ph>si^jan-tt>-popuiaDcnrativ^rparUuj^ml)r  m^omcmraliUM  Aha^DubdjC4  Jdj^c  ^^lu^nivj^  ^^  itcr  pii):>h,niii 

^In  I988i  the  American  Medu^Assw^ianon  changed  its  annual  reporting  dale  f^r  p]i>viti^iddiaii>jai  Dec      \^  kn*    of  ihc  LCpuHtf^g  Toi 
this  reason,  tables  in  diis  report  shoivxiig  AMA  trend  data  ihrougii  1988  rcncti  chaises      j  pcn^^  ihat    unc  jwu  ihunci   ^  8- ,  1980-88  ftpiULui* 
O    !r  than  an  8*ycar  pcnod.  Where  198&  MD-to-populat^on  raljMS  tt'<^  iliown*  1?87  lather  ih^ri  1?68  pvpuUiun  c^iiAiju;^  'U:c  used 
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Box  lO'A— Provider  Profile:  Physicians 

Both  allopathic  (MD)  and  osteopathic  (DO) 
physicians  undergo  4  years  of  undergraduate  mcdi 
cal  training  (67i),  In  1989  there  were  126  colleges 
of  allopathic  medicine  and  1  ^  colleges  of  osteo- 
pathic medicine  in  the  United  Stales  {673X  Alio- 
patbic  schools  teach  traditionai  medicine,  while 
osteopathic  schools  take  a  more  holistic  approach 
and  emphasize  the  importance  of  the  musculoskel- 
etal system  in  the  overall  health  of  an  individual 
(148).  The  curricuJa  in  allopathic  and  osteopathic 
schools*  however*  have  become  more  smular  over 
the  years^  and  the  quality  of  osteopathic  physicians 
has  been  iQcreasingly  recognued  by  Federal  anl 
other  groups  (i^). 

After  graduating^allopathic  and  osteopathic  physi- 
cians can  begin  general  practice  or  enter  a  residency 
piogiam  in  their  chosen  specialty.  Residency  pro- 
grams last  from  3  to  7  years,  depending  on  the 
specialty  (673).  Graduates  of  osteopathic  schools 
can  enter  either  allopathic  or  osteopathic  residency 
programs,  although  the  va.^t  majority  spend  iheir 
first  postgraduate  year  in  an  osteopathic  internship 
as  required  by  the  American  Osteopathic  Associa- 
tion {673X 

On  completion  of  residency  training,  physicians 
can  take  a  certification  examination  in  their  medical 
specialty.  Compared  with  approximately  one- 
fourth  of  osteopathic  physicians,  most  allopathic 
physicians  today  are  board-certified  specialists 
{671\ 


population  ratio^  increased  by  62  percent  over  this 
period,  and  it  is  projected  to  continue  to  mcrease 
further  through  the  year  2020  (table  10-2)  {673}}  * 
This  growth  was  largely  due  to  Federal  and  State 
efforts  in  the  1960s  and  early  1970s  to  combat  a 
perceived  physician  shortage  (729), 

In  the  early  1980s,  Federal  efforts  leveled  off  after 
the  Graduate  Medical  Education  National  Advisory 
Conimittee  (GMENAC)  predicted  an  oversupply  of 


physicians  by  the  year  1990  (654),  Since  the 
GMENAC  report.  Supply  forecastmg  methodology 
^d  resuhs  have  been  extensively  debated  and 
revised.  Table  10-3  compares  three  alternative  i»ets 
of  projections  for  the  years  1990  and  2000,  Recently, 
the  Council  on  Graduae  Medical  Education  (COGME) 
reviewed  and  critiqued  various  projections  and 
concluded  that,  in  the  aggregate,  there  is  now  or  soon 
will  be  an  oversupply  of  physicians  in  the  United 
States,  but  that  the  extent  of  the  oversupply  is 
impossible  to  quantify  at  present  (672),  It  also 
concluded  that  the  su^ly  of  primary  care  physicians 
is  in  jeopardy,  and  that  expansions  in  training 
programs  will  be  needed  to  prevent  future  shortages 
(6721 

Despite  considerable  growth  in  aggregate  physi- 
cian supply,  there  were  still  1,944  designated 
primary  care  Health  Manpower  Shortage  Areas 
(HMSAs)  in  1988,  with  a  resident  population  of 
almost  34  million  (see  table  11-5)*  An  estimated 
4.104  primary  care  physicians  would  have  been 
required  to  remove  these  designations.  Twenty-nine 
percent  of  all  rural  residents  lived  in  primary  care 
HMSAs  in  1988,  compared  with  9,2  percent  of  urban 
residents  (see  table  11-5),*^ 

National  figures  obscure  considerable  State  and 
regiot^al  variations  in  physician  supply.  In  19S$, 
when  the  national  ratio  was  229  non-Federal**  MDs 
per  100,000  residents,  ratios  in  the  States  ranged 
&om  a  low  of  135  in  Mississippi  to  a  high  of  349  in 
Maryland  (table  10-4)  (39).  Not  all  of  these  physi- 
cians provided  patient  care;  the  number  of  MDs  in 
direct  patient  care  per  l00,000residentsrangediTom 
115  in  Idaho  to  ?70  in  Massachusetts  (tabic  10-4) 
{391 

Table  lC-5  shows  projections  of  the  number  of 
active  MDs  per  100,(X)0  residents  in  each  State, 
geographic  region,  and  divibjun  for  1990  and  2000, 
In  1986,  when  the  national  rauo  ^ai>  216  per 
100,(XX),  the  Edtx  South  Central  division  had  the 


'^MDs  only, 

^Projections  in  ublc  10-2  include  MDs  and  DCs, 

^AU  tables  b  this  chapter  tlul  present  Buieftu  of  HcallhPTiofessiioiks5upp]>  projettjx>Lj:ifencvithc  meiiiajiui  tM^Lt^^rit^  prujci^ti^,  wltivna^^umC 
that  ^nt  trends  in  enrollments  and  graduations  wiUvontmuc.ForaxuoredcUilcd  Jc6uipui»tiujBHPt  sJuicv^t^un^mctiiuUr^ii^,^  inc^^^u^Ji/tc/^rr 
to  the  Fresidem  and  Congress  <m  tht  Status  ^  Heohh  Fmonntt  in  tht  United  States  (671). 

>^Secch.  11  for  a  detailed  discussion  of  Fedetal  HMS  A  designations, 

^'**^^m'P^eralFhysic}aIls*'exc1udcsaUpbysklans£aIaricddlI^(l>^  t  fPb>^ikL4fiiMnihctiuhidi>  ur  ini^PubiiuHcdtth 

Sttvicc)  II  iiKtudt^  National  Health  Service  Corps  physubm  who  arc  not  salaned     the  feder^  Gu^cniiiLcni  Al^uuj^  itw  supply  ut  fcdtnd 
pbyskians  is  important,  it  makes  seme  lo  (Siclude  them  from  the  o^ratt  vount  when  I^m^Juji^    dv^atlabiLjiy  \t{  physikMfi.s  to  lIic  i.iv«Jjdn  population, 
Atttuyugb  at  on«  time  most  Nattonal  Health  Service  Corps  phystvians  wt^re  Federal  emptoyeca^p  most  today  are  tm 
O 
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Tabf9 10-2--Suppry  of  Professionally  Active  Physrclans  (MOs  and  OOs)  in  the  United  Slates- 
Estimated  1986  and  Projected  1990>  2000>  and  2020 


Proiectad 

1930 

2000 

Zu  Zu 

Number  of  Acti 

All  active* 

544.830  (lOOl) 

eoKoeo  (looi) 

721*600  (lao:) 

84B.620  (1001) 

5££»0£0  (35.81) 

573*310  (95,41) 

682,120  (94,51) 

789,560  (93,01) 

22*810  (4,21) 

27*750  (4,61) 

39,480  (5,51) 

59*060  (7,01) 

tfomber  cor  100 

000  residents 

All  active^ 

224.9 

240,0 

269,0 

268,3 

215,5 

228,9 

259,3 

268,2 

DOS** 

9,4 

11,1 

14,7 

20, 1 

^Professionally  active  MDs  Include  MDs  in  patlOnt  care*  research,  administration.  «nd  teachin^^  HDs 
professionally  active  in  1^86  include  approximately  90  percent  of  the  physicians  who  ar«  n^'t  classified 
according       activity  status  by  the  American  Medical  Association  and  ^ose  addresses  are  unknown, 

^E)octorS  of  Osteopathy, 


SOURCE'  U.S,  Dep^tment  of  Health  And  Human  Services*  Health  Resources  and  Services  Administration*  Bureau  of 
Bealth  Professions  Sevonth  Report  to  the  President  at\^  Congrass  nn  The  Status  o£  Health  PeraoQneX 
in  the  United  States,  DHH3  Pub    Ho.  HRS-P-OD-90- I  tRockville*  MD,  HRSA*  June  1990)*  table  VI-A-12, 


Table  10<S— Estimates  of  Piiysicfan  Supply,  Requirements*  and  Surplus,  1990  and  2000* 


I92fl  2000 


Data  source 

Supply 

Requirements 

Surplus 

Supply 

Requirements 

Surplus 

BHPr**  

597,040 

570,500 

26*540 

706,600 

637,000 

71,600 

Original  GMENAC^  

535,750 

466.000 

69,750 

642,950 

496.250 

14^*700 

Revised  GMEKAC*^  

535.  750 

473*000 

62*750 

642,950 

505,750 

137*200 

AMA^  

592,000 

NA 

693*000 

HA 

HA 

^tytZt  HA  >  not  Available, 
^Includes  osteopathic  physicians, 

**The  Bureau  of  Health  Professions  tBHPiJ  modal  assur,  es  that  residontc  "  I  00  full-time  <?quivalent  (PTE) 
^Tho  Graduate  Medical  Education  Hational  Advisory  Cxiriitte^  (GMEHAC)  inodei  assumes  that  resi<ients  '    35  tlZ 
**This  OKxiel  also  assumed  that  residents  *  ,35  FTE, 

^tho  American  Medical  Association  (AKA)  model  assumes  that  residents  =  I  00  FTE. 

U  S    Department  of  Health  &.  Hum^n  Services.  Health  Resources  and  Services  Administration.  Bureau  o£ 
H^^alth  Professions,   Division  of  Hedlcine,  Council  on  Graduate  Medical  Education    First  Report  of 
the__Counc i I .  vol    II  (Rockville*  MD    July  1,  1986)*  Weiner*  J  P.,  "Forecasting  Physician  Supply 
Recent  Developments.'*  Health  Affairs  vol,  8,  Ho.  4,  pp,   173-179*  winter  1969*  Exhibit  I    Based  on 
data  from    WD,  Harder*  P.U,  Kletke*  A,B.  Silberser,  et  al  ,  PhysiciaT^  Supply  and  Utilization  bv 
Specialty    Trends  and  Pro.iections  tChicago,  H    American  Medical  Association,   1988)*  H  A  Bowman, 
J.H,  Kotzoff*  Garrison,  LP.*   et  a^       "Estimates  of  Physlciati  Requirements  for  1990  for  the 
Specialties  of  Heurology,  Anosthosiolosy*  Huclear  Medici*>e*  Pathology*  Physical  Hedicme  and 
Rehabilitation,  and  Radiology,"  Journal  nf  the  American  Medical  Association  vol    250.  Ho     19,  pp 
2623-2627*   Hovemter  1963,   U  S,   Department  of  Health  S.  Human  Services*  Health  Resources 
Admltiistrat  ioH ,  Office  of  Graduate  Medical  Education,  Report  of  the  Graduate  Medical  Education 
national  Advisor3g_C"iTinittee  tGHErJAC)  to  the  Secretar^g-of  the  Department  of  HeailJ  an.j  Etamar 
Ser^caa^  vol    X;  Summary  RePOft^   DHHS  Pub,   Ho.   <HRA)  81-651  (Washington*  DC,  U,S,  Government 
Printing  Office*  April  1981)*  U  S.  Department  of  Health  S.  Human  Services*  Health  Hesources  and 
Services  Administration,  Bureau  of  Health  Profoesions*  Sixth  RaPort  uo  the  President  &  Con&ress  on 
the  Status  of  Health  Personnel  in  the  United  States.  DHHS  Pub.  Mo    HRS - p-OD- d6 *  1  [RocKv^ille*  MD 
HRSA,  June  1966), 
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Tabid  1C-4-^upply  of  Non-Fdddral^  MDs  by  State,  1980, 1985,  and  1988^~Contfnu9d 


1930 

1985 

1983 

Total 

Rate  p9r 

Total 

Rate  per 

Total 

Rate  per 

Percent 

Hon- Federal  patient 

non- 

100,000 

100, OOG 

ncn- 

100,000 

change 

car<^  tIDtt  per 

Stato 

Fedoral 

civilian 

Federal  civilian 

Federal 

civilian 

In  rate, 

100,000  cit'ilian 

reftidODt£^ 

HD5 

residenttt^ 

MDs 

res Idents^ 

1930-1988 

residents,  1933 

Wo9t  VIrsinia,, 

  2,745 

141 

3,319 

171 

3,396 

179 

27,0 

152 

  7,859 

166 

3,969 

18a 

9,491 

197 

18,7 

167 

  567 

120 

707 

140 

719 

147 

22,5 

126 

Total   

  *39,301 

195 

522,315 

220 

554,155 

229 

17,4 

189 

*"Fod&ral"  and 

"nOD-Fed^ral"  status 

are  tt6l f-reported. 

Physicians  are 

asked  to  li^t  their  status 

as  "Federal" 

if  they  are  military 

Public  Health  Service,  Veterans  Administration,  or  other, 
data  for  1938  as  of  Jai),  1,  Prior  MD  data  as  of  Dec,  31, 
^1987  population  e^tlniates  wero  usM  to  calculate  1988  MD  ratios. 
d«t6, 

ludes  physicians  and  residents  in  the  U.S.  possessions, 

SOURCE:    American  Medical  Association,  unpublished  data^  provided  by  staff  at  the  J.D,  DepArtment  of 
Resources  and  Services  Admin i strati on .  Bureau  of  Health  Professions,  Rockville,  MD,  1990 


Prior  to  1988^  population  estiinates  used  were  for  the  smue  yenr  as  MD 


^  and  Human  Sr^rvice^,  Health 


1^ 

r 


i 

7^ 
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Table  iO-5— Number  of  Protessionally  Active  MDs  Per  100J)00  Residents  b>  Region  and  State. 
Estimated  1988  and  Projected  1 990  and  2000 


MP*         100*000  residents^  Porcent  chanJt& 

19B6  1990  2000  1986-1990  19SG-2000 


miltod  Statw^  

216.4 

223.4 

247.8 

6.2 

17.6 

270 . 2 

303 . 0 

372.  7 

11.8 

37.7 

Haw  Eti£]L^tic1.  . 

2fl3 . 3 

314.2 

387 . 2 

10.6 

36.4 

^Ol  1 

327.0 

402. 1 

1  h  0 

36.7 

165.6 

176. 5 

207.  7 

6.0 

25.4 

330.7 

376.4 

496.2 

14.2 

49  9 

Kotf  Hftinp&hlre  

175.6 

174.5 

172.3 

-0.5 

-1.6 

236.1 

259.7 

3ir.o 

9.7 

33.9 

25*. 5 

269.2 

305.4 

5.5 

19,6 

Hiddl*  Atladti  c , , . , . ,  ,  . . 

265.7 

2^19 . 0 

367, 1 

12.4 

36  0 

How  Jorsey    +  ,  +        ^ , 

223.4 

4^4 . 4 

262.5 

9.4 

25.4 

H«M  York  * .  * .  *  ...... 

303-1 

354.9 

444  P  6 

14.  9 

44 . 1 

319  4 

11  3 

39  2 

194 . 5 

207.  3 

243 . 2 

0  .  i 

24.7 

East  Korth  C^ntrol^ , .  . . ,  . 

195.6 

244 . 4 

6.1 

24.5 

Illinois 

245.  5 

295.  5 

ft  d 

31. 0 

ItidlatiQ .  p  +  p  p .  + .  + .  . 

152. 1 

159.  2 

184 . 2 

4  6 

21.0 

MX  r,\<.i  It  An 

108 . 4 

195  7 

224  4 

3 . 7 

10  1 

Ohio,  

195  6 

210  4 

Z-f  J  .  0 

7  2 

2s.  7 

186 . 8 

195  8 

3  7 

14  6 

Vfest  North  Central  

191  4 

205  4 

240.4 

7  3 

25.6 

lOH^..  .                           .  . 

156.  4 

160.6 

186.0 

2  6 

18.5 

186  3 

202.4 

234 . 6 

7  4 

24.4 

232  5 

251, 1 

296.6 

7  7 

26  * 

193.7 

ZIl  .  Z 

249 . 3 

6.8 

28.4 

179. 0 

189.2 

210.  2 

5.6 

17.3 

North  DftkotA      .  . 

162.7 

172  3 

193,  7 

5.5 

19  1 

S^th  Dakota .  + .  +  

136.3 

149.2 

!71  5 

7.2 

23.9 

162.7 

184 . 9 

194 .  5 

4 . 0 

9  6 

souu)  Atlantic  w............ 

£w .  U 

£vo .  o 

H  .  4 

9  U 

161.4 

201. 0 

232.  7 

10  5 

28. 1 

District  oC  Columbia- ■ ■ 

731.3 

998.6 

567.8 

36.  5 

117  1 

Florida  

181.0 

173.4 

153  0 

-3.8 

"15.4 

Georgi^t. , . .  ^ . .  

163  7 

177  3 

191.  6 

7  9 

17.  i 

Maryland.  ,   . 

358  7 

396  0 

465  0 

]0  3 

29.6 

Horth  Carolina  

174.4 

167  6 

208  9 

7  5 

19  5 

South  Carolina  

146.2 

150.9 

154  3 

1  3 

4.0 

VirSlnla  

210  2 

227  8 

257.7 

8  1 

22  4 

West  Virginia  

169.3 

173.5 

201  1 

2  4 

18  3 

baSb                     ^^nbrfl-l-r  .  .  I  I      .  t  . 

161 . 2 

10/  .  ^ 

IqD  o 

I 

AjLAoaina* .  

14  7  J 

1*>4 . 0 

l/V.f 

L  7 

15.6 

nvntuCj^jr ,  ,  .  .  .A 

186 . 5 

1 70 . 8 

192 . 5 

^  4 

13  o 

nl&SlsSippl ... 

132.3 

134  U 

15  a 

Tonnossoo  

184 .6 

191 . 4 

212 .  4 

Z  3 

14.6 

Vl«r3t  South  C«)[^tral 

165  3 

173  1 

178.6 

4  2 

7  9 

Arkansas  

146  8 

149.3 

158.6 

1  4 

7  5 

Louisiana  

176  7 

183.4 

196  1 

3  4 

10  6 

Oklahoma  

149  0 

158,1 

378  3 

6  0 

19  5 

Texas,  

168  2 

176.9 

177  1 

4  8 

4  8 

228.1 

235  6 

245.3 

3  1 

7  5 

Mountain. ....   

166.2 

160  2 

171.2 

-4,2 

"8  9 

Arizona. .  . . ■            .  . 

167.3 

173.7 

149  7 

'6  8 

-19  7 

Colorado  

230.7 

227.7 

224  5 

-1  2 

-2.S 

Idaho  

134  1 

127.0 

132.5 

'5  1 

-0  6 

Montana. , ,  . 

161  3 

163  0 

182 

5.. 6 

13  0 

Nevada. ...... ^ .  ..... 

158.5 

141.1 

119  9 

"10  6 

"23  9 

New  Mexico  

166.5 

208  4 

2^3,0 

11  3 

30  0 

Utah  

185.6 

170. 1 

156.6 

-6  0 

-15  5 

WyoinlnS  

141  2 

115  6 

104.9 

-17  6 

-25.4 

Er|c  2^5 
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Table  10-5— Number  of  Professionally  Active  MDs  Per  100,000  Residents  by  Region  and  State. 
Estimated  1986  and  Projected  1990  and  2000— <^ontinued 


1986  1990  2000  1986-1990  1986-2OO0 


Pacillc   242.7  258.  A  280  .  5  6.2  15.2 

Alaska   ieo.5  203.0  244.6  26.2  12.3 

Callfomlft   250.9  273.8  300.5  8.8  19.5 

Hawaii   239.9  250.8  270.0  A. 2  12  5 

OMgon   222.3  204.1  209.3  ^8.0  -5  7 

MashltlSton   215.7  217.1  231.0  0.5  7.0 

U.S.  poss«6lans   135.2  215. e  275.3  16.7  48.5 


^Includes  MDs  iti  p^itiont  cato,  research,  administration^  and  taachingr  and  MDs  irj  Fed«cal  service  19B6 
figures  Include  approxitnately  90  percent  of  those  MB^  nob  classified  according  to  activity  status  th^ 
Amarie«n  Medical  Association. 

^Includes  MDs  in  the  U.S.  possessions. 

SOURCE.  U.S.  Department  Of  Health  and  Human  Servicesr  Health  Re  sources  snd  Services  Administration^  Bureau  of 
Health  professions  Seventh  Report  to  the  President  ar*d  Connress  on  the  5t:atuB  ^f  Health  Personnel 
in  the  mted  gtat&s.  DHHS  Pub.  Ko.  HRS'P-OD'90-l^  (Rockville  MD.  HRSA,  Juno  1990)^  table  Vl-A-16. 


Table  10*6— Enrotlmants  and  Grsduates  of  Altopsthtc  (MD)  and  Ostoopat  hic  (DO^  Medicat  Schoots. 

1981*82, 1986-07,  and  Projected  1991*92 

Percent  change  


1981-82  1985-87 
to  to 


1981-S2  1966-87  1991-92  1986-57  1991-92 

First -y^ar  flnrollmants   17^871  17^136  16^677  -^0  -2.8 

Graduates   15.985  15*836  16,169  0  9  2  1 

DO 

Fir  St -y  oar  enrol  1/nents   1.582  l,72A  1,692  9  0  -1.9 

Graduates   1.017  1,587  1,512  €  0  -4  7 

Total 

First-year  enrollments. . .  19.453  18,880  18,369  -2.9  -2  7 

Graduates   17,0D2  17,481  17,681  2.8  1.1 


KOXC.  For  allopathic  and  osteopathic  schools*  firSty^ar  enrollments  ace  actual  f^r  1961-62  and  1986-8/  and 
are  projected  for  1991-92,  graduAtos  aro  actual  for  1981-82  and  1986-87  and  axe  projected  for  1991-92. 
MO  first-yoair  enroLloients  inclkide  students  transferring  from  Z  yeac  schools,  other  degree  programs, 
and  foreign  medical  school*.  DO  first-year  enrollment*  atld  gri,duate*  for  1986-87  ara  preliminary 
estlPmtes. 

SOURCE     U  S.  Departner.t  of  Health  &  Hutaan  Ser^ricesj  Health  Flesources  and  Services  Administration,  figreau 

Health  Professioi^s  Sevanth  Report:  to  the  Preslde^it  &  ronftrB^tj^  on  the  StatoS  of  Health  Poria&nneL  in 
the  United  Stotos.  DHHS  Pub.  Ko.  HRS-P-00-90-1  (Rockville.  MD.  HKSA,  Juno  1990).  table  VPA-ll. 


lowest  ratio  (161)  and  New  England  had  the  highest 
(283)  (673)}'^  Although  most  States  may  expect  an 
increase  in  coming  years,  substantial  decreases  are 
projected  for  some  (e.g.,  Colorado,  Nevada,  and 
Wyoming)  (673). 

Doctors  of  osteopadiy  (D0&)  represent  a  small  but 
iucreasing  proportion  of  total  active  physicians  in 


the  United  States  stable  10  2)  (673).  Then  growth  in 
importance  is  expected  to  continue  into  die  next 
i^entury,  even  thi>agh  enrollments  in  bodi  ohico- 
pathic  and  allopathic  schools  are  projected  to 
decrease  (table  10-6)  (67?).  The  number  of  osteo- 
pathic medical  schools  increased  from  5  in  1968 
to  15  in  1989  (148^^  as  of  September  1,  1989v 


12$^^  flpp.  P  Ibr  a  Itst  or  Slater  inctuaed  m  eacb  oeoaus  region  and  division. 

bvaamcicasemilieDuniibctrfostco|»tIuu resides  W^^l  (jiad^dits stcLiij^j iCinJuitj 

ir&  hqw  tnteiiiiig  nltopaltaic  icsUteocy  naining  piograms  (7^^. 
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th^  were  27,627  active  DOs  in  the  United  States 
(7//). 

Distribution  by  Specialty: 
Primary    Nonprimary  Care 

Growth  in  physician  supply  has  been  accompa- 
nted  by  a  tieiKi  towards  more  specialized  practice. 
The  period  1970  to  !988  saw  a  68  percent  increu^e 
in  llie  total  number  of  professionally  active  MDs,  but 
the  number  of  MDs  in  generaJ/fami]^  practice 
increased  by  uiJy  20  percent  during  this  time  (table 
10-7)  {39j671).  Specialties  experiencing  the  greaest 
increases  in  absolute  /umber  during  this  period 
included  radiology plastic  surgery,  gastroenterol- 
ogy, neurology,  pulmonary  and  cardiovascular  spe- 
cijJties,  and  **-^sthesiology  {39*671), 

This  trend  towards  specialization  has  vvidened  the 
gap  between  supplies  uf  primary  and  nonprimary 
care  physicians>^  Between  1981  and  1988,  MD-to- 
population  ratios  increased  more  quickly  for  nonpri- 
mary care  specialists  than  for  primary  care  physi- 
cians (table  10-8)  {39^672),  Furthermore,  ratios  for 
family/general  practitioners  showed  the  smallest 
increase  (8  percent)  of  the  three  primary  care 
specialties  for  which  information  is  available  (table 
10-8).  Tile  slower  rates  of  increase  for  primary  care 
MDs  in  general^  and  for  £ami]^  and  general  practition- 
ers in  particular,  aie  projected  to  continue  thiough 
the  year  2020  (table  10-9)  {673).  The  AMA  predicts 
that,  unlilce  the  supply  of  other  physicians,  the 
supply  of  genera]  and  fanuly  practitioners  and 
general  surgeons  will  not  keep  pace  with  growth  in 
the  demand  for  their  services  Uable  iO-lOj  {3t)9), 

A  recent  study  examined  data  from  the  1983  and 
1987  Association  of  American  Medical  Colleges 
Graduation  Questionnaire  to  determine  trends  in 
evolution  of  specialty  choice  among  allopathic 
medical  school  seniors.  Ehiring  this  period,  the 
number  of  seniors  indicating  a  choice  for  any 
primary  care  specialty  decreased,  with  the  most 
dramatic  decrease  occurring  in  general  internal 


medicine  (65).  Specialties  showing  the  greatest 
increases  among  male  seniors  included  the  pediatric 
and  internal  medicine  subspecialties,  rehabilitation 
medicine,  and  public  health  {65), 

Primary  care  physicians  are  almost  twice  as  likely 
as  nonprimary  care  physicians  to  practice  in  rural 
areas.  In  1988^  1S.9  percent  of  all  professionally 
active  primary  care  physicians  (MDs  and  DOs)  were 
"in  niral  areas,  compared  with  8.0  percent  of  a^^tive 
nonprimary  caie  physicians  (MDs  onJyj  (6Sdj.'*^  The 
trend  towards  nonprimary  care  i^/ill  thus  have  a 
disproportionately  negative  effect  on  rurai  areas. 

The  proportion  of  primary  care  MDs  who  are 
office-based  has  declined  as  more  of  these  physi- 
cians enter  research,  administradon,  teaching,  and 
hospital-based  positions  {68),  Rural  areas  have 
suffered  more  than  urban  areas  from  this  trend.  Irom 
1963  to  1986,  theratio^f  office-based  primary  care 
MDs  to  area  residents  increased  by  2  percent  in 
urban  areas  but  decreased  by  8  percent  in  rural  areas 
{68), 

Trends  in  the  Suppl>  of  General  and 
Family  Practitioners 

rhe  "classic*'  primary  care  physician  is  the 
family  practitioner  (FP)  This  specialty  was  first 
recognized  in  1969  with  the  pstablishinent  of  the 
American  Board  of  Family  Practice  (//).  The 
predecessors  of  board-certified  FPs  were  general 
practitioners  (GPs),  who  received  no  specialty 
training  and  OT^^^y  ^^nt  into  practice  after  1  year 
of  graduate  internship.  CPs  still  make  a  significant 
contribution  to  the  primary  care  work  force,  but  their 
numbers  have  been  decreasing.  In  1963  there  were 
over  73,000GPs  in  the  Umted  States.  By  1986,  there 
were  only  slightly  more  than  25,iX)0  GPs,  and  most 
(60percent)wereovertheageof55  (lL68),\n  1940. 
^proximately  75  percent  of  pl^sicians  in  patiem 
care  were  GPs  {37),  By  1970,  general  and  family 
practitioners  (combined;  represented  only  19  per- 


i^Includes  diagxtostic  radiology^  tbciapeuiic  radiology,  tadiailon  Oncology,  and  auclear  medicine. 

'^Tlittt  is  some  dflS)ate  over  wMcb  specialties  should  be  includwl^  "pnmafj  t^c  spct^ialtits,  ^Tiilc  ail  aucriuiis  and  pediaincians  w we  or*cc 
com id«ted  primary  catr  special^^  ittntasuis  sutepecializadon  in  both  fields  bas  led  rc&earvbei^  and  ptrltvymakcr^  to  exclude  subspcciaiists  1mm  \ht 
defiiiitiOD<rf**primary  care  Somt  ddioitioiis  ofprimaiii  care  physician*  itttiudc  <*t>stctrh^'gytKxulog>  and  general  £ui£a>,  smcc  these  spcctaiists 
ofkeo  provide  substnndal  amounts  of  primaiy  care,  especially  ivbea  there  is  alacLof  othei  frnmar>  cjitc  pruviders^  rbe  Bureau  of  liealib  ProJessions 
and  the  Bureau  of  Health  Delivery  and  Assistance  ciureitll>  mclude  ramil>/gf  neral  praUjte.  general  imcniaJ  mcdiLioe,  gcnerdi  pediatrics,  aod 
obstetrics/gynocologyintbeirdcnnltionorpnmary  care  physicians iiy^  Hicdeluutioaoj  pnuwycare 
specialties  used  in  chis  itpon  varies  dependnifg  on  the  so^^^^ 

i^Primary  care  heic  includes  MDs  in  gcneral/Tamjly  practice,  general  tntemal  mediciDC.  general  podiatntS.  and  ^kicini^gynecoJOgy^  and  all  DOt 

fttientcare. 

EMC 


Tabfe  10*7— Suppfy  of  Active  MDs  fn  the  United  States  by  Specialty,  1970, 1 980,  and  1 988*  ^ 


Active  MPs 


1970 


1980 


1933 


100,000 


Kate  par 
100,000 


Kate  per 
100,000 


Percent  change  in 
it)  number, 


Htunbdr 

resident 

Huihber 

res i den t^^ 

13  umber 

re$  idents*^ 

1970-19 

314, 196 

150. 0 

440,357 

190 

4 

536, 185 

216 

6 

70  7 

310,  64  5 

149.4 

414,916 

179 

4 

521,328 

210 

6 

67.  7 

Genoral  and  family  practice... 

57.943 

27.  8 

60,049 

u 

69. 339 

ft 

V 

19  7 

77,214 

37.1 

125, 75& 

5<. 

4 

170,^02 

68 

9 

120.3 

1,719 

0.8 

1,516 

0 

7 

1,471 

0 

6 

-14.4 

Cardiovascular  disease,,.. 

6,476 

3  1 

9,823 

4 

2 

15.132 

6 

i 

133.7 

Oorjoatology  

4,003 

i.g 

5,660 

2 

4 

7,041 

2 

8 

75.9 

Gas tro ante rolosy '  ** 

2,010 

X  0 

1 

7 

5.368 

2 

8 

241.7 

Internal  m^iclne  

41,672 

20.1 

71,531 

y 

94,674 

38 

3 

126.1 

Pediatrics  allorSy  

391 

0.2 

461 

V 

2 

378 

0 

2 

-3.3 

Fddlabric  cardlolosy  

487 

0.2 

659 

0 

3 

931 

0 

4 

91.2 

f edLatrica  

17,941 

3.6 

28,3^2 

J 

38.231 

15 

4 

113. 1 

Puljoonaty  diseases  

2,315 

1.1 

3,715 

1 

6 

5,776 

2 

3 

149.5 

Suri^cal  spocialties  

66,042 

41  3 

110,778 

47 

9 

132.409 

53 

5 

53.9 

Genoral  surgety, . 

29,761 

14.3 

34,034 

14 

7 

37,792 

15 

3 

27.0 

Neurological  Surgery....  . 

2,  578 

1  2 

3,341 

1 

4 

4,217 

1 

7 

63,6 

Obstetric*  and  gynecology. 

10,876 

9  1 

26. 30^ 

11 

4 

32,278 

13 

0 

71.0 

OphthaloMlogy  

9.927 

4.8 

12,974 

5 

6 

15.581 

6 

57  0 

Orthopedic  surgery ........ 

9,620 

4  6 

13,996 

6 

1 

18,234 

7 

4 

89  5 

Otoiatynology  

5,409 

2  6 

6,553 

2 

3 

7. 182 

3 

2 

44.4 

Piratic  surgery .....  .... 

1,600 

0.8 

2,980 

1 

3 

4,356 

1 

8 

172  3 

Colot)  and  rectal  surgery.. 

667 

0.3 

719 

0 

3 

860 

0 

3 

28.9 

Thoracic  *urgei7  

1,009 

0,9 

2,133 

0 

9 

3. 124 

0 

9 

17  4 

Urology  

5,  795 

Z  8 

7.  743 

3 

3 

9,155 

3 

7 

58.0 

OttiQr  ftpoci«lti«a  

89,641 

43  1 

118,334 

51 

2 

149.078 

60 

2 

6G  3 

Aerospaca  medicine. .... 

1,  laa 

0  6 

507 

0 

3 

685 

0 

3 

-42  3 

10.860 

5  Z 

15,958 

6 

9 

24.258 

9 

8 

123.4 

Child  paychiAtry  

2^090 

I  0 

3,271 

I 

4 

4.107 

1 

7 

96  5 

Heucology  

3,074 

1.5 

5.685 

Z 

5 

C.663 

3 

5 

181.6 

Occi-patlonal  medicine 

2.713 

1  3 

2,358 

1 

0 

2.701 

1 

1 

-0  4 

fathology^  

10.433 

5  0 

13,642 

5 

9 

16.594 

e 

7 

56  3 

(contlnuecf  on  noxi  psge) 
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Table  10-7^upp1y  of  Active  MOs  In  the  United  States  by  Specialty,  1970, 1980,  and  198B'  ^—Continued 


Active  M5a 


 i£70    1980    taatt  

Rate  per                               Rate  per  Kate  per  Percent  ch^nse  in 

LDO.OOO                                  LOO.OOD  100,000  in  nuntber, 

Huniber      to»id«nts^              Humber       reftidenti^  Kumber      rosiHenti^  1970-1983 


Ehyftical  oiediciae  And 

rehabJtlitation   t,*79  0,7  2,  H6  0,9  3,729  t  5  152.1 

Psychiatry   2t,U6  10.2  27,481  11.9  33.679  13.6  59,3 

Pt^blic  health^   3*833  1.8  3,126  1.4  3*050  1  2  -20,4 

Radiology^   3^360  6*4  20*282  8.8  26*&33  10.6  698.6 

Other  And  unapeoJl£i«<J^   19*415  9.3  23*798  10,3  24*779  10.0  27.6 


^Includes  F«d«ral  HD»  ftod  KDs  in  U,S*  poftse^slons.    Data  for  1988  are  as  of  Jan.  1,    Data  for  1270        1980  are  aa  of  Dec.  31. 

^In  its  pubMcation  o£  1981  dat&i  the  AmorJlCbn  M«dicaL  Association  (AMA)  besan  dlfferentiatiYig  additiOYial  ^ubspecialists  ixi.  internal 
medicine*  pediatrics  and  fturgery.  Separate  estimates  were  ntade  available  for  internal  modicine  subspecialties  of  allergy  and 
inxminology^  diabetes,  endocrinolusy  *  g^eriatrics*  homfttolofty*  iniminolosy^  infectious  diseases*  nephrology,  nutrition*  oncolofiy  and 
rheuoatology.  Separate  estimates  in  pediatrics  were  provided  for  the  aubftpeciaXtiea  of  adolescent  medicine*  neonatal-perinatal 
tnedicine,  pe^atric  endocrinology »  pe^iiatcic  hematoloey/oncologyt  «tnd  pediatric  nephrology.  Separate  estimates  for  surgical 
subspecialties  were  made  available  for  abdominal  aurgery*  cardiovascular  surfteryj  hand  surgery*  head  and  necX  surfiery*  pediatric 
sursery  and  traumatic  ftursery.  In  this  table,  these  subspecialties  were  formerly  included  in  AKA  published  data  under  internal 
medicine,  pediatrics  end  fttner^l  surfiery.  When  excluded  from  these  cateftories»  the  total  nurnber  of  general  internists*  eenerai 
pediatricians f  and  g^^^^^  eurgeons  presented  for  1965  decrease  to  72,038,  34,689,  and  32,339,  respectively. 

^Ratios  are  based  on  total  population  plus  civilian  population  in  U,S,  possessions.  1957  population  estimates  were  used  to  calculate 
1988  HD  ratios. 

^Adjust^  to  include  M)s  whose  addresses  were  unknown  or  who  were  not  classified  according  to  specialty 
Excludes  MDs  who  were  inactive,  not  classified  accordinis  to  specialty^  or  whose  addresses  were  unknown. 
^Includes  foiensic  patliolofty^ 
^Includes  general  preventive  medicine, 

^I^icludes  diagnostic  and  the^rapeutlc  radio^osy*  radietion  oncology,  and  nuclear  medicine 
^Includes  emergency  medicine, 

SOURCES;  U,S^  Department  of  Hettlth  end  Human  Services*  Health  Resources  and  Services  Administration*  Bureuu  of  Health  Professions, 
Sixth  Raport>  tQ_tKe_Prosidv>at  &  Connreas  ^yi  the  Status  of  Hoalth  PejTSonnel  in  the  United  States.  DHHS  Pub  Ho  HRS-p-OD- 88- i 
(Rockville.  KD:  HRSA*  June  1988),  table  3-3;  American  Medical  Association,  unpublished  data*  provided  by  staff  at  the  U  S. 
Department  of  Health  ^nd  Human  Services.  HenLth  Resources  and  Services  A<!mlnistretlon.  Bureau  of  Health  Professions. 
Rockville,  MD,  in  1990, 
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Table  10-8— Professionally  Active  MDs  In  Fnmary 
Care:  Rate  Per  100,000  Residents  and  Distribution 
by  Specialty,  1 981  and  1988' 


Per  COT  t 
ch^S«  L96L 

Lg8i    i9&a    to  ms 


Ratfl  per  100.000  rosldents^'' 

All  active*^  184.5  210.6  14  II 

Primary  care                            63.7  71.1  11  6 

FAmily/Soneral  practic«    .    26  0  28  0  7  7 

General  internal  medicin«.    25.3  29.1  12.8 

General  pediatrics                 12.0  U.O  IG.7 

Honprlma^  care                      120.8  139.5  15.5 


Percftnh  DistElfajtion 

All  active*^   100.0  100.0 

Primary  care   3^i.5      33. & 

Family/General  practice...  14.1  13.3 
General  internal  medicine.  14.0  13 . & 
General  pediatrics   6  5  6.7 

Honprlmary  care   65  5  66.2 

^Data  for  1968  «re  e$  of  Jan.  1.  Data  for  198G  are  as 
of  Dec.  31. 

^1987  population  estimates  were  used  to  calculate 
1986  MD  ratios.  Prior  to  1988.  populatior* 
estimates  used  were  for  the  aame  year  as  HD  data. 

^Includes  KDs  in  patient  care^  research^  administra- 
tion, and  teachinS.  Excludes  inactive*  not  cias- 
sified>  ^d  address  ujJttv>wn  cate&ories 

SOURCE.  U.S.  ^)eI^artmm  ol  Health  &  Human  Services* 
Health  Resources  and  Services  Administra^ 
tion*  Bureau  of  Health  Professions^  Divi- 
sion of  Medicine*  Council  on  Graduate  Hedi-" 
cal  Education.  First  Report  of  the  Coiincil. 
voi.  2  (Rockville,  MD;  July  1,  19&&),  table 
6 ;  American  Medical  Association*  un- 
published data,  provided  by  staff  at  the 
U.^.  Department  of  Health  and  Human  Ser- 
viced, Health  Resources  and  Services  Admin- 
istration. Bureau  of  Health  Professions  < 
Rockville.  MD,  1990. 

cent  of  all  professionally  active  physicians;  by  198S, 
they  represented  only  133  percent  (39). 

The  continuing  attrition  of  CPs,  and  the  fact  that 
there  has  not  been  a  significant  increase  in  recent 
years  in  the  numberof  FPs^  raises  concern  about  the 
adequacy  of  the  future  supply  of  these  key  primary 
care  providers.  One  indicator  of  declining  interest  in 
family  practice  is  tbe  1988  decrease  in  the  percent  of 
available  first-year  family  practice  residency  posi- 
tions in  the  National  Residency  Match  Program  that 
had  been  filled.  The  **fill  rate/'  which  had  consis- 


Os  only. 


tently  been  gieater  than  80peitent,fell  to  7?  percent 
m  19SS  (94).  Similar  declines  ^vere  seen  in  the  fill 
rates  for  other  primary  care  fields,  including  general 
internal  medicine  and  pediatrics  (94). 

Urban  areas  compete  heavily  with  rural  areas  for 
FPs.  A  recent  survey  of  hospitals  (both  rural  and 
urban)  in  five  geographic  regions  showed  that  FPs 
are  in  the  greatest  demand  (514).  The  American 
Academy  of  Family  Physicians  (AAFP)  anticipates 
that  tbe  continued  growth  of  managed  care  systems 
such  as  health  maintenance  organizations  (HMOs) — 
wh  .ch  are  disproportionately  located  in  urban  areas — 
will  result  in  a  strong  demand  for  FPs  (//).  Such 
systems  seek  FPs  and  other  primary  care  providers 
because  they  offer  a  broad  range  of  services,  can  act 
as  ^'gatekeepers''  and  thereby  control  referrals  to 
more  expensive  specialists,  and  are  generally  seen  as 
efficient  utilizers  of  resources.  At  present,  of  the  94 
percent  of  FPs  in  patient  care,  an  estimated  23 
percent  were  employed  by  HMOs,  12  percent  were 
in  independent  practice  associations,  and  1^  percent 
w^  in  preferred  provider  organizations  (//). 

In  contrast  to  the  United  States,  Canada  has 
resisted  the  trend  towards  specialized  medical  p^c^ 
tice.  Although  it  has  19  percent  fewer  MDs  per 
capita  than  does  the  United  States,  Canada,  in  1985, 
had  a  general/family  practitioner-to  population  ratio 
of  S9  compared  with  the  U.S.  ratio  of  28  (table 
10-11)  (129).  ^proximately  50  percent  of  all 
practicing  physicians  in  Canada  are  in  general  or 
family  practice  (J^),  compared  with  13  percent  of 
physicians^'^  in  the  United  States  (table  10-8)  (39). 

Other  Characteristics  of  the  MD  Population 

Female  physicians  are  an  increasing  proportion  of 
all  physicians*  Between  1980  and  2000,  the  percent- 
age of  physicians  who  are  female  is  projected  to 
more  than  double*  from  1 1  percent  to  23  percent 
(figure  10-1)  (671)*  The  inqjlications  of  this  trend  for 
health  personnel  policy  may  be  significant,  since 
studies  have  shown  that  women  physicians  see 
fewer  patients  and  work  fewer  hours  than  their  male 
counterparts  (95J084S1).  Female  physicians  are 
more  likely  than  their  male  counterparts  to  choose 
salaried  positions  (378)  and  are  less  Idcely  to  practice 
in  rural  areas  (1S4). 

Tl*e  proportion  of  MDi^  who  aie  giaduaies  of 
foreign  medical  school*  (ITMCs)  nearly  doubled 
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Table  10*9^Numb^  of  Professionally  Active  MDs  in  Primary  Care  and  NonpHmaryCare^ 
Estimated  1986  and  Prol&cted  2000  and  2020* 


Sp«Cialt/ 

1966 

20OO 

2020 

Percent  change 
1966-2020 

223,920 

262,010 

43.9 

6en0ral/£«niily  practice  

71,320 

82,760 

97,520 

36.7 

General  internal  medicine.  .... 

  76,260 

94,260 

111,130 

45.7 

GeDOral  pediatrics  

  34,530 

46,660 

53.360 

54.5 

Primary  care  with 

....  215,5^0 

266,040 

31^,530 

45.9 

Other  medical  specialties  

..   .  60,700 

99,170 

115,830 

90.6 

Surgical  specialties  

  134,4^0 

165 > 550 

162.770 

35.9 

Other  specialtleBt .................. 

  1^4,530 

193,240 

228,710 

56.2 

Total^  

  521,780 

6aip&90 

769,300 

51 .31 

NOTE:    Figures  toa/  not  add  to  totals  due  to  rounding. 

^Includes  HDs  In  patient  Care,  research,  adntini^ttration,  and  teaching,  and  MDs  xn  Federal  service  1966 
figures  include  approximate!/  90  percent  of  the  ph/sLCians  who  are  not  classified  according  to  activity 
status  by  the  American  Hedical  Association  and  whose  addresses  are  unknown. 

^Figures  ma/  not  add  to  totais  d^e  to  rounding. 

S^JRCC:  U.S  Department  of  Health  and  Human  Services,  Health  Resources  and  Services  Acbninistration,  Bureau  o£ 
Health  Professions.  Seventh  Report  to  the  President  &  Congress  on  the  Status  of  Health  Personnel  in 
the  tfriited_States.  DHHE  Pub.  Ho    HRS-p-OD-90- 1  <Rockville,  MD.  HRSA,  June  1990),  table  VI-A-14. 


TabTe  10-10— American  Medtcal  Association  (AMA)  Projected  Ctianges  in  Physician  Supply  and  Wrzation 

by  Specialty,  1985-^00 


Difference  between 

Percent 

ftrowth.  1985-2000 

growth  In  utilization 

Suppl/^ 

Utilization* 

and  suppl/^ 

All  MDs*  

....  33.81 

3^.  5Z 

9  31 

General/fatnil/  practice.  ....  ...  h  . 

  9.9 

13.0 

-3.1 

Internal  medicine  

.   ...  36.6 

12.6 

General  l<«tetnal  medicine...... 

  27.0 

24  6 

2  u 

HedlcAl  subspecialties  

...  .         51  8 

23. 

28  Vi 

All  surgical  specialties  

  13.1 

17  0 

-3.& 

General  surge ty  

  0  5 

IS  5 

-16  0 

Surgical  subspecialties...  ..  . 

..     ..  19.9 

V  I 

2.8 

Pediatrics . . *  

38.6 

*  0 

31  8 

Ohstetrlcs/g/necolog/.      ....  .  . . 

Ztt  3 

2.8 

Zl  5 

Ps/chlatj:/.  .........  ....  ...  . 

  U.O 

19.4 

-5  4 

EUiergenc/  medicine  

.   .  SS.h 

6  2 

63  Z 

^Supply  growth  esti^nates  based  on  the  projected  number  of  active  physicians.  Utilization  s^o^th  estimates 
based  on  the  number  of  of  physician  contacts  Ceiccluding  telephone  contacts)  as  repi  ted  in  the  National 
Health  Interview  Survey  and  the  National  Hedical  Care  Utilization  and  Expenditure  Surve^^ 

^Thls  represents  the  percent  growth  in  utilisation  tcolumn  2>  subtracted  from  the  the  percent  growth  in  suppt/ 
Ccoluion  1). 

^Tho  AMA  predicts  a  61  0  percent  increase  in  the  s^ppl/  of  Osteopathic  ph/s>cian$  wOs)  between  1986  and  2000. 

In  1986,  DCs  represented  4.2  percent  of  all  ph/sicians --the  proportion  is  expected  to  increase  to  5.5 

T^ercent  b/  th*  /ear  2000  (table  10-2). 
SOURCE'     W.D.  Harder,  P.R.  Kletke+  A.B.  Silberger*  et  al.,   Phvaician  SiiPt>lY  and  Utilisation  bv  SogCialtv- 
Trends  and  Projections  (Chicago,  It    A-Tierican  HediCal  Association,   1988)^  table  8-2. 
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Table  lD-11— Companson  of  Canadian  and  American  Physfclan  Si^tpply  for  Selected  Specialties,  I985 


Canada    United  States 


Active  Federal 

Active  civilian 

Physicians 

and  non'Federal 

Physicians 

ph/siciana. 

per  100 i 000 

physicians 

per  100.000 

Dec.  31.  1985 

residents 

D«c.  31.  1965 

residents 

Primal^  care  (including  subspecialties) .. . 

  2&.53$ 

1!1 

220.036 

92 

Primal^  caxe  with  obstetric s/gynecoLoS/. . . 

  30.007 

11^ 

250.903 

104 

General/ f ami 1/  practice  

.,,  22,769 

89 

67,051 

28 

Internal  medicine  and  subspecialties^.. 

.  4.141 

16 

116,146 

48 

Pediatrics  and  subspecialties  

i,6oa 

6 

36,839 

15 

1,469 

& 

30,867 

13 

  15*692 

$1 

291,054 

121 

Total  

.  4A,230 

X73 

511,090 

2X3 

NOTE:  As  of  Jan.  1,  1986*  the  Canadian  population  was  25»625»000»  and  the  U^Ss  population  was  240,468.000 
Canadian  and  American  population  data  are  from  the  Bureau  of  the  Census  World  Population  Prof^Lle* 
1986. 


Canadian  data  for  the  category  internal  niedi<;ine  ond  subspecialties"  are  directly  from  their  category  of  the 
aame  name.  American  data  for  this  rategory  are  the  sum  of  the  American  Medical  Association's  (AKA's) 
category  for  Irternax  medicine,  allergy,  (cardiovascular  disease,  gastroonterolo&y .  and  pulmonary  di&tase 

^Canadian  data  for  the  category  pediatrics  and  subspe<;ialtles  are  from  their  category  "pediatrics  American 
data  for  this  category  ate  the  ^um  of  the  AKA's  categories  for  pediatrics,  pediatric  allergy,  and  pediatric 
car^iolog/ . 

SOURCE.    Adapted  from  FL*  Clare.       Spratle/*  F.  Schwab,  et  ol  .  "Trends  in  Health  Personneln"  Health  Affairs 
vol.  6,  No.  4,  winter  19S7  *  pp  90-103. 


Figure  lO^l^upply  of  Physjcfans  {MD  and  00) 
by  Sex:  Estimated  1980  and  1986,  Prelected  1990 
and  2000* 


17% 

 1 

m 

as% 

77% 

1960 

T 

Idee 

1380 

^o<K^ 

ClMalft     [  "._lFem*te 

^nctutfOQ  all  protessK^mny  active  physicians.  Esmnates  of  MDs  a^usted 
to  btctucie  appraodmat^  90  peit«nt  of  pliydJcian^  vrfbo  aro  not  classified 
ikocotdlng  to  activity  sia1u»  by  lha  American  M«dlca)  Association  and 
wti03«  ctddrfiasea  are  unknown. 

SOUflC£:Offk»  of  Technobgy  Assosameni  1990.  Data  from  U.S 
Departmonl  of  Hulth  and  Himutn  S«fvic««,  Health  Rdsourceo 
and  Sorvlcea  ActmilnHtiation.  Bureau  of  Health  Pnofeu^ons. 
Sixth  Rtpoft  to  Iti6  FritskSer)t  ancf  Congr^s^  on  (/re  SfafU?  of 
H^ttPtrrsonn9iinttt»Unft«tiSlsm,  OHHS  Pub,  No.  HRS-P* 
00^1  (IRockvflle.  MO:  KnSA.  June  IdSB}.  tabte  3-4S. 


between  1963  1983,  increasing  from  13  to  23 
percent  of  all  U.S.  physicians,  but  it  ha^  since 
declined  slightly  (to  21.7  percent  in  1988)  (39.671). 
This  proportion  may  decrease  further  if  Federal 
policies  restricting  the  number  of  FMGs  allowed  to 
practice  in  the  United  States  are  implemented  {388). 

Table  10-12  shows  changes  in  the  distribution  of 
MDs  across  various  professional  activities  over  the 
past  two  decades.  Fluctuations  from  year  to  year  in 
the  proportion  of  MDs  who  were  not  classified 
according  to  activity  status  or  whose  addresses  were 
unknown  prevent  determination  of  any  consistent 
trends.  Nevertheless,  a  slow  but  steady  increase  in 
the  proportion  of  MDs  who  are  in  research,  a  recent 
decrease  in  the  proportion  who  are  in  office-based 
patient  care*  and  an  increase  in  the  proportion  vrfio 
are  inactive  (i^e.,  retired)  can  bedetectoi  (39*671). 


Doctors  of  Osteopathy 

DOi^  are  consideiably  more  likel>  th*:n  are  MDi^  tu 
be  primary  care  physicians.  Of  board-certified  DOs 
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Table  10*12-^Distrlbution  of  MPs  by  Ma;or  Professional  Activity,  Selected  V«^ars,  i9;0-88* " 


Activity  1970  1975  1960  1963  1985  lOSS 


Percent  dtatributlon 


83.^ 

79.2 

80.5 

ei 

5 

6X.2 

81  7 

Of flco'bftsed  

57.6 

5^.7 

58.2 

59 

7 

59.7 

57  a 

Ko^pltal-^b^sed.  ...     ,  , 

25  8 

24.5 

22.3 

21 

6 

21  5 

23  9 

Residents. ..... 

15.3 

1ft  7 

13  3 

14 

1 

13.6 

15  4 

Staff  

10. 

3 

9.1 

7 

7 

7.8 

8  4 

Konpatlent  care.. 

9.7 

7.2 

8.2 

6 

( 

8.7 

7  3 

Kedlcal  teaching  

1.7 

I  6 

1.7 

I 

5 

1  4 

1  4 

Administration. ........ 

3  6 

Z.6 

2.6 

2 

7 

2  5 

2  5 

3  e 

z.o 

3.3 

2 

6 

4.2 

2.8 

Other  

0  a 

0.7 

0  6 

0 

6 

0  6 

0  6 

Hot  clftsslflod  or 

address  unknown. . . 

I  1 

8.1 

5.S 

J 

0 

3  0 

2  0 

Inactive. .......  ....  . 

5.9 

5  4 

5  - 

7 

1 

7.0 

6.2 

Tnt^i*^  

lOQ  0 

100  0 

100.0 

100 

0 

100  0 

]00  0 

*D*ta  ;or  1968  are  as  of  Jan.  1    Prio':  <^at4  are  as  cf  Dec.  31s 
"JlrciuHdS  MDs  In  Federal  service, 
^c^centa&es  may  not  add  to  100  duo  to  rounding 

SOURCE  tl.S  Department  of  Health  and  Human  Services.  Health  Rdfiources  and  Servi'-es  Administration^  Bureau  of 
neai:V.  Prof easvons,  Sixth  Report  to  the  P-esiderxt  artd  Conftreaa  oz\  the  Status  pf  Health  Persotii^el  iti 
The  United  States.  DHHS  Pub  Ho  HRS-P-0D-e8'X  (RockvilUp  MD.  HRSA,  June  1988),  table  3-5,  Americwi 
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in  1986/^  39  percent  were  in  general  practice, and 
w  add'ti.  ^ai  21  percent  were  in  internal  medicine, 
obstetrics/gynecology,  or  pediatrics  (table  10-13) 
(67/).  However>  the  percentage  of  DOs  in  general 
practice  decreased  slightly  from  1982  to  1986,  £rom 
41  to  39  perr*'  *  (67/),  raising  the  qu^tion  of 
whether  osteopathic  graduates  are  fcllowing  allopa- 
ths* trends  in  preferring  specialized  to  general 
practice.^  The  distribution  of  DOs  by  State  is  rather 
uneven^  with  the  highesv  concentrations  in  States 
wlier^  osteopathic  schools  are  located  (table  10-14) 
(e.g.,  Michigan,  PennsylvaTiia,  and  Ohio)  (67/). 


Rural  Supply 

Prevalence  of  Rural  Physicians 

The  number  of  professjor.  vly  active  jrftysicians 
(xriDs  and  DOs)  per  100,00u  residents  was  more  than 
twice  as  high  in  urban  as  in  rtiral  areas  in  1988  (table 
10-15)^*  {686).  For  primary  care  frfiysicians,  urban- 
rural  differences  are  less  dramatic  but  still  pro- 
nounced (table  i0-l5).  Within  rural  counties,^ 
physician-to-population  ratios  are  related  to  county 


'^Qikly  27  peiccfit  of  ajfl  DOs  are  board-ceniiied  specialists 

k^I^  American  Osteopaihk^jsociAaoDdo«SfM>treco^^  '^^ooralpracticc" 
describe* pbyskiius  who  tiavcc<>mpl<^  a  residency  h  general  practice  or  whostpiacticcisof  agcneiainwlicT  th^aspecia!jie<>natuie(7i;^ 

^orpuiposes  of  dataaoaJysb.ibe  Federal  Bureau  of  Health  ?V>r^^  idtess 
of  boand  cer^ication  and  special^  {S70). 

^^ta  table  IQ-l<an4otl^  autwqu'Qi  tables.  pby5tciaiidtstnbt.tion  and  supply  re^bownby  county  size  aod  clasnTication.  In  1987,  tbe  total  U  S, 
pop^'latinii  (05  estimated  for  the  ptv]t  ^  of  the  Ai^  Resouice       database)  was  243398^300.  Distntunon  oi  that  p^pulntion  w,^  as  i^Wovjh^ 
metro— i8a,2<5l,tf00<77%);  notnneiro— 55  J  36,700  (23%),  nonmetro  counties  witb  50,000  or  mote  lestdcnl*— 18^937,200  K1J%),  nonmetrc  ounues 
25,000-^9,999  rc$Wcnis-')7,930i700  (7  3%)*  noMoetro  counties  with  10,000-24,999  residents— 14,294*900  15.S%),  nonmetro  counties  with 
<r'    9^999  rcsi<|cnt»— 3J32,500  (I  3W  nomnetfiocownties  with  2*500^*999  residents— 681v400  lOJS^)*  noametK?uHinues\^ili  fewer  than  !iOO 
ttts — 1M>*000(<05%')  WithmiH>iin^tTOC0UDticsC>ffewerthan  tOiOOO residents,  the lo^popuhlto^  v.jtiar« 
Jva3l,?^£pX)0(05%orthetotaIUS  population^  and  the  total  population  fall  other  (^ognlicswa^2,695*0O0U  l%ofthetotaM  S  population) 

^er^aiif      wfarre  id  thb  chapter,  ''rural  counties'"  and  ''ttrba  .  ounties"  refer  to  nonmctroand  metro  counties,  respectively 
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Table  1cm3— Board-Certified  Osteopathic  physicians 
(DOs)  by  Specialty, 


Fercont 
of  *>oard' 
Number  of  certified 


t  b  1  £       9b  1  Du    Du4 1 U 

DOs 

1986 

vVS 

56 

U  V 

1  c 

1  b 

2 . 

39  3 

1 . 

i<  < 

He  u  ro  Lo^y /  psy c  h  1  &t  ry .  <  <  < 

139 

2. 1 

ttucLeor  medicine. .........   .    .  ^ 

SO 

1.2 

01>s  t  et  n  c  s/^yi)  eco  Lo^y .       .        ,  . 

1  An 

^  f 

OpthAmoLogy/otorhinola  ryngoLosy . 

330 

5.0 

Pathology  

£26 

3.4 

170 

^.6 

Proctology  

77 

1.1 

P^llc  hoalth/preventivo  medicine 

1.0 

Radiology   . 

6  9 

Rehabilitation  medicine 

82 

1  ^ 

General  "  ''lery  

396 

6  1 

NouroloSic  surgery.  .  .. 

17 

0  0 

Orthopedic  surgery. 

193 

Z  9 

Plastic  &  reconstructive  sur^ecy 

3 

0  0 

Thoracic  surgery  ....  . .  . . 

32 

0  5 

Urologic  surgery 

59 

0  9 

Other  

85 

1  3 

6, 

566 

100.0 

'kTnly  2$  percent  of  all  DOs  were  boftrd'cortif led  in 
1986. 


SOURCE      U.S.  Department  of  Health  &  Human  Services. 

Health  Resources  Qt^^  Services  Admin Jistrati on. 
Bureau  of  Health  PcofessAonsK  Sixth  Report 
to  The  President  &  Congress  on  The  Status  of 
Health  Personnel  in  the  United  States,  DHHS 
Pub.  Ho.  HRS'P-0D-e6-l  (RockviLle.  MD-  HRSA, 
June  1988).  table  3-13 


Photo  credit:  P^tor  B^soo 

Primary  cars  physidansrnaitetjpths  majority  of  pliysidaiis 
fn  roraf  areas. 


size,^-  with  the  smallest  rural  counties  having  fe\^ei 
than  one-half  as  many  primary  care  physicians  and 
approximately  c  vninih  as  many  nonprimary  care 
physicians  per  capita  as  the  largest  rural  counties. 

ThL.  Supply  of  different  types  of  primary  L.are 
specialists  (MDs  only)  likewise  varies  consideraM> 
by  county  size  (table  10-16)  (686),  General/fainil> 
practitioners  are  b>  far  the  most  evenly  distributed 
across  ail  county  types  and  sizes,  although  even 
these  physicians  are  r^iuch  less  common  in  very 
small  counties.  Othei  prunary  care  specialists  are 
less  evenly  distributed.  Rural  L.aunties  have  fewer 


than  one-third  as  many  general  internists,  ^proxi- 
mately one-fourth  as  many  general  pediatricians, 
and  slightly  more  than  one-fifth  as  many  obstetncian/ 
gynecologists  per  -apita  as  urban  counties  have 

(6861 

Wide  variations  in  rural  physician  supply  exist 
among  States  and  regions  (table  10-17)  (SJl).  The 
South  consistently  has  rural  physician  to  population 
ratios  belo\^  the  national  rural  average  for  all  MDs, 
DOs,  and  prunary  care  MDs.  Numbers  of  primary 
L-are  MDs  per  ^00,000  residents  in  rural  areas  range 
from  4U  in  Alabama  to  99.1  in  New  Hampshire 
(table  10'  17)  (511),  An  in  depth  study  of  physician 
supply  in  small  (fe\^er  than  10,000  residents)  rural 
L.o^nti^s  also  found  considerable  regional  and  State 


Q  '[)ji\ts%  otberwi3c  indic^icd.  county  size  in  thts  chapiei  refers  lo  populatjon  rather  than  gcogrstptuc  ^i/e  of  county 
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Table  1D-14»D'«tr)but)on  of  Osteopathic  Physicians  (OOs)  by  Geograpnic  Region  ^nd  Sme,  la^^"" 
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.   .  .  6. 

2t  3 

0  ? 

H«is«^  

309 
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in 

c  / 

■9W  o'*t«K3f    

  1,*** 

5  7 

799 

J  I 

BttBDHjlVH^J^*^  

...  . 

la  & 

  130 

0  i 

32 

0  ; 

mdif^mt  

9,752 

3&  z 

ni^wu<=  

  603 

3  1 

1  2 

Xow»^  

2  6 

120 

1  3 

HLc^dSin^  

...   -  J.S^^ 

14  0 

Hinit*>ota. . .  ...  H ........... .  . 

0  3 

HlMmri^                           .  . 

  i.wi 

G  0 

Htbra»kA  

Z7 

0  1 

nortlt  Dakota.  .  .  .......... 

10 

Obla*  

2pH1 

Soutli  Dakota. ... 

0  1 

UiaCMuin. .....        .  .  - 

.  . .  :;s7 

;o  7 

AlabAiM.                  ......   .  . 

0  2 

AxkansAS. ...........    ...  .  . 

G  2 

DaiaKarat ............  . . 

9: 

0  i 

Dlatrlct       Colini^ia  .....  .. 

<i  I 

Florida^  

b  k 

O«or£l«.   ...  .... 

222 

G  y 

K<mtucky  

75 

0  Z 

23 

a  I 

tiamvid  

...  6& 

0  i 

Hlaalulppi. . .      ...  ... 

50 

0  2 

Horth  Caroline               .  . 

67 

C^LitxTi^^                       .  .  H  . .  . 

e7a 

^  * 

&ntth  CaroUn^^H  s   

0  1 

taTfti^fste. ...          .  ...... 

102 

0  4 

Trw^...  .            .  .. 

1.566 

6  2 

Vlr^lT^la.  ..   

10^ 

C  ^ 

21^ 

HnL ....1.  .     .....  .. 

2.  ^91 

Ava^Ks  .....         . .           .  .  1  . 

rt  1 

Arir^nn  , . , 

71/ 

a  & 

Calltomx-^'^ ... 

727 

2  9 

Colorado. .   ^  . 

396 

1  6 

BawaiJ .  . 

*2 

G  2 

Idaho. .... 

40 

C  ? 

Montana  

3* 

0  1 

Nevada. ...     . h  . 

63 

0  2 

(law  K4Xlco.  . 

15l 

0  6 

Orm^oti ... 

254 

1  0 

Utah  

£2 

0  1 

Wathlnttcn.  . . 

29d 

1  2 

Wyoaiins. ..... 

15 

0  I 

Publl'^  Baalth  Servica  

.  .  r 

0  ^ 

U.S.  Total   

  i4.123 

100  0 

ROTEi  *  »  laaa  than  0.5  pare       ot  tba  tdtal  nuntoar  o£  DOs. 

'Includoft  rasldanta  and  Intarna  (L2.0  *>arcant  of  total),  ratff«d  and  inactive  D0»  7  pprc4>nt)p  Di'Js  in 
rasaarchf  aducatlon.  addlnlatration,  and  othar  nonPatlotit  car«  fields  (?.  0  p«rc<'nt>.  timi  D0&  who»0 
profeaiivnftl  activity  ^aa  wiknown  (20.3  percant).  Excludoo  D0»  In  U  S    |ioaB«s3l{>n»  *m:  in  mtlLtiry  survlc* 

^Percantafiaa  nay  not  add  to  tctala  dus  to  rounding. 

^Stata$  i^ith  collasas  of  o3t«opathlc  oodlcino. 

SOURCE'    U.S.  DaparUnatit  af  Kaalth  and  Hucoon  Sarvlcas,  |f««ltb  Kasourcoa  end  S«rvtt<^&  Adjijinlstrai  Ion,  Burt^au  of 
Haalth  Praffl>alonft     SUcth  Annual  RePQTt  to  Tha  Prosidant  &  Conj^rfl^it  oji  Tha  Stfli,u^  of 
Tial  In  Tha  Utiltad  S^atas.  DHHS  Pub    Ho    tKS-P-OO-Oe- 1  (Rockvill*.  MD    HIi.SA    Jut»P  lUBi^i.  3  16 


TabfelO'lS^upply  of  Professionally  Active  Physicians'  In  Primary  Care  an(!  Noni^lnwry  Careby  Typeof  Couiuy,  1979  and  1988'' 
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28,7 
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45.9 

tO,05f 
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5,415 

31,7 
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39.5 

24.9 

13, COS  ^0 

7,9;4 

19.3 

5,691 

(1,1 
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46,5 

18,1 

C.233 

;6.1 

2,830 

19.6 

J2,6 

56,; 

17,1 

39,5 
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45.* 

'il.2 

2if 

8.4 

321 

10.; 

21.3 

,  ^11 

5:, 7 

iSl  ■ 

43.4 

15,0 

47 

6  7 

63 

9,2 

3^,5 

 H 

32  *S 

15,? 

36 

J3,3 

i1 

25  ^ 

9  ' 

e 

^.9 

11 

6.9 

;7,* 

-195 

3T,5 

47.4 

26  4 

9  S 

m 

12.5 

31.5 

,  i,:>^ 

13.0 

1,05' 

?3  9 

43.3 

tl  4 

24  ^ 

6.9 

21.6 

U,S  totj^i  

r7*t 

Jt77,530 

1^6.; 

2^.6 

15^.^*0 

67. ^' 

^91  eiO 

TV  7 

;co,94i 

89  ^ 

235, 720 

11^  ^ 

30. H 

'JWft',  W  d*tt  *c  if  vftA.  1,  C-ji*        :^/9  A   *f  0  31, 

*uU^>  it^rMf'vat.ly  p^tctKt,  irtt^r^tai  t>.*dici      pefltM^^c^.  ^ip'.r*C4/*yii>tcolc<^/.  00  Patient  ci"-*. 


Tablo  10*1€^upp1y  of  Primary  Care  MDs  by  Specialty  and  Type  of  County,  1975  and 


General/ family 

practice 

General 

internal  titedicine 

1975 

1968 

Percent 

1975 

198d 

Pe*'  int 

Rate  per 

Rate  per 

chanSe 

Rate  per 

Rete^  per 

change 

100,000 

100,000 

iTi  ra^,^J 

100,000 

100,000 

xn  rate 

r^aldents^ 

Number 

residents^ 

1975-85 

]4  umber 

b 

residents 

Number 

residents^ 

1975-88 

Metro  

37,916 

22.5 

47,771 

25.4 

12.9 

45, 1S7 

24.7 

74.62t 

39.6 



60  3 

nuiiuivv-LU .    ...    .  +  ++  +  ...  ■. 

13*595 

27.0 

16.251 

i9.5 

9.1 

2,8  55 
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11  3 
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50^000  and  over  
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5,021 

26.5 

11.6 
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20.00Z 
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1988  MD  data  as  of  Jan.  1.  Data  for  1979  as  o£  Dec  31 
^1987  populatior  estimate*  were  u»ad  to  calculate  1968  MD  ratioa,    prior  to  KjdO,  population  estimetes  used  weie  for  the  s^e  Year  HD 
data^ 

SOURCE.     U.S    Department  o£  Health  and  Human  Services,  Health  Resources  and  Servic^^^  AdminiEtrat  t        Rnreau  of  Health  Pfoff»Sf^lons. 
Office  oi  Data  Analystit  and  Manajoment,  unpubllehed  data  from  the  Atea  Resource  File  System  p^oviOi, .       oTA  i^i  19B9  and  1990 
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Tabta  ia*i7-^Ftofessiona;iy  Active  MDs,  Primary  Car^MDs,  and  DOs  par  10C,300  Residents  In  Metropolitan  and 

Nonmetropolltan  Areas  by  Raglon  and  State,  1 9a7/1938' 


Total  active  MDs    per  Total  active  DOs*^  per  Primar/  care  MDs  per 

100  OOP  reaidenta.  19BB         100 .OOQ  reslttenta.  19&7  100.000  residents.  1968 
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3 

86 

6 

7 

4 

3 

5 

99 

5 

53  t 

Ind^uia.  . 

1&4 

1 

78 

B 

5. 

6 

3 

9 

7e 

1 

47 

Michigan. . . ■ 

204 

7 

81 

2 

39 

6 

20 

2 

114 

2 

60.0 

Ohio. ...... 

220 

6 

80 

4 

20 

7 

12 

2 

103 

0 

52  5 

Wisconsin  . 

222 

8 

98 

9 

6, 

3 

2 

9 

89 

7 

58  6 

West  North  Central 

258 

2 

79 

1 

14 

3 

13 

I 

108 

1 

61  1 

Iowa. . . 

233 

6 

77 

0 

3'* 

4 

n 

6 

115 

6 

56.4 

Kansas .  .  , 

237 

0 

33 

3 

?3 

10 

0 

97 

1 

65  1 

Minnesota  . 

278 

3 

82 

7 

1 

5 

2 

2 

106 

5 

58  3 

Missouri , . . 

257 

7 

58 

1 

22 

0 

36 

3 

113 

68  6 

tfebraska  ■  >  r 

256 

6 

8A 

1 

2 

1 

0 

@ 

97 

5 

54  5 

North  Dakota 

274 

9 

95 

9 

3 

1 

2 

4 

105 

9 

59  7 

South  Dakota 

249 

3 

92 

2 

2 

5 

5 

9 

;D2 

3 

61  1 

Sootb. ...  .... 

230  2 

88 

7 

7 

4 

3 

9 

69 

9 

50  8 

South  Atlantic. 

251 

3 

105 

2 

6 

7 

3 

2 

95 

6 

54  0 

Delaware 

226 

2 

122 

3 

16 

9 

5 

101 

2 

51  6 

District  of  Columbia 

563 

1 

NA 

5 

1 

NA 

191 

8 

NA 

Florida.  . . . 

211 

4 

104 

5 

12 

8 

5 

9 

87 

6 

50  9 

Georgia 

205 

9 

91 

7 

5 

0 

2 

6 

78 

5 

48  & 

Mar/land 

391 

5 

14  7 

3 

2 

G 

I 

6 

134 

1 

6S  1 

North  Carolina, 

23  5 

0 

102 

8 

1 

8 

0 

8 

86 

5 

52  8 

South  Carolina 

197 

^ 

86 

5 

1 

3 

1 

5 

78 

8 

50  0 

Vlrfiinla 

233 

5 

106 

5 

2 

8 

1 

3 

89 

5 

56  1 

West  Virainia 

210 

3 

138 

9 

6 

li 

8 

86 

8 

68  7 

t^^t  Zovtth  Central 

225 

6 

79 

2 

2 

0 

2 

4 

86 

0 

47  1 

Alabama 

197 

5 

66 

3 

Z 

1 

e 

79 

3 

41  7 

Kentucky 

244 

2 

88 

3 

2 

3 

2 

85 

50  8 

Mississippi . 

205 

4 

86 

3 

2 

3 

2 

4 

79 

7 

49  5 

Tonr^ease^ 

243 

3 

69 

3 

1 

8 

T 

6 

91 

I 

44  5 

West  South  Central 

19$ 

4 

73 

1 

!0 

7 

6 

82 

5 

49  5 

Arkansas. 

229 

2 

86 

1 

6 

2 

3 

84 

3 

53  S 

Lottislana 

233 

3 

68 

2 

0 

S 

0 

7 

80 

8 

42  3 

Oklahonta 

191 

B 

74 

3 

5 

16 

1 

104 

6 

S7  7 

Texas 

169 

3 

66 

e 

to 

6 

e 

79 

6 

47  Z 

(continuea  on  n9xt  psge) 
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l^bxe  10 17— ProfesslondHy  Active  MDs,  Primary  Care  MDs,  and  DOs  per  tOO^OOO  Msidents  in  Metropolitan  and 
Nonmetropolttan  Areas  by  Region  and  State,  1dd7/1998^— Continues! 


Total  active  MDs^  per  TobnL  active  DOs^  per  Primary  c^re  KDs  per 

100.000  rqgljj^nL^^  t98S         100.000  rt aidants.   1967  100.000  r^identL  196^ 


Metro 

Hot^tro 

Metro 

Ifonmqtro 

Metro 

Honioetro 

ffest  

233.5 

114. C 

s.e 

5.6 

91.6 

63  9 

Mountain*  

213.1 

104.6 

12.5 

6  6 

88  1 

61.6 

,  .  .  220.7 

93  I 

22.6 

9. 1 

101  6 

59  0 

Colorado  

219.0 

112.1 

11.8 

13.4 

91  2 

72.0 

Idaho. .... 

.  . .  172.7 

106  4 

4.1 

4  0 

66.9 

56.3 

ttontana. .  ....... 

202.9 

X31  S 

2  C 

4.6 

60  1 

71  1 

Nevada ........ 

  169.2 

107.7 

7.5 

4  7 

67  8 

61  3 

Hew  Mexico  

250.8 

94.6 

12.3 

7.6 

96  1 

59  2 

Otah  

,  ..        203  2 

86.4 

1  4 

1  6 

70.9 

49  5 

WyorolnS  

.  189.2 

108  9 

0  7 

3.2 

87  9 

64.1 

Pacific  

238.$ 

128  7 

4  1 

4  2 

92.5 

67  2 

Alaska^  

131  0 

HA 

7.0 

KA 

69.5 

KA 

California  

244.2 

129  5 

3  I 

1  8 

93  0 

64  6 

Hawaii  

226  1 

169.1 

6.7 

4  0 

99.2 

88  5 

OreSon. ....... 

229  A 

124.6 

10  2 

4  9 

94  4 

66.3 

Washingtdt. . . 

223.1 

119  9 

7  * 

5  5 

90.0 

65  2 

UOTE:  Ha  ■  not  applicable  (see  footnote 
^FopuLablon  estimates  are  for  1987. 

Includes  MOa  of  all  specialties  in  patient  care.  resaarcVr  administration,  atid  teaching    American  Medical 

Aaaocietlon  <laba  as  of  Jan.  1^  1966. 
^Includes  D0$  of  all  specialties  in  patient  care>  research^  ft<Im;.ni3tration.  and  teaching   American  Osteopathic 

Association  data  as  of  1967 

Includes  M[>  famil/  practitioners,  general  practitioners^  general  pediatricians j  general  internists,  and 
obstetrician/ gynecologists. 

^Fer  the  purposes   >f  this  analysis.  Rhode  Island  and  Hew  Jerse/  were  considered  to  have  no  nonmetro  counties, 
and  Alaska  vfas  considered  all  one  "count/"  (so  the  entire  population  i&  listed  under  the  "metro'  column) 

SOURCE  T  C  Ricketts,  Rural  Health  Research  Center,  Univerait/  of  Horth  Carolina.  Chapel  HilU  HC  Anal/sis 
of  unpublished  <tata  (provided  hy  the  Health  Resources  and  Services  Administration)  conducted  under 
contract  with  the  Office  of  Technology  Assessmer.tj  1969 


var  ^ons  (table  10-18)  (318).  The  number  of 
phy  ^ns  (tADs  and  DOs)  per  100,000 residents  in 
small  rural  counties  ranged  from  39  in  the  East  South 
Central  Region  to  75  in  the  Pacific  region,  and  from 
31  in  Georgia  to  86  in  California  (3J8). 

Rural  hospitals  have  fewer  than  otie-hail  the 
medical  staff  of  urban  hospitals  wtth  a  comparable 
number  of  beds  (see  table  5-7)  {625).^  Rural 
hospitals  with  fewer  than  50  beds  have  foughly 
one-third  the  medical  staff  of  their  urban  counter- 
parts. Among  rural  hospitals,  frontier  ho^itals  have 
particularly  small  inedical  staffs  (625).  Table  10-19 
presents  rural-urban  differences  by  hospital  size 
category  for  each  physician  specialty.^ 

Travel  Times  to  Physicians  in  Rural  Areas 

Rural  residents  travel  for  lopger  periods  of  time  to 
receive  medical  care  than  do  their  :trban  counier- 


parts.  In  a  1985  survey,  22  percent  of  rural  residents 
reported  that  they  had  to  travel  outside  of  their 
community  to  receive  any  kmd  of  medical  care 
(303).  Rural  residents  have  longer  average  travel 
times  to  every  type  of  physician  (table  10-20)  (644). 
Differences  are  least  for  travel  to  primary  care 
physicians,  especially  general  practitioners,  and 
greatest  for  secondary  care  physician  specialists.  On 
average,  for  example,  a  rural  resident  must  travel 
twice  as  long  as  does  an  urban  resident  to  visit  a 
Ti'iurologis'  (644), 

Arnong  rural  residents,  those  living  on  farms 
generally  have  relatively  greater  travel  times  to 
physicians  (table  10-20)  (644).  With  few  exceptions, 
poor  rural  residents  also  have  slightly  longer  travel 
times  to  physicians  than  do  residents  with  higher 
incomes  (table  \Q'21){644).  The  exceptions  may  be 
due  to  physical  or  financial  con&trajnts  upon  poor 
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^iDclgdes  toth  board-ccrUTicd  and  Doaboard-ccmficd  medical  staff  fMDi  Artd  DOs) 
^  ''^Phy^ician  specially  as  «poi1cd  by  coich  ho5piral. 


Chapter  10-^he  Supply  of  Health  Persome!  in  Rural  Areas  •  239 


Table  lO*ia— Ph/s)aan-To-Poi>ulatlon  Ratios  (1965),  Percentage  of  O0s{1^^)*and  Percent  Change  in 
Ratios  (1975*85)  In  Small  Nonmetropolitan  Counties,  by  Region  and  State 


Resign  ^  Stat«' 


Number  of 
small  nonmetro 


Physicians  per 
tOO.OQO 
residents  <lda5> 


Percent  DOs 

(1935)*^ 


Percent  change  in 

physician-to- 
population  ratio. 


Kf  ^bPBst  f « « « « « p « ,  « « « « 
East  Korth  Central. 

Illinois  

Indiana  

Michigan  

Hi scons in  

H«st  North  Cantralr 

Iowa ............ 

Kansas .......... 

Mintiosota. ...... 

Missouri  

Nebraska. ....... 

North  Dakota  

South  Dakota. .  . 

South  

East  South  Central. 

Kentucky  

Mississipipi  

Tdnn«ssee  

Hest  South  Central. 

Arkansas. ....... 

Oklahoma. ....... 

Texas  

South  Atlantic  

Florida  

GeorSis. ........ 

North  Carolina. . 

Virsinie  

Hest  VirSinia. 

tfest  

Mountain  

Colorado. ...... 

Idaho. ........ 

Hontana. . 

Kew  Mexico  

Nevada  

Utah  

Hyoming  

Pacific  

California. .  . 

OreSon  

Washington. . . . 


0 

291 
33 
13 

5 
10 

5 

253 
15 
61 
12 
2b 
61 
36 
t*7 

244 
45 
24 
8 
U 

no 

& 
15 
87 

as 

3 
47 

3 
16 

9 
140 
1^0 
31 
20 
34 

9 

7 
11 

a 

20 
4 

e 
a 


All  nonmetro  counties  with 
fewer  than  10^000  residents 

Entire  Uhited  Statds^ 


0.0 
53.^ 
47.2 
33.3 
31.5 
70  5 
49.2 
60.2 
53.3 
76  3 
56  6 
58.1 

51.  5 

52.  S 
61.0 
43. 1 
33  7 
40.5 
35  6 


O.O^C 
21  7 


35.6 
49.1 
34,6 
56.3 
49.  7 
40.0 
41  9 
31  3 
45  8 
53  5 
49  3 
63  9 
60  a 
53  2 
52  0 
fifl  7 
56.1 
56 
65 
77 
75 
36 
66 
76 


S3  0 
164  e 


7 

6 
16 

5 

6 
23 
45 
24 
18 
73 

1 

6 

7 
11 

5 

2 
11  1 
11  1 
la  1 

ft  3 
36  4 

u  e 

6  3 
12 
10 

0 

1 

4 

7 

8 

3 
10 
12 
12 

la 

0 
11 

3 
5 
3 
2 


IS  3 


0  OX 

16  5 
1ft  0 

-11  4 
10  5 
36  9 
20  0 

17  9 
-4  3 
28.7 

7  0 
-0.3 
15.8 
39  3 
39 
16 

9 
17 

1 

1 

5.1 
16  9 
-0.3 
-3 
26 
41 
11 
24 
52 

3 

25  9 
14  9 

-9  a 


30 
33 
10 
7 

20 


26  6 


36 
85 
17 
7 


U  2 

33  f> 


^Qnly  includes  the  32  Statos  t^ith  nonntetro  counties  having  fewer  th^n  10.000  r^^^tdents 

N^llhbor  of  notsnetto  courtiea  n^ith  fswer  than  lOrOOO  residents  in  sQ<.h  ^tate  No  wtate&  jin  Nt>rMit^4>^  i^&igii 
had  nonm«tro  counties  with  fowz  than  10.000  r^atdonts 

^Doctors  of  osteopathy. 

^Includes  all  metro  and  noninetro  counties 

SOURCE.     O.Ar  Kindig  ^nd  H.  Kovaasaghir    The  Adequacy  of  Fhysi<ian  Supply  m  S^j^ll  R^ttai  Co.nili^s.     Health  Af 
Zairs  vol    8,  Ko.  2.  1989,  pp    63-76,  exhibits  *  and  5 


Table  10*19 — Avemge  Number  of  Hospital  Medlcaf  Staff*  \n  Sdected  Spectaltles  by  Hospital  Bed  Size  and  Metropolltan/Nonmotropontan 

Status,  1967 

 Hospital  bftd  size  .  


Medical 
specialty 


Percent 
with 


Ma  an 

number  per 
hospital 


25-^9 


Parcont 

with 

none^ 


Mean 

number  per 
hoapltal 


50-99 


Percent 
with 


Moan 

number  por 
hospital 


100-199 


Percent  Mean 

with        nuffiiber  per 

nono  hospital 


200-299 


Percent  Mean 

with       number  per 


hoapltal 


Gertetal/faraily  practice 

NoNSOtro  *   3.0 

Metro   12.9 

General  mtemal  m^dicme 

Uotucetro*   .   *           ...  83h0 

Metro   S3  .  9 

Pediatrics^ 

Uonroetro   97  0 

Mfltro   93  5 

Oth'ir  m^JiCal  specialties^ 

Monmfltro             .  95  0 

Metro   90  3 

Obstetri  Cs^gyriecology 

Uonmfltro             .  89,5 

Metro  .                    .  90  3 

Ophtha  Ijoo  I  ogy 

Nonroetro  90  5 

Metro  . .          ...  7*  2 

Orthopedic  surgery 

Nonroetro  93  0 

Metro  .  7tt  2 

PIdstxc  surgery 

Nonmetro  95  5 

Metro  83  ? 

General  surgery 

Nonm^tro  65  5 

Met,ro  1 

thorac-c  surgery 

Nonmetvo  98  5 

Metro   93  5 

Other  surgicaL  i^j^'^cidlties^ 

Non;n^tr<?  5 

Metro,  6*  5 


2.7 

3  96 

1  47 
11  60* 

1.17* 
6  00* 

1.90 
1 .67* 

1.36 

4  00* 


3^ 

3.- 


i.3 

63* 


1  00* 
1  80^ 


52 
31 

00* 
50* 

29 

00 


2J-6 
3.5 

59.4 

25.2 

85.  7 
62  9 

64  5 
60, 1 

ei  5 

51.0 

91. 1 

67  6 


82 
5* 


98  8 
79  7 


36 

20 


97  3 
85.3 

80  4 
56  6 


21 

.57 

73 
92 

30 
57 


1  89 
7. 14 


1.39 
3  00 


1  47 
3.22 

1.59 
2.  SO 

1  20 

2  93 


55 
.34 


I  14 

2.62 

1  96 
6.74 


1-2 
1  6 

27.1 
4.7 

50.3 
30  4 

72.1 

37    r  ? 

46.  4 
17.6 

64.6 
34  9 

5^.  5 
19.9 

94  7 
63.7 

15  6 
3.7 

94.5 
75.4 

55  0 
19  4 


6.36 
10.31 

2.96 
7.00 

1  70 
3.27 

2.60 
7.59 

1.96 
4  09 


.41 

52 

.  79 
.66 

.11 
.26 

Id 
.50 


1  29 
2.41 

2.39 
6.42 


0.7 
2.4 

^  1 
2. 1 

21.9 
12.4 

49.7 
13.4 

18.2 

3.6 

26.7 
6,1 

23.0 
3.-4 

83.7 
30.3 

6.1 
1.. 

80,5 
34,8 

26.9 
6.5 


9.29 
17.69 

5.65 

3.01 
6.44 

4.44 

14.59 

3.32 
7.76 

2.21 
4.44 

2  73 
6.22 

1.40 
2.76 

3.46 
Q.03 

L.50 
2.87 

4.19 
12,12 


2.2 
3.2 

1.5 

.7 

5.2 
6.6 

19.3 
7,0 

4.4 
1.5 

6.1 
1.3 

4,4 
1.3 


60- 
13. 


54. 
15. 


12.53 
22.45 

10.  14 
26.16 

4.96 
11.63 

7.54 
25.30 

5.42 
12.63 

3,26 
6,94 

3.91 
9.42 

1.55 
3.  75 

5.43 
12.59 


.62 
75 


5.9 
3.7 


6. as 

18.34 


—  2 


Tabte  10-19— Average  Number  of  Hospital  Medical  Staff'  In  Selected  Specialties  by  Hospital  Bed  Size  and  Metropolitan/Honmetropoman 

Status,  1987— Continued 


Hospital  h^d  si^e 


ERIC 


specialty 


Anesbhesiolog/ 

Ilotiin«tro.  ...... 

Metro. .......... 

t>ennatolo^/ 

Honm^tro. ....... 

Metro. ...   

Enu^rg«nc/  medicine 

Nonmetro. .  . . . . . 

Metro. ......  . . . 

Unclear  medicine 

Honmetro. .    . . . . 

Metro.   ■  ■ 

Pathology^ 

Honnietro.  ■  ■  ■ 

Metro  

Ps/chiatry 

Ifonmetro, 

Metro  

Radiolos/^ 

Iforufts*tro , 

Metro  

Other  specialties^ 

NonmetrOn  . 

Metro   


25-49 


Percent 
with 


Mean 

number  per 


hospital  none 


Percent 
with 

b 


Mean 

number  per 
hospital 


Percent 


50-^9 


100-199 


200-299 


Mean 

number  per 
hospital 


Perc  etit 

with 

none^ 


Mean 

number  per 
hospital 


Percent  Keen 


tfith 


number  per 
hos:>ital 


92.0 
71  0 

100  0 

93.5 


97. 
93 


100 
100 


99. 
90 


75 
71 


70 
46 


2  13 
5.33* 


1  50* 


2  60* 
4  .50* 


1  9& 

2  00* 


1  00* 

2  67* 


2  06 
2  44* 


3  49 
5  25 


69 

54  ^ 


96 
66 


1  39 
3.05 

1.33 
1.42 


67 
26 


91  1 
74  8 


86 
08 


95  4 
81  3 


63  4 
40  5 


99 
93 


71  7 
49  0 


1  67* 

1  76* 

2  07 
1  97 


97 
89 


47  7 

20  6 


96 
64 

59 
35 

71 
63 


37 
55 


84 
63 


1  74 

2  46 

5  ^3 
7  bG 


28  2 
11  0 

67  1 

5^  3 


1  10 

1  84 

2  97 

3  55 

1  82 

2  07 

1  56 

2  05 

1  36 

Z^7^ 

1  75 

2  66 

5  81 

6  99 


30  6 

3  8 

77.0 
47  0 

43  8 

18  9 

91.  7 
75  2 

19  7 

4  0 

5?  9 
29  9 


2  35 
4  74 

1  25 
1  99 


51 
11 

73 
17 


1  74 

2  46 

1  &a 
4  2? 


8  9 
1  5 

47  4 
22  S 

le  3 

10  8 


78 
61 

3 
1 


3,63 

6  n 

1  69 

2  77 

4  32 

5  64 

1  66 

2  82 

2  37 

3  44 


12 
2 


67 
50 


56 
51 


5  65 
9  07 


24  4 
13  : 


3  0 
0  6 


57  0 
49  0 


13 
40 


6  03 
11  26 


NOTE 


.ndtcates  mean  1^  based  on  fewer  than  iO  cases 

^Includes  all  iiCtlve  an  associate  medical  3t*ff.  board*cert  1  f ied  and  nonb*?ard-certlfied    Excludes  courtesy,  consulting,  hon  rary. 
provisionals  or  other  medical  staff 
^Percentage  of  hospitals  within  each  bed  size  cateSor/  reporting  no  medic«l  staff  in  that  pa'    c^Iar  spccialtv 

^"pediatrics"  includes  pediatrics,  pediatric  allerft/*  and  pediatric  cardiolo8/.  Other  medi^-^I  specialties^  includes  allergy,  physiCiL 
medicine  and  xchabl  iLtation  ^  cardiovascular  diseases  ^  ^astroentet  oloRV .  pulivtonar/  diseas^^^  nephrolo^/*  nourolog/,  and  child 
ps/chiatr/j  "Other  siirsical  specialties"  includes  neurological  surger/  otolaryngology,  colon  and  tectal  sureory>  uroloR/.  oral  and 
maxillofacial  sur^er/i  "Patholog/"  includes  pathology  and  forensic  pathology.  "Radiolog/'  includes  radtolog/.  diagnostic  radiology,  and 
therapeutic  radioloS/^  ''Other  specialties"  include  aerospace  Tnedicine.  occupational  medicine^  general  preventive  ntedicine*  and  public 
health. 

SOUHCt-     U  S    Congress^  Office  of  Technology  Assessment,  anal/sis  of  dat^  i  rom  Airieric^n  Ho:>pital  Associatior^  1987  Survey  of  Hospittjls^ 
performed  for  Rural  H&alth  Cere  report  (s&e  app  C> 


2-^  ^ 
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Table  10-20--Average  Travel  Time  to  Physicians  ior 
Metropolitan  and  Nonmetropolltan  Residents,  1983 


Mean  trav&l  time  (mlrmtea) 
Typ»  of  tionoetro 
ph/siclat)  Metro     AIL    tfonf^m  Farm 


35 

ZG 

23 
36 
31 

17 

57 

Z2 

70 
ft 

86 
S3 
27 

31 


60 


UOll  Not  ail  metro  areas  are  included  SampU  sir- 
es in  some  cases  may  be  very  small  Statls* 
Lic<il  slfini  ficance  of  differences  in  t^mes 
cannot  be  calculated  Asterisks  i  *  J 
indicate  Lbat  no  on«  in  the  sample  m«t  the 
specifications  for  that  entry 

SOURCE  U.S.  Department  of  Health  and  Human  S<jr- 
vices.  Centers  for  Disease  Control*  Nat- 
ional Center  for  Health  Gtatist*cs.  Hyatt- 
sville.  MD.  unpublished  travel  t,ime  data 
from  the  1983  Nat^^nal  Health  Interview 
Survey  provided  b'^       .'arsons.  May  1969 

rural  residents  to  vi^ii  the  ph>Mtian  tlu^e^t  tu  ihei; 
homes. 

Counties  With  No  Physicians 

In  1988,  111  rural  counties  (with  an  aggregate 
resident  popiilatii^n  of  325,100)  had  no  physician  at 
all  (table  10-22)  (5//),  These  counties  are  concen- 
trated in  the  West  North  Central,  South  Atlantic, 
West  South  Central,  andMountain  census  divisions. 

^4ore  detailed  data  are  available  for  MD^  atone.  In 
1988,  176  "'^unties  (with  a  total  resident  population 
of  713,7t/  had  no  primary  care  MD  (table  10-23; 
O**^'  All  of  these  were  rural  counties  wiM  fewer 


than  25,000  teMdent^^,  <uA  lo6  v^eie  counties  with 
fewer  than  10,(X)0  le^j'^ents.  Well  over  one-half 
V  ere  frontier  counties.  Among  MDs,  general/family 
practitioners  are  the  most  ubiquitous  specialists; 
they  were  present  in  all  but  205  rural  counties  and  all 
but  2  urban  counties  (figure  10-2)  (6S;>), 

Changes  in  Rural  and  Urban  Physician  Supply 

Federal  policies  regarding  health  personnel  have 
been  influenced  not  Q^ily  by  GMEN  AC*;*  projections 
of  increases  in  supply  but  a^  lo  by  three  RAND  Corp, 
studies  conducted  in  the  early  1980s  which  sug- 
gested tl  at  overall  growth  in  physician  supply  would 
in  time  solve  the  pq^blem  of  geographic  maJdistribu- 
tion  of  physicians. 

All  three  studies  examined  changes  in  the  supply 
of  physicians  in  towns  with  populations  of 2,500  and 
more  during  the  1960s  and  1970s,  The  first  study 
(550)  found  that  the  number  of  board-certified 
specialists  per  capita  increased  more  in  smaller 
towns  rhan  in  larger  towns.  The  second  {436)  found 
that  by  1979,  nearly  every  town  of  more  than  2,500 
residents  had  ready  access  to  a  physician.  The  third 
(727)  found  that  96  percent  of  towns  with  a 
population  of  at  least  2,500  were  fewer  than  10  miles 
away  from  a  physician  and  that  98  percent  of  the 
U,S,  population  Hved  within  25  miles  of  a  general  or 
family  practitioner.  These  three  studies,  however, 
had  some  limitations:  they  excluded  towns  with 
fewer  than  2,500  residents,  the  results  were  domi- 
nated by  findings  in  towns  with  more  than  10,000 
residents,  and  they  excluded  DOs  and  Federal 
physicians  {318). 

From  these  three  studies  policyma^^eis  concluded 
that  market  forces  play  a  significant  role  in  the 
distribution  pattern  of  phy&ician^,  and  that  a  greater 
supply  of  physicians  in  a  particular  specialty  will 
lead  to  a  greater  diffusion  of  those  specialists  into 
rural  areas.  In  the  wake  of  RAND  and  GMENAC 
studies,  Federal  efforts  to  improve  the  geographic 
distribution  of  health  personnel  decreased  signifi- 
cantly {68,318462).  However,  more  recent  State 
and  national  studies  have  found  that  increases  in 
national  supply  have  not  consistently  produced 
corresponding  increas'^s  in  rxiral  supply,  particularly 
in  ^mail  or  isolated  ru.al  arca^,  and  that  rural/urban 
disparities  m  ijveiall  ph>sician  suppl>  have  actually 
Widened  during  the  past  tv^o  dcLdd^s.  Summaries  of 
the  studies  follow. 


All  physicians   20        25  2k 

All  pritta'T^  care 


physicians, ......... 

la 

20 

20 

\T6ne]r  -a  4      a v  v  i  v  l  on  e  f  s 

1  7 

1  R 

1  u 
lO 

Internists  * 

Zl 

32 

ir4ai  ST-ri  c  II  ans 

1  / 

Uiif  B  V  V  V  L  -4  V  -4  SI  1  / 

Synecoloeiats.  . . . 

19 

2U 

Z3 

Family  practitioners 

16 

20 

20 

Osteopaths  

1^ 

IG 

16 

hXX  secondary  car^ 

specialist's.  

37 

36 

Surgeons, ....  ...  . 

23 

25 

25 

Orthopedists 

24 

36 

35 

Ophth  fi  lAio  Log  i  s  t  s 

25 

kl 

39 

{4euroLogist». ... 

2e 

58 

56 

Radioloslst^/oncoioSists 

30 

58 

46 

Urolo6ists . 

23 

38 

3e 

Dennatologlsts  ^ 

20 

3^ 

3A 

Proctologists. 

22 

5* 

54 

Otolaryngologists 

2i 

3? 

37 

Ps/chv«trists. . 

24 

33 

33 

Anesthesiologists/ 

pathologists  . . 

20 

73 

73 

Other  specialists  

29 

AO 

^0 
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Table  10-21  Average  Travel  Time  to  Physicians  for  )40n metropolitan  Residents  by  Incomes 
Above  or  Below  the  Federal  Poverty  Level,  1983 


 Mean  travel  time  <miftut&s)  

Above  Below  Iticori^ 

Type  of  physician  All  tiqnm^tto       Poverty  Level      Poverty  Lavel  Unknown 


All  physLcionst  * ,  * ,                   *  * ,  .  * 

£^ 

All  ptim^ty  cate  physioifln?  h    ^  . 

20 

20 

22 

21 

Genatal  ptaetitioners. . ^ ^ ^ ^ ^  ..  . 

Id 

17 

21 

1$ 

rntemlBts  

32 

31 

35 

42 

Pediattleians  

23 

22 

28 

26 

Obfttottlelan/g^ecoloeists    .  .  . 

24 

25 

15 

33 

Family  ptacbltionets.  .  , 

20 

20 

20 

Osteopaths,                        .  H 

IS 

17 

15 

2 

All  secondary  cate  specialist?  

37 

36 

39 

46 

Sutgeons  

25 

24 

32 

30 

Otthopedisbs  

36 

36 

38 

28 

Ophthalmologists  ,  .... 

41 

38 

53 

70 

Neutologists  

58 

65 

46 

27 

Rad  i  ologi  st  s/ oticolog  i  sts  . 

58 

57 

25 

Utolo«lsts  

38 

35 

45 

62 

Deroiatnlosists.  

3^1 

33 

30 

40 

Ptoct*^  Jglsts  

54 

54 

Ctolatyr^o legists  . 

37 

35 

51 

44 

Psyc'u.aitists 

33 

35 

43 

14 

AnesthQS  LO log ists/ patho log ists 

73 

25 

120 

Othet  specialists 

40 

41 

13 

47 

MOTE.    Sample  sizes  m  some  cases  may  be  very  small,    statistical  significance  of  Jiifetences  in  times  cannot 
be  oelculatad.    Asterisks  (         indicate  that       ons  iti  the  sample  m^L  the  sp^c^f^cat^cns  fcr  that 
entty . 

SOURCE.    U.S.  Department  of  Health  and  Human  Services.  Centers  tot  Disease  ConLro',  National  Cantor  for  Health 
Statistics,  Hyattsville,  HD.  unpublished  travel  time  data  frctn  the  1983  Motional  health  fnteivi^f^ 
Sutvey  provided  by  E    Parsons,  Hay  1989 

NoHonat  Studies  Examining  Change  in  Rural 
Physician  Supply~j\  Bureau  o.'  He<illh  ftofeSAions 
(BHPr)  study  found  that  dunng  the  1970s,  the 
greatest  imptDvement  in  the  numb^jt  of  patient  ^aie 
and  office-based  primary  care  physicians  per  capita 
occurred  in  large  (more  than  25,000  residents)  rusd 
counties  and  smaU  urban  counties,  with  the  smalici 
rural  counties  experiencing  compoiatively  small 
increases  {683)*  A  study  of  p'-^sician  distribution 
trends  between  t950  and  1978  singled  out  those 
counties  v/ith  the  smallest  populatior.  and  the 
poorest  physician-to-population  ratios  as  those  with 
the  ieas^  improvement  in  supply  (205),  stud^  cf 
changes  in  physician  supply  in  individual  nual 
communities  between  1971  and  1981  found  that  a 
large  number  of  these  communities  did  not  cxperi 
ence  inaeases  in  physiciaii  supply,  and  that  sumv 
even  experienced  decreases  {738), 

A  stud>  H  f  young  physicians  settling  in  niral  areas 
between  19/5  and  1979  {332)  found  that  60  percent 
of  all  rural  counties  had  either  not  attracted  an>  nc^ 

1^ 


joung  ph>sicians  or  had  lost  some.  The  Northern 
and  Western  regions  had  the  most  success  attracting 
>oung  ph>!^icians,  while  the  Central  region  had  the 
least  success,  A  later  stud>  found  that  in  1983,  31 
percent  of  the  least  populated  as  compared  with  92 
per!.ent  of  the  most  populaieu  nual  counties  had 
gained  at  least  ^ne  >OMng  graduate  (334).  This  stud> 
!.un!.iuded  that  ph>sicians  tend  to  locate  in  larger, 
more  attracts;?  nir^  toirmunities,  arid  that  less 
attractivf*  communities  hd\.  diffli-ulty  attXi^vtaig 
physicians  withr^t  special  targeted  effons. 

More  recent  BHF^  data  indicate  that  relatively 
Aovi  in!.rea^€s  in  physician  \uppl>  in  smaU  rural 
ounties  have  continued  throu^  the  1980s.  From 
1979  to  1988,  the  number  of  offline  based  MDs  pci 
100,000resident^r<  ;  18  percent  innual counties  of 
fewer  than  10,000  residents  compared  with  23 
percent  in  all  rural  counties  and  25  percent  in  urban 
counties,  the  corresponding  increases  for  aU  patient 
vare  MDs  were  17,  24.  and  24  percent  (table  10-24) 
(686),  In  1C<>8*  the  int  .den^e  of  patiem  care  MDs  in 
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Table  10-22— Number  and  Resident  Population  of 
Nontnetropolitan*  Counties  Without  a  ProfesslonaNy 
Active  Physician  (fAD  or  DO).  19dO«  ^ 


Number  Resident 
o£  nvnnotto*  population 
counties  ot  coimties 


thiit«d  Stat«£   111  32^.100 

Itotthfittt   1  It,  900 

Kew  England   0  0 

Middle  Atlantic.  ...  1  'i*900 

Kftw  York   1  ^*900 

Hidm«t   49  138.600 

East  North  Central..  2  7.300 

Indiana.   1  5.400 

Michigan   1  1,900 

Woit  north  Central..  47  131.300 

Kttnsai   1  2.200 

Missouri   2  U.IOO 

Kebraska   19  40,700 

north  D*)t<?tfl. .     ■  10  32.100 

South  Dakota. . .   .  IS  40.200 

Sootli   37  137.200 

Sou'Jn  ^ti*»itic  lu  66.500 

Florida   1  6.600 

Georgia   10  37,200 

Kotth  Carolina,.  1  9.700 

Virginia   2  12.800 

East  South  Central.  G  36.000 

Miasiasippl. . .  3  19.200 

T^tmeasee.  H  .  .  .  r  16^800 

Weat  South  Central.  17  34.700 

Texas.  ...  17  34.700 

H^st   2^  4^^,400 

Hovintain   22  ^^0.700 

Colorado  4  7>00 

Idaho   3  12.400 

Montana  . .  9  12.200 

Kevada .  2  3 , 200 

New  Mexico  1  1.000 

Utah   3  <j.500 

Pacific.  .     .  Z  3.700 

Oregon.  2  3.700 


There  were  no  metro  oo^nt^r  without  an  act^v^  KD  oc 
DO  in  l98a. 

'IncLvidea  pbyaiciana  of  all  speclaLti      in  patient 


care,  research,  administration,  and  teaching  This 
ifl  a  listing  of  countiea  that  have  t^O  prof^aaional- 
ly  active  MD  and  no  ^rofesaionally  active  DO 
^Oata  from  the  American  Medical  Association  as  of 
Jan.   1,   X9&e.  Data  from  the  American  Osteopathic 
Aaaociatlon  aa  of  1987. 
Resident  population  is  only  for  thoae  cottntiea  in- 
cluded in  the  listing.   Reaidpot  copulation 
esbimatea  ara  for  1987. 
SCIJRCE:     r.C.  RickettS^  Hvita'     aalth  Research  Center. 

University  of  Korth  Carol*  Chapel  Hill. 
NC.  Analysis  of  unpubli^h*;^^  data  {provided 
by  the  Haalth  Resources  and  Services  Admln^ 
isbration)  conducted  under  contract  with 
the  Office  of  Technology  Assessment.  1989 


Table  10-23— Number  and  Hebident  Population  of 
Counties  Without  a  Primary  Care  MD»  ^  by  Type 
of  County,  1988^ 


Kumber  of 

Resident 

coimtles 

population 

Metro. ........  .......  H .   . . . 

0 

0 

Konmotro. ......... ^ ...... . 

176 

713.700 

50.000  and  over  

0 

0 

25.000  to  49,939.   .  . . 

0 

0 

10.000  to  2A.999.     . . . 

10 

119.500 

5.000  to  9.999  

47 

327.800 

2.500  to  4,999  

45 

160.300 

Fewar  than  2,500  

71* 

106. 100 

Population  <10.000. 

<**S  persons/s^are  inile 

112 

267 . 900 

>6    peraons/square  mile 

326.300 

a.s.  total  

176 

713*700 

^Excludes  Federal  MOs  and 

MDs  iit  the 

U   S  pOSB' 

essions. 

^Includes  general/family  practice,  general  internal 
redic  Ine.  e^eneral  pediatrics,  and  obstetrics/ 
gynecology. 

^American  Medical  Association  data  as  of  Jan.  1. 
1988 

SOURCE^  U.S  Department  of  Health  and  Human  Ser- 
vices. Health  Rasources  and  Services  Ad- 
ministration. Bureau  of  Health  Professions. 
Office  of  Oata  Analysis  and  Mana^tement. 
Rockvill<>.  MD,  unpublished  data  from  the 
Area  Resource  File  System  provided  to  OTA 
in  1^89  and  1990 

urban  counties  was  more  ur^  twice  as  high  as  in  all 
rural  counties  and  more  than  4  times  as  high  as  in 
rural  counties  of  fewer  than  lO^OOO  residents  (table 
10-24)  (686). 

A  characteristic  of  these  trend  data  (and  most 
detailed  trend  data  on  rural  health  personnel  in  this 
chapter)  is  that  the  uno^rlying  counties  \n  each 
category  ca..  change  dramatically  over  time  as 
counties  gain  orlose  population.  As  a  results  cha^^^i^s 
in  practitioner-to-pjpulation  ratios — particularly  in 
categories  vith  only  a  small  number  of  counties — 
can  be  abrupt^  making  trends  more  difficult  to 
interpret. 

As  the  RAND  studies  predicted,  specialties  with 
the  greatest  gjowth  rates  (i.e.»  the  nonprimary  care 
specialties)  appear  to  be  diffusing  to  small  rural 
counties  at  a  faster  rate  than  that  for  primary  care 
physicians.  For  primary  care  physicians  (MDs  and 
DOs),  increases  in  supply  were  actually  greater  in 
the  larger  rural  counties  than  in  urban  counties  (table 
!0-15)  (656).  Within  rural  counties,  liowcven  in- 
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Figure  10*2— Number  of  Counties  without  Selected  MD  Specialties  by 
Metropolitart/NonmetrOpoEitan  Status,  1988<> 


QerteralUamlly  practice 

Q«T*I  .urOTy  ^^^^^^ 
Q^nertl  mterrtal  mediclrto 
Ob«tetrlc«/oyft6colooy 


Qertertl  pediatric^ 
Radiology 


»9a 


An«th«lolOfly   ^^^^^^^^^^  « 


Psychiatry 


c  >o        1,000       1,600  ;a,ooo 
Number  of  counties  without  MO  specialist 


2,6oo 


!  NOnmetro 


Metro 


^&<c(udd&  Foderal  physicians  and  physid^  tn  th^  tl.S.  poss««sbrkS 

SOURCE.  OffK>&of  Technology  As3<K$m«n^t99{).Dat{>fr4ir.U^.Ddpar1^  Services.  Ha^hh 

Resoiffces  and  Service  Admbistpaiiort,  Bureau  ot  Hoallh  P/ofeas*ons,  OifK»  ot  Data  Analysis  aod 
Management,  'JnpUU^hod  I3dd«fataf;x}mth«  V^aResouroA  nie  data  system. 


creases  in  primary  care  j.^Kysiciafl  suppl)  viert 
directly  proportional  to  county  size,  with  flie  small 
est  counties  (fewer  than  2^00  residents)  expeii- 
encing  less  than  half  iJie  increase  of  the  large;>t 
counties  (25.000  or  niore  rei>ideji:.j>  Tc:  nonpriniary 
caie  physicians,  the  pattern  was  essentially  the 
reverse;  large  rural  counties  had  slightly  greater 
increases  than  did  urban  counties,  but  increase*  in 
nonprimary  care  physician  suppl)  within  rural 
counties  were  inversely  proportional  iv  coujty  si^c 
(table  10-15).  Within  coantis  s  of  fewer  th^-ii  10,000 
residents^  counties  with  6  or  fewer  i^Tsons  per 
square  nme  had  substantially  greater  ircreaijes  of 
primary  care  and  noapriniaiy  care  physicians  than 
counties  with  higher  population  densities  (table 
10-15)  (686).  oome  of  these  data  may  be  misleading, 
in  1975  V^?9  there  "  ere  so  few  noni^linary  core 
physicians  in  the  sm*.'jeit  mral  counties  that  their 
ratios  were  remarkabi)  sensitive  to  die  addition  of  a 
small  number  of  physicians  (uble  1046)  (6S6). 

Within  the  (wimary  care  specialtie;*,  the  supply  of 
general/family  f^actitioners  increased  more  slos\ly 
&om  1975  to  1988  in  rural  counties  {9.1  percent) 


tlian  in  urban  counties  (12.9  percent)^  and  actually 
decreased  in  rural  counties  with  fes\er  than  2,500 
residents  (  14,7  peicent)  (table  l0-16)  (650  ^ 
c^ontrast^  ht  supply  of  general  internists,  {.enexal 
pediatnvKians^  aiid  obsletncian/gyTiecolpgist>  mcieased 
more  in  ruial  than  in  urban  counties  during  ihjs 
period  {table  10-16)  (686). 

Kiiidig  and  Mo\a^saghi  imdertook  a  detailed 
^A^minatioi^  of  physician  a\ailabibty  m  the  684 
ni'^al  counties  having  fewer  than  10,0QG  re^^tdenb  m 
bc^th  1975  and  1985  {318;.  This  study  included  all 
active  Federal  and  non  FederiJ  MDs  and  DOs,  but 
e^^vluded  mterns  and  residents.)  Ttzy  fo«md  that 
from  I!J75  to  1985,  the  mean  ^vel  of  physician 
availability  increased  by  34  percent  in  the  United 
States  as  a  whole  but  by  only  14  percent  in  small 
rural  counties  ((able  10  18).  Percent  change  in 
pliysiMdn  tO'populdtioii  ratios  uuring  ihe  period 
tanged  from  5  percent  in  the  Wesf  South  Central 
region  to  37  percent  in  the  Pacific  region,  and  from 
85  percent  in  California  to  11  percent  m  'UinjLS 
\utD^c  10-18).  Primary  \.*uc^^  physician  a\ajiabiht} 
inert  ised  more  rapidly  in  all  roral  counties  (42 


'■■2 
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T^ble  I0**24--Total  MDs,  Patient  Care  MD$  and  Offlca^Based  MDs  Per  100,OOC  ResFdents  by  Type  of  County, 

1979  and198a» 


County  classification  Percant  cbanSai 


4nd  county  populbtioi 

1979 

19dd 

1975-88 

Total  MDs  i;er  ^^^.000  tosldftnts*' 

  219.3 

262  6 

19 

7 

Konaetro*  *  *  ........... 

  87.2 

108.5 

24 

4 

50  *  000  and  ovar ......... 

  lie. 3 

146."^ 

26 

\ 

25,000-49,999  

  86.8 

IOC.  2 

?2 

4 

10. 000-2*. 999  

  62.0 

74  7 

20 

5 

0-^.999  

  48.6 

58.2 

19 

6 

U.S.  total  

  18S.4 

227  7 

Patient  cars  MDs  Per 

lOo.OOO  residents^ 

Mati;0. ..............   +  +  .  +  +  . 

  174.3 

215.6 

23 

7 

KoniDetro. .................. 

  73.3 

90.5 

23 

5 

50*000  and  ov&r.......  . 

  97.5 

122  2 

25 

25.000-*9.999  

......  73.3 

69.9 

22 

6 

10.000"24*999  

  52.0 

61.3 

17 

9 

0-9,999  

.     .  40.5 

47  5 

17 

4 

U.S.  total. . .  ...  ...... 

  150.7 

187.2 

24 

3 

Offl''  -based  MDs  X>et 

100.000  tesiden^-s^ 

Metro. .........      .  H . . 

....              123  5 

153.8 

2A 

S 

Konmatro^ .......  ...  h  .  . . . 

  65.fi 

80  6 

22 

9 

50 r 000  and  over. .  . . 

  85  9 

107  0 

24 

6 

25,000-49.993  

66.4 

81  3 

Z2 

3 

10 r 000-24. 999  

46  7 

54.9 

17 

0-9.999  

37.4 

44  1 

17 

U.S.  total  

  no  0 

137  2 

24 

8 

*MD  data  tor  1988  are  as  of  Jan. 
^^1987  population  astiflcat^s  uar* 

X.    Prior  to  1986f  data 
used  to  «alcolsta  1968 

jire  a3  ot  Dac.  31. 

MD  ratJios      Pr;iOr  to  19SG. 

Population 

' imate?  used 

Mare  for  tho  same  Xaar  as  MD  data. 
SOURCI&:    U.S.  Departjnant  of  Health  ar.d  Hainan  Servi«esr  iJealtb  Re&our^e&  and  Serv:Ce&  Administratxon.  Buroau  of 
Boalth  Protassionsr  Office  of  Data  Analysis  and  Management,  Rockville.  MD.  onpublJi^had  data  ftotn  the 
Area  Resource  Fjile  system  provided  to  OTA  in  1989  and  1990 


percent)  than  in  all  urban  counties  (27  percent),  but 
increased  veiy  little  (9  percent)^  in  small  rural 
counties  (table  10-25)  (318).  • 

St(Ue  Studies  ExanJnii  'r  Changes  in  Rural 
Physician  Supply — Sevesral  State  studies  lend  sup^ 
port  to  the  findings  of  ihfi  nat-.onal  studies  mentioned 
above: 

♦  In  Pennsyhi'd^y  overall  physician-to-population 
ratios  increased  by  25  percent  in  rural  and  32 
percent  m  urban  counties  flrom  1970  to  1980.^ 
Ratios  for  general  and  family  practitioners 


actually  dropped  during  this  period  for  rural 
and  urban  counues  aiijce  (i45)?^ 

♦  fn  Minnesota,  the  primary  care^^  f^iysician-to- 
population  ratio  increased  by  63  percent  in 
urban  counties  from  1965  to  1985,  but  actually 
decreased  by  2  percent  in  nval  counties.  The 
ratios  of  o*iier  speciabsts  increased  m  smaller 
communities,  howeven  and  these  physicians 
may  actually  be  [xroviding  a  substantial  amount 
of  primary  cate  064). 

*  In  Georgia^  physician-to-poptilation  ratios  in- 
creased slightly  more  in  rural  areas  (28  percent) 
than  in  urban  3teas      perc<;nt)  btiween  1968 


2%icfease  wa*  g.?  pwccni  with  MPs  Only,  and  9.4  pcfcCQt  wtwu  DCs  w*rc  ijK:(udcd 
^Vus  aaalyuis  included  MPs  ^  JLK>5. 
^^Tids  ^laAyms  did  ooi  ioctude  DO^. 

Uiis  SPidy,  "pfiLnauy  rai^"  incJiadod  gcjicroWMiii^y  practice,  ptdtasnci.  tiucludtng  subsfH^iditirH).  <.d6  ix.\^\)iil  mcdtttiK  including 
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Jstbla  1(^2S^uppry  O)  Pn^mty  C&te  Physicians  in  Motropolrtan,  Nonmetropoil^t.  n,  and  Sntall  HofifmUopo\lXaf> 

Counties,  1975  and  1985* 


1225    19B5   Perc«nt  chctiEe  In 


Primary  care 

Percent 

Primary  c^re 

Percent 

number  of  primal 

phyaiciars 

of  all 

physicians 

of  all 

care  physicians 

per  lOOfOQO  patient  car« 

per  100 « 000 

patient  care 

per  100,000 

residents 

phyalclana 

residents 

physicians 

residents,  1975-5S 

Metro  ccunti«a  (HDs  only)  

59.  5 

^3.S 

75.5 

43.2 

27 

Konmetro  counties  (K!}a  only),. 

38. 1 

58  ^ 

53.9 

55.0 

41 

Honnv«tro  counties  vrlth 

MDs  only  

. .  32.2 

dl  0 

35  0 

77,9 

9 

MDtt  and  DO*  

.  :.7.3 

eo  7 

77  0 

U,S,  tot&l  {MDs  OAly)  

53.9 

46.0 

70.'^ 

44.9 

31 

^Excludes  loedical  residents  end  feXlovfs,  Includes  Seneral  practice,  facnlly  practice,  general  Internal 
laedlclne*  general  pediatrics,  ani  obstetrics/syi^acolosy . 

SOURCE.    D,A.  Kindig  end  H-  HovaeaaKhi-    The  Adequacy  of  physician  Supply  In  Small  Raral  Counties,  Health 
Affairs,  vol,  8,  Mo.  2,   1989,  pp.  63-76<  exhibit  3. 


and  1983,  but  wUe  variation  in  perctai  change 
existed  within  both  iirban  and  rural  areas.  In 
1983,  physician-io-population  ratios  in  Geor 
gia  were  still  twice  as  high  in  urbati  as  in  rural 
areas  (740). 

Who  Are  Rural  Physicians? 

Rural  areas  rely  much  more  heavily  t*^;***  vrban 
areas  on  primary  care  physicians  and  DOs,  Some 
rural  areas  also  rely  heavily  on  FMGs,  Rmal 
physicians  are  also  older  than  their  urban  counter- 
parts. 

Primary  Care  Physicians — In  1988,  primary  caie 
I^ysiciaas  accounted  for  8i  percent  of  ^  profes- 
sionally active  [Aysicians  in  rural  counties  with 
fewer  than  10,000  residents  and  57  percent  in  all 
rural  counties,  compared  with  38  percent  in  all  urban 
counties  and  40  percent  in  the  Unned  States  as  a 
whole  (686)}^ 

Doctors  of  Osteopathy — fa  1985,  DOs  m?ide  up 
15.3  percent  of  all  patien'  care  physicians  in  small 
rural  counties  compared  with  5,1  percent  f^T  the 
Umted  States  as  a  whole  (table  iO-iS)  (Ji*),  The 
distribution  of  DOs  by  Stats  is  highly  unevcE,  DOs 
constituted  as  much  as  74  percent  of  aU  patFeat  care 
phyMCians  in  Missouri's  small  rural  comities,  but 
were  entirely  absent  in  small  rural  counucs  m  Utah 
andNorti  Carolina  (table  10-18)  (J/o;, 


Foreign  Medical  Graduates  --Although  they  arc 
disproportionately  located  in  urban  areas,  FMGs 
nonetheless  play  a  significant  role  in  health  care  in 
some  rural  areas.  In  Georgia  in  1986,  f.-^  example, 
FMGs  were  actually  more  common  n  rural  areas: 
they  accounted'for  17  percent  of  physicians  in  rural 
counties  but  only  13  percent  in  urban  counties  (167), 
In  1985,  FMGs  accounted  for  percent  of  patient 
care  physicians  in  the  United  States  as  a  whole, 
compared  with  15  percent  in  rural  counties  with 
fewer  than  10,000  residents  (table  10-26)  (316).  Tlie 
proportion  of  patient  care  physicians  who  were 
FMGs,ht;weveT'  mcreaseii  much  more  quickly  from 
1975  to  1985  in  small  rural  counQes  than  in  the 
country  as  a  whole  (table  10-26)  (316),  indicatmg 
that  FMGs  pla>  an  increasingly  important  role  in 
nealth  care  in  sm^tll  niral  counties. 

The  Age  Distribution  o/Ru^  al  Physicians — The 
proportion  of  physicians  who  are  ^  oimg  (under  age 
35)  increased  substantially  bodi  urban  and  rural 
areas  from  1975  to  1985,  but  rural  physicians  on  the 
a\erage  are  still  older  dian  their  urban  counterparts 
(table  10-27)  (686),  Phys^^ians  age  65  and  over 
n..icie  1  )  13  percent  of  the  rural  physician  popula 
tion>  compared  with  9  pera:n^  in  urban  areas  (table 
lO~2V)  (656),  Elderly  physicians  make  up  an  even 


^^Includc*  MD$  OOc  Pnmary  cane  here  okIu^  Mlj^  ia  ^cncr^amxXj  i^ra^itce,  ^ciitral  .(iicrrial  rocdi^iiK.,  general  pcJ^^tcnc^ 
Qbsttf  ncVgynecoIogy,  and  aL :  ^Os  in  patknt  ceit. 

20  310  0  *  au  -  9  QL3  P  ^  l 
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Tabte  10*2&-Fo*'eign  Modical  Graduate  (FMG)  Physician  Suppty  in  Small      Nonmetropoman  Counties, 

1975  and  1965 


Percent  change 

1975 

1985 

in  proportion  of 

A£  e  percent 

As  a  percent 

all  patient  care 

Number 

of  all 

Nufuber 

of  all 

physicians  who 

of 

patient  cai 

patiefit  caro 

were  FMGs*( 

FMGs 

physicians 

fMSs 

physicians 

1975-85 

nonrootro  counties  with 

fewer  than  IQ^OOQ  residents 

17^ 

10 

325 

15 

50 



135 

10 

251 

15 

50 



35 

12 

20 

67 

Fevfer  then  2.500  

xo 

6 

14 

40 

Population  <  10*000. 

6  pel sons/ square  mil^ 

71 

12 

119 

17 

UZ 

>S  per sons/ square  mile 

103 

9 

206 

15 

67 

U.S.  total^  

^6.165*^ 

18  6 

62.525 

22  1 

19 

^Includes  MDs  and  00s 

^Htcludes  all  metro  and  nonmetro  counties 
^1976  fiSura. 

SOURCE.  I^A.  Klndig  and  H.  MovasSaghl.  'Trends  in  Physician  Supply  and  Char  acter  i  at  j  cs  Small  Rural 
Counties  of  the  United  States  1975-19&5."  National  Aural  Health  Ai>6ociation»  Kansas  City»  H0»  July 
1987. 


larger  percentage  (16  percent)  of  patient  care  physi- 
cians in  small  (fewer  than  10,000  residents)  rural 
counties  (316). 

Future  Supply  of  Rural  Physicians 

StebiUty  Rural  Physician  Practices — Many 
physicians  practicing  in  sinall  rural  counties  report- 
edly view  their  coui:ties  as  lacking  sufficient  health 
personnel  In  a  }988  survey  of  physicians  in  these 
aieas,^^  32  percent  of  the  respondents  indicated  that 
there  were  too  few  physicians  in  their  counties. 
Based  on  these  responses^  researchers  estimated  a 
need  for  a  SO  percent  Increase  relative  to  the  current 
supply  ofphysicians  in  thesecounties  (^05).  Twenty- 
six  percent  indicated  that  diey  wouJdbe  leaving  their 
respective  conimunities  within  5  years;  of  this 
group,  about  one-half  were  under  a^^AS  (405)^^  Of 
the  510  respondents^  5j  peaent  were  in  solo 
practice.  Although  this  particular  study  offered  no 
comparable  data  for  urban  physicians,  a  recent 
survey  of  Minnesota  physicians  found  differ^tnces 
between  rural  and  urban  practitioners.  Only  64 
percent  of  nural  physicians  surveyed  lepoited  that  it 
was  "very  likely''  they  would  continue  to  practice 

^^aia  ba.*c4  on  a  50  percent  nuutom  s^r^^  mail  survey  of  all  MDs  and  DCs  practicing  m  smatl  rural  countif^s  in  1^8  Tbc  survey  response  rate 
was  50pcrcdiit 

^^Pby^kiiuis  woe  uot  aslctd  whether  tbcy  plaDUod  to  rt\oc^t  to  an  uiban  01  to  another  niral  community 


Tat^e  10*^27— Distribution  of  Primary  Care  MDs  by  Age 
In  MetropoMtp'i  and  Nonmotropolitan  Counties, 
1975an(l1985 


1975  19a:  

As^  Me^ro    Nortctetro        Hetro  Honraetro 


<35  

,  ,  Z7f 

111 

33. 

IIX 

35-*4  

.  ,  ZZ 

23 

27 

30 

it^-5t*  

..  23 

29 

18 

18 

55-64  

. .  16 

22 

14 

19 

$5+  

.  ^  IX 

15 

13 

Total^.  - 

..  100 

100 

100 

100 

^Cxcludafi  federal  ph>slclans  and  ph/aicxans  in  the 
(1  S  possessions  Includes  physicians  in 
genarrl/faully  practice.  $en«raX  internal  cnadicine. 
general  pediatrics,  and  obstatrlcs/gynecOA.ofiy 

^Perc6tita$es  may  not  add  to  XDO  due  tc  roundlr;;^ 

SOURCE  U  Sr  Department  of  Realth  afid  Human  Ser- 
vices^ Health  Rasourcea  and  Services  Ad- 
min la  trat  ion,  Bur«ttu  of  Health  Professions* 
Office  of  t^ata  Antilyaia  and  Management. 
RockviLXe.  MD,  unpublished  da  from  the 
Area  Resource  File  system  prov*  ed  to  OTA 
in  1939  and  1990 
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Table  10*2d—PrGcttC8  Location  Preferences  of  Allopathic  Medical  School  Seniors,  1979  and  1989' 


SettlTtg  ffhor^  sLud^nt  would  inosb  liko  ^ 
prActics  upon  cocnplotlon  of  niodicAl  trAinin£^ 

Percent  of 
1979 

$eniofa 
1969 

Lar^e  an^  eooderAte  fti£«d  cities  and  suburbs    

59.1 

79.5 

Urge  city  (ojore  than  500. 000  roaident*)  

17.2 

23  7 

Suburb  o£  Urge  city  

10.1 

17.4 

City  ot  moc'ariiite  t\z^  (50^000  to  500^000  residents)   

2^.4 

29  9 

Stjburb  of  ttodorato  size  city  

e.4 

6.5 

Snjatt  city  or  to«n  (not  a  suburb)  

26  6 

12.0 

Small  city  (10*000  to  50*000  reiidaati""other  than  suburb) 

16  5 

9  1 

Town  (2*500  to  lO.OOO  roiidonti-- Other  than  suburb)   

e.i 

2  9 

Small  town  or  rural  area. ......    . .  .  .....   

3  2 

1.5 

Stejall  town  {£e«ar  than  2,500  -eald^ntiL..  .... 

1  s 

0  7 

Rural /unincorporated  area  .............  ... 

1.4 

0.6 

IFnd^cidad  or  no  pretarence. ................... 

6.6 

6.5 

Othor  

1.0 

HA 

Ko  response............  ........         .  . 

1  5 

0.4 

lotal^  

100  0 

100.0 

NOTE:       «  T)ot  applicable. 

^efloctft  prefer&noec  *  ^dldct^d  l>y  allopathic  msdlc.tl.  school  senior;^  on  a  ^jraduati^on  questionnaire      In  19:9. 

6,382  seTiio:rB  tor  55  percent  of  Ail  fxnal  yoar  -'^adents?  completed  the  questionnaire      In  1969.  11.175 

studetnts  (o:r  72  peicent  of  all  final  year  stud^^it-aJ  c^?n*PLeted  the  questionnaite 
^>oes  not  reflect  snetrn  or  non^otro  status  cf  area 
^Fercenta&OA  may  not  add  to  IQO  aue  to  rounding 

SOURCES,   Aaaociation  ot  American  Medical  Colla^eb.   j.979  Medi.^al  Stud^t^L  GraduatiQU-^esticinnaire  Survey 
Summary  Report  for  All  Schools  tVfashln^jLon.   I-C    A*aoi;latlon  of  American  Mi^dical  Colle^ea,  1979). 
Aaaociatltn  ot  A.fiarlca  j  Medlcrtl  Col'i-esea  ].9S9^  S«-jdviata  Quaatlonnaire  jteaulta    All  School  Smnaflry 
(wa*hlxis*^n,  DC;  Aasoclatlon  cf  Awerici^n  Kadical  Collages.  1969). 


medicuic  in  ihczr  current  geographic  area  during  the 
next  fev.'  ^eais,  tcmpared  with  74  percent  of 
physician^  Stacewidc  and  79  peri^eni  of  ph>  Mciarj^  in 
she  Twin  Cities  metro  mta  {173\ 

^jQCoHon  Choices  of  New  Medical  Graduates — 
AllOi  lihic  medical  school  graduates  are  increas- 
ingly expressing  a  reluctauce  to  choose  rural  prac- 
tice. In  1979, 27  percent  of  allopathic  medical  school 
semors  preferred  lo  piacdte  in  a  i^mall  city  or  larger 
town,  and  3  percent  preferred  smaJI  tovus  or  rural 
area^  (table  IO-28J  (5fl>.  By  1989,  these  proportions 
had  dropped  to  12  percent  and  1.5  perrenti  respec- 
tively (table  10-28)  (61).  Osteopathic  physicians 
seem  to  have  a  markedly  greater  inclination  tov^ards 
rural  practice  than  do  aUopaths.  !n  19&8i  21  percent 
of  senior  osceopatluc  medical  students  reported  thiU 
they  i  ..  *ided  lo  practice  in  communities  of  10,000 
to  SO ,000  people,  and  9  percent  intended  to  prat  ticc 
'Ji  communities  of  fewer  than  1C,000  pe.?ple  (2/) 

MIOLEYEL  PRACimOr^ERS 

Nurse  practitioners  (NPs),  cerii'iftd  nurse- 
midwives  (CNMs),  arid  physician  assi.tants  (PAs; 

RIC 


\ttc  box  10-B)  have  played  valuable  role&  in 
pruvidmg  primar)  health  care  services  traditionally 
provided  b>  physicians.  Often  referred  to  collec- 
tively as  "midltJvel  practitioners**  (MLPs)t  these 
ibrce  professional  groups  Irave  <Jeveloped  rapidly 
siiice  the  1960s  in  response  to  concerns  over 
f;eographic  iraldistribution  of  primary  care  provid- 
ers.  Although  MLPs  can  substitute  for  physicians  in 
many  instances  in  the  deliver)  of  priiriary  medical 
care,  tl^eii  scope  of  practice  js  more  limited.  State 
medi'^al  and  nurse  practice  lav^s  that  regulate  these 
professions  reqiarc  &ome  de^cc  of  physician  super- 
^Lswn  orcL>llaboratiou.  Witliin  their  areas  of  v.on:q>e 
t^ce,  MlPs  provide  v4ie  whose  quality  is  equiva- 
lent to  diat  of  careprv.vidcdb>  phjsicians,  and  ihej 
often  do  ar  a  comparanvely  lov<  ^ost  (6/7).  N?^ 
and,  to  d  lesser  extent,  PAs  see  fev^er  patieuts  ^nd 
^pend  moie  nme  witii  eai^h  patient  th*in  do  ph>si 
v.ians,  presumably  becaiijC  NPs  provide  rionmediv^al 
.'':emoes  such  as  counseling  and  health  cducr  Jon 
diinng  a  panent  visit  (6!7).  Noiw^ithstandmg  the 
quality  ind  v.ost  effcctivencs*.  of  MLP  -^arc,  tack  of 
Jircct  thj."d"PiU[ty  ciTvcxagt  fo:  MLP  ^ej\ices  haL 

t'i 
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Box  iO*B — Provider  Profiles:  Midlevel  Practitioners 
Nurse  Practitioners  (NPs) 

The  NP  piofession  developed  duilng  the  1960s  in  les^nse  lo  concerns  over  a  shortage  of  physicians  (617), 
NPs  are  legisteied  nurses  who  have  completed  advanced  training  programs  m  pnmaiy  health  care  delivery.  These 
prpgfpms  grant  either  certificates  or  master's  degrees  and  involve  from  9  months  to  2  years  of  ftiU-time  study. 
Functions  performed  by  NPi  include  health  assessment,  physical  examinations,  management  of  minor  acute  and 
chronic  ilbiesses,  development  of  plans  of  care,  patient  eduction  and  counseling,  health  promotion  and  disease 
prevention  activities,  and  coordination  of  health  care  services.  In  some  States  they  have  the  authority  to  prescnbe 
medication.  NPs  can  manage  patients  independently  of  physicians,  but  they  do  so  within  the  context  of  a  system 
that  allows  for  professional  consultation,  collaborative  management,  and,  when  appropriate,  referral  (6/7), 

Physician  Assistants  (PAs) 

The  PA  profession  also  developed  durL-*^  the  1960s  in  response  to  concerns  over  a  shortage  of  physicjans 
(617,671),  PAs  work  with  orunderthesupervisjor>of  ph^'sicians,  providing  diagnostic  and  therapeutic  patient  care. 
They  take  patient  histories.  perfo:ii  physical  examin:,^:ons  and  basic  diagnostic  tests,  develop  treatment  plans, 
counsel  patients  on  preventti^  health  behavior,  and  facilitate  referrals  to  other  health  or  soci^  service  facibtjcs 
(67/).  In  some  States,  they  have  the  au*hority  to  prescribe  :edain  medications  (/92),  PA  training  programs  provide 
an  average  ofSOweekseducation  in  the  basic  medical  sciences  andanother  52  weeks  in  various  clmical  disciplines, 
including  approximately  34  weeks  of  supervised  pnmaiy  v  are  clinical  experience  and  approximately  19  weeki>  in 
the  nonprimary  care  specialties.  Most  PA  programs  gram  either  bachelor's  or  associate  degrees,  depending  on  the 
program  stmctuie  and  the  educational  background  of  the  smdent  {192).  A  small  but  increasing  number  of  PA 
programs  are  now  granting  master's  degree:;  {{675),  While  NPs  and  CNMs  perform  both  nursmg  and  primary 
medicU  care  tasks,  PAs  pcrfomt  medit^al  tas^i  exclusively  {191). 

Certified  Nurse-Midwiyes  (CNMs) 

Trained  nurse-midwives  were  introduced  into  the  United  States  wtth  the  estabUshment  of  the  Frontier  Nursmg 
Service  in  rural  Kentucky  in  1925.  The  iirst  fonnal  training  program  opened  m  1931  {24),  A  CNM  js  educated  m 
the  two  disciplines  of  nursing  and  midwifery.  CNMs  provide  gynecological  care,  family  planning,and  prenatal  care. 
They  also  deliver  babies,  co*manag*"  high-risk  pregnancies  with  physicians,  and  care  for  mothers  and  infants  after 
pregnancy  {24,61 7)  Programs  preparing  CNMs  offereither  certificates  or  master's  degrees  {24).  Like  NPs,  CNMs 
can  practice  independently  of  p^iystcians.  but  only  within  a  context  that  provides  for  consultation,  collaborative 
manigement,  and  referrai  (24). 

Certified  Registered  Nurse  Anesthetists  (CRNA  s) 
CRN^s  are  baccalauicate-prepared  registered  nurses  who  have  completed  an  additional  24  to  36  months 
training  in  anesthesiology  in  an  accredited  program  and  have  passed  a  national  certification  exanunation  m  the 
specialty  (522).  CRNAs  substitute  for  anestiiesiologists  across  States  and  across  a  wide  range  of  procedures. 
Licensure  and  certification  laws  require  that  CRN/s  work  under  physician  supervision,  but  direct  supervision  by 
an  anesthesiologist  is  generally  not  required  (522). 


resulted  in  these  practitioners '  not  being  used  to  their 
fullest  potential  (6/7), 

This  section  examines  the  supply  and  geographic 
distribution  of  each  type  of  MLP.  Also  included  are 
supply  and  distributional  data  for  certified  registered 
nurse  anesthetists  (CRNAs),  who  often  substitute  for 
anesthesiologists  in  rural  facilities  (see  boTe  10-B), 
Studies  comparing  anesthesia  outcomes  by  provider 
type  have  found  no  significant  differences  between 
CRNA  and  MD  anesthesiologist-administered  serv- 
ices {75,200,211), 


Rir 


Nurse  Practitioners 

National  Supply  ^ 

&i  1988,  tliere  were  in  tiie  United  States  an 
estimated  56,043  RNs  who  had  completed  fonnal 
training  as  NPs  (5//).  Only  20,649  RN"^,  however, 
were  employed  with  the  po,utwn  title  of  nurse 
practitioner,  including  2J18  who  had  not  completed 
formal  tramtng  {511).  NPs  arc  employed  primarily 
m  ambulatory  care  settings  (about  33  percent)  and 
community  and  public  health  senings  (about  30 
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percent)  {673).  Another  27  percent  are  in  hQ:>pitaU 
{673)?^ 

The  future  supply  of  NPs  is  influenced  by  the 
availability  of  eligible  apfjKcants  as  well  as  by  ibe 
availability  of  slots  in  training  programs.  Most 
programs  preparing  bfPs  today  are  master's  level  (86 
percent  of  federally  funded  programs  in  1986),  in 
contrast  to  1973  when  most  programs  were  at  the 
certificate  level  (67/)*  Many  NP  traming progranL, 
require  a  baccalaureale  degree  in  nursing.  This  may 
a£fect  the  ability  of  rural  RNs,  who  are  less  likely  to 
have  a  baccalaureate  degree  {317),  to  obtain  ad- 
vanced degrees.  In  1984,  there  were  208  NP  training 
programs  in  the  United  States,  and  almost  one-half 
(9 1)  received  sonte  degree  of  Federal  support  {671), 
Anecdotal  reports  suggest  that  there  are  roughly  four 
jobs  available  for  every  new  NP  graduate  {603).  The 
geogr^hic  distribution  of  NPS  is  directly  related  to 
the  geographic  distribution  of  NP  training  programs 
{586). 

Rural  Supply 

The  proportion  of  NPs  in  rural  areas  decreased 
slightly  between  1984  and  1988.  Of  the  20,649  RNs 
employed  as  NPs  in  1988, 15.8  percent  were  in  rural 
areas  {511).  In  1984,  approximately  18  percent  were 
in  rural  areas  {671)?^  Preliminary  data  &om  the 
American  Acaderny  cf  Nurse  Practitioners*  (AANPs*) 
1988  National  Nurse  Practitioner  Survey  indicate 
that  30  percent  of  all  NPs  are  practicing  in  ^uuiHiUni 
ties  of  1,000  to  50,000  residents,  and  percent  are 
practicing  in  communities  of  fewer  than  1,OCO 
residents  (figure  10-3)  (/5).^ 

Some  State  data  on  the  rural-urban  distribution  of 
NPs  are  available.  For  exan:q>le: 

•  In  Texm^  in  1986,  aiqjroximately  12  percent  of 
the  State*s  1,046  board-approved  NP&  were 
practicing  in  rural  counties  (70S). 

o  In  Arizona,  in  1987,  the  NP  to-100>000  popu 
lation  ratio  ^as  12  in  rural  counties  a:,  com 
pared  with  Ij  in  urban  counties.^'  Among 
Arizona's  13  rural  counties,  NP-to- 100,000 
population  ratios  ranged  from  0  to  26  (220). 


Figure  tO<)— Distribution  of  Nurse  Practitioners 
by  Confimunity  SizOp  1988' 


\ 


°C<Mrir)dn%  3^9ck>9s  rK^f«fied  mo1rtArit>r^»etro  ^atua  Dala  based  or 
5^d7  r«3por0^  to  a  natkmal  raixforn  sanipl^  ^urv«y  of  nur^o  pracUtio* 
n«fa.  Exdudes  2)0  respondents  vvtio  dkJ  fwt  tndk^le  the  size  of  Ihetr 
oommuoHy. 

SOURCt  Office  of  Tedvwlogy  MsASsmainti  1990  Dflta  from  Amerfcan 
Academy  of  Nur«w  Prac1ition«rSr  Lowetii  MA,  unpublished  cteta 
th'k  lOSd  Nfldfonel  Nurse  Pracdtiooer  Survey. 

•  In  Georgia,  in  1983,  32  percent  of  NPS  were 
woiking  in  rural  areas  {535). 

•  In  Utah,  in  1986,  slightly  more  than  10  percent 
of  the  State's  252  licensed  NPs  were  practicing 
in  rural  counties  (iJ5). 

In  the  i960s,  nuny  NPs  practiced  independeptl> 
in  rural  satellite  clinics  under  supervision  of  physi- 
clans  in  neighboring  communities,  but  this  mode  -  f 
NP  practice  has  become  less  common  as  den  laiiw  ror 
NPs  in  a  variety  ofothei  nonrural  settings  ha^  grown 
{617),  Table  10-29  examines  selected  charactmstics 
of  NPs  practicing  in  communities  of  fewer  than 
1,000  residents,  communities  of  1,000  to  50,000 
residents,  and  communities  of  50,000  or  more 
residents  {i3)}^  Compared  vith'NPs  in  the  largest 
communities,  NPs  m  smaller  communities  are  more 
likely  to  specialize  in  family  health  and  to  have 
hospital  and  nursing  hoi.ie  privileges.  NPs  in  the 
smallest  communities  are  most  likely  to  be  em- 
ployed in  freestanding  primary  care  clinics,  NPs  m 
communities  of  1 ,000  to  50,000  residents  are  found 
mt^stly  in  private  practices  or  in  pubhc  healtl*  climcs. 


'because  l9S4disthbaaOEaJdataui(rlu<h»lIU45cnipl(>yod  wiUitfacp^  i?'£4dihl       Juuaicuviiifjiucijr  vMUi^atfLt 

Hawev6i«  nmsfrmklwives  wcie  only  a  small  proponjon  ^12  pcfceDl>  of  RNs  cmployDd  45  iuir5C'm]divivc&  ot  NF^  in  1984. 

^^'tticfc  ratios  ftre  based  oa  (be  total  4^8  buardLalifje4NF^  n^isidii^g.QAnzjoiiain  U'^&TanJitttty  bcv^ac&<uTidii^<jf  Avro^^^^ppi/ 4Lrh^cihcik>^u4'iiy 
of  these  NPs  was  not  exftmincd. 

^    footnote  36. 
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Table  1D-S^$-^haracterl5tic$  of  Practicing  Nurses  Practitioners  (NHs)  by  Community  Population  Size,  1988* 


Few«r  than  1.000        1,000       50.000  More  than 

resid^ts  residents  50.000  res^dent^ 

(H  •  1,221  (H  -  1,7713  (H  *  3,88*1 


 Ptirctint  of  MPs- 

Specialty: 


eaiaii.y  neQltrt^    -    +  .  . 

59 

j£ . 

a 
o 

Aavii.t  nef^iLrL^  

3 

10 

8 

1.  f 

12 

'I 
-3 

ID  . 

0 

Gerontolo^i  c  tioslth  

'I 

3 

1 . 

9 

WlritUU^y  ^U-l^V^Q     |[vfl^vl[+                +  . 

J 

M 
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J 

7 
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J 

i  V 

F5yc)ii  ftti  r  1  c /ooent^  1  It'll 
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•J 

0 

1 

9 

Q 

Otb^r  *  *  * .  *  ^  ^ .  *  ^  . 

13 

1 

10 

J 

15 

9 

Tot^l  

100 

0 

100, 

0 

100 

0 

EducAtion: 

KAstof^  deSr^c  or  Src^t^r 

33 

'\'\ 

^ 

66 

^(^ 

vv 

O 

*  7 

5 

Tot^l + . 

100 

100 

100 

Q 

Qjjpljjyineiit  setting: 

?rivat«  Practice  (with  ^ 

wJithovit  a  physician) 

9 

2 

20 

8 

H 

5 

HMO  

0 

8 

3 

0 

10 

Fre«5tand.rLS 

primary  care  clonic 

k7 

5 

16 

e 

U 

7 

Hospital  Outpetveirtt  cLinic 

3 

3 

s 

7 

Public  health  ^l^irtic 

7 

5 

IS 

1 

7 

9 

Ho*pitel  inpatj,«rtt  vini^. 

^ 

^ 

6 

5 

8 

Extended  z^zo  facility 

2 

S 

1 

1 

7 

School/ cc^  11 

s 

0 

11 

7 

11 

7 

Occ^jpational  health 

2 

5 

Z 

9 

2 

Otber  .... 

16 

3 

13 

16 

2 

Total 

100 

0 

lOO 

0 

100 

0 

Other  chAiTACteristic^: 

Perceirtt  of  MPs  having 

h07Pj.taL  privileges 

27 

1 

^6 

0 

Percent  of  MPs  havinfe 

nursing  home  privileges 

9 

$ 

,^ 

9 

Percent  of  tlPs  carina 

for  Patients  over  <ige  &S 

9 

te 

so 

"Coomunlty  population  ^ize  was  self- reported  and  self-deflne^d    It  dne^s  not  reflect  metro  or  norLrretro  location 
SOURCE'     Aroericairt  AcadtTpV  of  Hu-se  Practitioners.  LowoU.  f'lA.  unPyb;i&h(*d  data  from  thp  1986  Nurs*^  Prac- 
titioner Survey 


and  NPs  in  the  largest  communities  are  more  \ikely 
to  be  /otmd  01  private  practices  or  hospital  outpatient 
clinics.  Approjdmately  one-third  of  NPs  in  the 
smaller  communities  have  a  master's  or  doctoral 
degree,  compared  with  over  one-half  of  thoM?  in  the 
lar;  it  communities  (IS). 

Hiysician  Assistants 

National  Supply 

In  1987,  there  were  an  estimated  19,446  PA^ 
licensed  to  practice  in  the  United  States,  an  increase 
of  15  percent  over  only  2  years  earlier  (67/). 

ERIC 


Approximately  80  percent  of  these  PAs  were  in- 
volved  in  patient  care  (071).  The  distnbutton  of  PAs 
by  State  is  closely  linked  (o  the  presence  of  PA 
training  programs  (table  10-30)  (62,671),  Dramatic 
differences  in  estimated  PA  population  epiist  among 
States,  ranging  from  2,508  PAs  in  California  to  only 
35  in  Delaware.  The  East  South  Central  had  the 
lowest  regional  PA  population  (648  PAs)  in  1987, 
while  tlie  Middle  Atlantic  had  the  highest  0,793 
PAs)  (62.071).  PA  distribution  maj  also  be  influ- 
enced b>  Stdte  law^  andreguUuun^  regarding  PAs' 
scope  of  practice.  In  ^ome  Sutes.  PAs  are  reqaired 
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Tabid  10-30— Numt^r  of  Physician  Ass'^tants  (PAs)r  t987,  and  Number  of  PA  Training  Programs,  1989, 

by  Region  and  State 


Humbei  of 
FA  training 


number  of  PAs* 
1967** 


BartttMttt  

Hw  Enslond  

Co£m.:ctlcut , , . 
Kaln«  

Hhodo  Island . , 
Veroofttt  


  51 

  1* 

  2 

  X 

  0 

  1 

0 

  0 

  0 

Mlddl«  Atlantic   12 


Hew  Jei9«y  

Hev^  York  

Pwnsylvonla 

Hi<btost  

East  t?oith  Central  

Illinois  

Indiana  

ttldilson  

Ohio  

Wisconsin,  

Wost  Koith  Centisl.  . 

lovra , , ,  *  *  * .  * 

Kansas. 

Minnesota, ........... 

tjissoitii  

Hebiaska   * 

Hoith  Dakota  

South  Dakota. 

South  

South  Atlantic  

Delaware, , ,  

District  of  Columbia. 


1 

7 

13 
7 
1 
0 
2 
3 
1 

2 
1 
0 
1 
1 
1 
0 
17 
9 
0 
2 


19.445 
5.082 
X,239 
406 
192 
455 
105 
&9 
80 
3.793 
232 
2.465 
1,096 
3 1 367 
2,129 
229 
147 
700 
696 
355 
1,238 
236 
226 
177 
178 
175 
127 
117 
6,21* 
4,062 
35 
106 


Humbei  of 
PA  tislnins 
prosrams.  1989* 


Estl^Dated 
number  of  FAt, 
1987** 


Florida  

Oeorsia. .......  . . 

Maryland. ......... 

Horth  Caroline  

South  Carolina  

Virslnia  

West  Virginia  

East  South  Central, H 

Alahama  

Kent'tcky  

Mississippi  

Temtess**  

West  South  Central. H 

Arkansas. 

Loulal jna. , .  . ,  . . 

Oklahoma  

texaj  

WMt  

^Sountain. - . 

Arizona. ...     ...  h 

Colorado. . . .  h  . .  .  , 

Idikho. ,  > . .    ■   •  * 

Montana. ......  . 

Hevada. ..... 

H<w  Mexico  

Utah  

Wyocning. . 
Pacific  

Alaska, . . 

California. 

Hawaii, . . 

OreSon, . 

Washington . 


1 

846 

2 

656 

X 

751 

2 

905 

0 

2Q2 

0 

346 

1 

203 

3 

643 

1 

169 

1 

209 

0 

32 

1 

238 

5 

1 . 524 

0 

48 

0 

105 

1 

335 

4 

1,036 

7 

4,C>40 

2 

1.255 

277 

1 

392 

0 

54 

0 

41 

0 

62 

0 

247 

1 

120 

0 

42 

5 

3,385 

0 

169 

4 

2i508 

0 

70 

0 

146 

1 

492 

^Programs  must  be  a^^^r^a^tad  in  ordejr  to  firaduato  FAs    As  of  Hov«niber  1989,  four  ad<iitional  FA  tcaining 
programs  w«re  avaitins  accctiditatlon. 
n)i?ludes  PAs  not  involved  in  patient  caro, 

SOURCES,  U,S.  Ddpartoent  of  Health  and  Human  Services,  Bealth  Resources  and  Services  Administiatlun,  Bureai^ 
of  Haalth  Pro*  f flssions.  Sixth  Report  to  The  President  &  Congress  on  The  Status  of  Health  PpJLSnpjiel 
In  The  United  States.  DHHS  Pub,  Ko.  HRS-P'OD" 88"  1  CRotjkville,  MD,  HRSA,  June  1968),  taMe  4-3, 
Association  ol  Physician  Assis-tant  Programs.  PhYslclan  Assistant  Proftr^na  Hatlonal  ]>irectory  1969- 
90  (Alexandria,  VA:  APAP,  19&9) 


to  practice  under  the  direct  persunal  supervisjon  of 
a  physician  (16)  (see  ch,  12), 

The  percentage  of  PAs  in  primary  care  practice  is 
large  but  decreasing.  In  1 986,  only  65  percent  of  all 
PAs  were  in  family  practice,  compared  with  74 
percent  in  1978  (table  10-31)  (67/),  Conversely,  the 
percentage  of  PAs  in  the  medical  and  sutgical 
subspecialties  has  increased  significantly  (67/) 
This  trend  parallels  that  in  the  physician  population, 
possibly  becans^^  of  the  close  relationsiiit*  betv^etn 
PA  and  physician  practice. 


Pronounced  changes  in  the  distribution  of  PAs  b> 
practice  settinghave  also  been  occurring.  From  198 1 
to  1984,  the  proportion  of  patient  care  PAs  in  solo 
office-based  practice  decreased  from  18  to  15 
percent  while  the  proportion  of  PAs  practicing  in 
hospitals,  HMOs,  office-based  group  practice,  and 
pnsons  increased  (67/),  The  increase  in  hospital- 
based  PAs  IS  likely  to  be  further  influenced  by  the 
recent  broadening  in  1986  (Public  Law  99-509)  of 
Medicare  reiinbur&eme  it  policies  for  PA  !*er\ice& 
provided  in  hospitals,  SKiUed  nursing  facilities,  and 
jniermediaie  care  facilities.  According  Id  the  Ameri 
can  Academy  of  Physician  Assistants  (AAPA)  and 

P7,j 
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Table  10^1— Distribution    Physldan  Assmanis 
by  Sp^dalty,  1978  and  1986* 


1976 

1986 

Specialty 

(K-3.416) 

(N-8.330} 

Prijaary  c^re  specialties  

74.21 

6S,1I 

Family  pjractice  

.  .  52.0 

37,3 

Gmar^l  internal  o^dicine 

13  5 

J^ersofticy  ntediciite  

4.3 

G«norfil  pe^JiAtrics  

3.3 

5.8 

Obst«trica/syii&colosy,  .  . 

2.0 

4.2 

Kedicai  subspecialties  

6.3 

5.4 

SurSicsl  ftp«cialtios  

.  tl.7 

19^2 

7.8 

10.3** 

Totftl*,*  

,  100.0 

100.0 

'Data  are  bas«4  on  t^^o  national  9«inple  surveys  o£ 


^Include*  1.9  percent  industrial  m^diciDe  and  1-3 
percent  psychiatry, 

^Pervontasos  may  not  add       \00  due  to  rotmdinS. 

SOURCE:    U.S.  department  of  Health  &  Human  Servlca». 

Health  Resources  and  Services  Adtninistra~ 
tion.  Bureau  of  Health  Profesjiion^*  Sijct^ 
Rgport_to  the  President  ^  ConKreJiJi  on  the 
Status  of^Health  \  .rsor.nel  In  the  United 
States.  DHHS  P«b    Ko    HRS-P-OD-Se-l  (Rock- 
viUe*  HD;  HHSA*  June  1988K  tablv  4^6, 

Others,  there  has  recently  been  an  increased  demand 
for  PAs  to  fill  hospital  surgical  resident  house  staff 
positions,  where  they  are  believed  to  improve 
^ality  of  care  as  well  as  to  help  minimize  costs 
(470^71).  A  threefold  increase  in  the  demand  for 
PAs  in  Federal  prisons  is  anticipated  as  the  size  and 
number  of  prisons  expand  {192),  Increased  demand 
for  PAs  in  these  srttHigs^  along  with  the  nend  away 
fiom  primary  care  specialty  practice,  is  likely  to 
have  a  significant  impact  on  the  future  supply  of  PAs 
i:^  rural  areas. 

Approximately  1,200  new  gr^uates  are  added 
annually  to  the  PA  pool,  and  approximately  90 
percent  of  these  enter  active  clinical  practice  {671), 
The  EHPr  projects  that  the  total  number  of  PAs 
could  more  than  double  by  the  year  2020  {671\ 
Nonetheless,  PA  programs  reported  an  average  of 
more  than  seven  available  jobs  per  graduate  for  the 
1988  class  {1S)P 


Rural  Supply 

Little  is  known  about  the  rural  supply  of  PAs<  PAs 
are  slightly  more  likely  (39  percent — figure  10*4)  to 
practice  in  communities  w'th  fewer  than  50,000 
residents  than  arc  NPs  (32  percent— figure  10-3) 
{13,17).  Recent  evidence  suggests  that  the  propor- 
tion of  PAs  practicing  in  very  small  communities  has 
decreased  and  will  contiruic  to  do  so.  In  1981,  27 
percent  of  all  professionally  active  PAs  were  practic- 
ing in  communities  of  fewer  than  10,000  residents 
{671),  In  1989,  onfy  20  percent  were  practicing  in 
communities  of  this  size;  an  additional  19  percent 
were  in  communities  of  10,000  to  49,999  residents, 
and  the  remainder  (61  percent)  were  in  larger 
communities  (figure  104)  {17)J^  The  36  PA  train- 
ing programs  that  received  Federal  funds  in  1986 
reported  fiat  approximately  one-third  of  their  gradu- 
ates were  practicing  in  primary  care  HMSAs  (677), 
with  r^ent  data  indicating  a  trend  toward  PAs 
practichig  in  the  urban  as  opposed  to  the  nual 
shortage  areas  {721). 

Data  from  selected  States  indicate  a  substantial 
proportion  of  PAs  in  rural  practice. 

•  In  Arizona,  in  1987,  approximately  30  percent 
of  the  State's  licensed  PAs  were  located  in  rural 
counties,  making  tlieir  PA-to-population  ratio 
higher  than  that  of  urban  counties  (8  v.  6  per 
100,000  residents)  {^20). 

•  MTVxoj,  in  1986, 66  percent  of  the  Stale's  412 
PAs  were  practicing  in  rural  counties  {708). 

•  /«f//aA,  inl986,37percentofthe75  PAswere 
practicing  in  rural  counties  {158), 

•  In  Okhhoma,  in  1987,  the  distribution  of  PAs 
showed  a  somewhat  different  pattern.  Twenty- 
eight  percent  of  all  PAs  were  located  in  rural 
counties,  but  the  R\-to- 100,000  population 
ratio  was  almo&t  twice  as  high  in  urban  counties 
(7.4)  as  in  rural  counties  (4.0)  {451), 

Table  10-32  describes  selected  characteristics  of 
PAs  by  size  of  community  in  1989.  The  specialty 
distribution  of  P^^  differed  greatly  by  community 
size,  with  PAs  in  small  communities  (fewer  than 
10,000  residents)  and  small  cities  (10,000-250,000 
resident^)  employed  mostly  in  family  practice,  and 


^Asedoaasufvcyof  PA|m>giBmdir«ctor9condaciediiiFd>n^  19SS  Dlrtciois  wen:Q3kedH  l^ofbowmanyPA  j<n>po5itiQDstItcybadbec]iiiukdtc 
tfwate  over  ibe  past  12  mofDiluuid2)boiwiuaiiy  oewPAp^Mitsihc^  in  1^8.  r^omUicscdats.  AAFAcokulated  foi  c»cii  pfograxb  C»  ratio  of 
mailable  po^ti^  to  PA  graduates  Tbe  unweighted  avcmge  of  aJI  ratios  was  7-5.1-  AUpiDgiam]  ftported  a  rauo  equal  to  or  greaier  lhan  2  I.  Wbcn 
tA^LJtA  (be  $at>)eciive  questicm.  ''Doyoufcd  tbeic  ^  ^  ^^kottase  of  PAs^/'  all  prograois  respond^  **yes''  UM^2). 

^'^Sec  footnote  36.  Commuoities  with  fewer  iban  50vOGO  m^ideni^  may  \K  u  cither  nual  of  urban 
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Table  l(M2— Characteristics  of  Practicing  Physkctan  Assistants  by  CommunUy  Population  Size. 


Fewer  than  LO^OOO  LO^OOO  to  250^000  More  than  2^0,000 

reside;it9  residents  re$id0nt< 


FrlBuy  spocialty; 


FAmiLy/c^neraL  practice  

67 

36 

24 

Eaer^ertcy  medicine.  

6 

6 

5 

Internal  medi  c Ine ................  ....  . 

« 

9 

U 

General  pediatrics  ..........  ...... 

3 

i* 

3 

Orthopedics  

3 

7 

6 

Indus t  r La L /o c  c upat i  ona I 

modicine. .........  , 

2 

3 

5 

Geriatrics.  

2 

1 

3 

General  surgory. ..................... 

2 

5 

6 

QbstQtrics/gynecoLogy  

1 

5 

6 

Other  

8 

31 

Total*  

100 

100 

100 

Fmtictt  Sottii:!^: 

Group  office  

17 

27 

19 

Zolo  0££iC'9  

13 

9 

Hursing  horn*. ........... 

1 

1 

2 

PVibiic  hospital  

7 

13 

12 

Private  hospital  

10 

17 

Public  clinic  

i* 

& 

6 

Private  clinic    

7 

9 

Rural  clinic  

21 

1 

Inner  city  clinic ...  .   

0 

1 

4 

Other  cilnlc  

K 

12 

7 

HMO  

1 

7 

14 

Prison/jail  

4 

2 

1 

Other  noni^linic  

1 

1 

1 

Total*=  

100 

100 

100 

R^abor  ot  yo^xn  in  currant  practice  sottins: 

Less  than  1  year.  .......  

19 

23 

1  to  3  years  

26 

30 

3? 

4  to  6  years. .......     .  ... 

21 

18 

21 

/  to  a  years . . . 

I J 

1 J 

iO  years  or  iiK>r«.  . 

20 

IS 

7 

UoJtnovm  

0 

■a 

0 

Totnl*   

loo 

100 

100 

Acvdealc  Da^rod: 

Certificate                           .  . 

14 

9 

4 

Bschelor's  

66 

66 

74 

Master's. .........             .  ^  . 

7 

12 

13 

Associate.  

14 

10 

Doctorate. . .  ... 

1 

1 

None  Atated  .... 

1 

0 

Total'^ .  . 

100 

100 

100 

Sex: 

M  le  

71 

63 

5^ 

Feotale. ...... 

37 

Total*  

100 

100 

100 

Aror^s^  A6«  (in  years) 

40  7 

ja  S 

37  4 

NOTE;  *      loss  than  D.S  percent  of  total 

^This  Inforroation  is  derived  from  the  American  Acftde"»y  of  Physician  Assistants'    1969  Prest^riptwe  Pj:attn.B 
Survey  and  is  statistically  representative  of  metnber  and  noiunt-nber  physitian  -as^. litauts^  ifi  coirjnanities 
all  sixes. 

Coaimmity  population  site  was  self  reported  and  self  defined  It  doe^  riot  reflei^t  iwetro  or  ri^jfuuotnj  lo^dtiuii 
•^Percentages  my  no*,  add  to  100  due  to  rounding 

SOURCE.  Amar*C*n  Academy  of  Physician  Assistants.   Alexandria.   VA.   ufijJubl  lE^ledl  diata  fionv  the  1^^^* 
Prfljcriptivo  Practice  Survey  provided  to  OTA  in  1909 
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Flgtir^  KM^DlsthbtJtlon  of  Physician  Assistants 
by  Community  3lze,  lgag* 


in 


ftR*prts«rtte  l(icatton  <rf  FlAs"  m^or  pracUf*  saftmg  Bas»d  on  1,586 
response  b  et  1989  «ampl»  ^rv«y  of  Commuraly  siZ9  was 
s«lf-d«fln«J  and  ^H-report«J.  aod        not  rofiact  metio'nonmetro 

Jocfllion. 

^Kttmi  perc«n[«(^d  (24,G2)  wa^  rounded  to  24  percdnl  for  lh»  purpose 

SOURCE:  OtTtCQ  ot  Technology  As^ossmerrtp  1990  Data  from  Am«ncan 
Academy  of  Physic«an  AssistanU^  AfexaiKfi^n  V^.  unpubhshod 
data  Irom  Xh^  1989     Prodcnptive  PractK^  Survey 

R\s  in  large  cities  {more  than  250,000  residents) 
employed  mostly  in  other  medical  and  surgical 
subspecialties  (IT),  Mere  small  community  and 
small  city  PAs  than  large  city  pAs  were  in  solo 
practice  settings,  and  fewer  were  in  group  practice, 
hospital,  and  HMO  settings,  pAs  in  small  communi- 
ties were  considerably  older,  were  more  likely  to  be 
male,  had  lower  salaries,  and  tended  to  have  been  in 
their  current  employment  setting  much  longer  than 
PAs  in  small  and  large  cities.  Small  commumty  PAs 
were  also  less  likelv  than  PAs  m  small  and  large 
cities  to  have  at  least  a  bachelor's  degree  {IT). 

Certified  Nurse-Mid .  (V^^ 

National  Supply 

As  of  January  1990,  4,260  imrse-midwives  had 
been  certified  by  the  American  College  of  Nurse- 
Mdwives  (ACNM)  (27),  a  67  percent  increase  over 
the  number  in  1982  (2,550)  i23a)V  Seventy-one 
percent  of  all  CNMs  responding  to  a  1988  ACNM 
survey  were  practicing  nurse-midwifery  (342).  The 
Division  of  Nursing  estimates  that  there  were  some 
2,886  practicing  nurse-midwives  in  the  United 
States  in  1988,  but  it  does  not  distinguish  between 
those  who  were  certified  by  the  ACNM  and  those 


who  were  not  {681).  Almost  one-fourth  of  CNi*ls 
responding  to  the  1988  ACNM  survey  were  em- 
ployed by  hospitals  (342).  Seventeen  percent  were 
employed  by  physicians,  and  9  percent  were  em- 
ployed by  other  CNMs  or  were  in  private  practice 
(342).  Twenty-five  nurse-midwifery  education  pro- 
grams were  in  operation  in  ?Jie  United  States  at  the 
^nd  of  1987  (2/). 

Studies  have  shuwn  thai  CNMs  can  manage 
normal  pregnancies  at  least  as  well  as  physicians 
{169^59^02^04^05).  Numerous  factors,  includ- 
ing lack  of  physician  acceptance,  liability  coverage 
costs  and  availability,  and  reimbursement  coverage, 
Irnve  influenced  the  characteristics  and  location  of 
CNM  practice. 

Rural  Supply 

Although  infoimation  regarding  the  national 
rural/urban  distribution  of  CNMs  is  available,  sur- 
vey data  show  that  the  proportion  of  CNMs  m 
smaller  communities  has  decreased  in  recent  years. 
The  proportion  of  active  CNMs  practicmg  m  com- 
munities of  fewer  than  50,000  residents  decreased 
by  over  10  percentage  points  m  both  small  (fewer 
than  10,000  residents)  and  tmd-sized  (10.000  to 
49,999  residents)  communities  between  1982  and 
1987  {table  10-33)  (2Jii,2<5).'*2 

State  data  indicate  that  the  distribution  and 
*'ctivi*)  of  (TNMs  varj^  considerably  between  rural 
and  urbai  areas. 

•  InArizona/in  1987,  although  only  one-half  of 
CNMs  in  urban  counties  were  practicing  mid- 
wifery, all  of  the  21  CNMs  in  rural  counties 
were  delivering  babies.  CNMs  attended  4 
percent  of  all  dehveries  m  Anzona  in  1985,  and 
in  j;ome  rural  counties  the>  delivered  more  than 
50  percent  of  the  total  county  births  (220).^^ 

•  In  Texas,  in  1986,  22  percent  of  the  79  CNMs 
practicing  nurse-midwifery  were  practicing  in 
rural  counties  (708). 

•  In  Utah,  in  1986,  only  I  of  the  42  known 
employed  CNMs  was  practicjng  in  a  rural 
county.  Only  one  rural  hospital  m  Utah  granted 
delivery  pnvileges  to  nurse-midwives  in  1987. 


^iPaiaonlhrgeogi^phicdiistnbuiiOnandchaxacicnsMcsorCNMswereavaibbte  191^        I9R8.K't5cdci]isiirv(7SCo[t()u<:ic<1by  ihcACNM 
Tbc  ACNM  is  jtc  only  naitoaal  cerufying  body  for  (mrse-mi*iwivts 
*^Scc  footnore  36 

*^Mo«l  CNMs  dcMvcnng  babies  i"^       Arizona  coimucs  w<jik  onlndjan  rcscr^.  tn^^^rnl  i*rc  (MTiplo>c(J  by  riic  lAiiMn  Mcahh  Servjcc  tJ-;/) 
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Tabl9 10-33-— Distribution  of  Ptactrctng  Certrfted  Nui  se~ 
Mfdwives  (CNMs)  by  Community  Poputstlon  Size, 
1982  and 


i9ez 

1987 

C<MiiDunlty  population^ 

(H-1.065) 

CH"1. 526> 

F^^r  than  LO.OOO  

S  71 

7.9t 

10.000  to  4d.d9d  

.  .  .  U.5 

13  7 

50.000  to  199.909  

17.* 

20.0 

*00  to  499. &99. 

13  2 

10  6 

40  '6 

39  0 

Total**  

100.0 

100  0 

^Represents  comtnunl ty 

population 

o£  CUKs' 

ptiAAty  work  sit«. 
^Data  ar«  baaod  on  the  1962  otxd  1^67  Americar.  College 
of  Hutse-Mldwlves  iCHM>  Surveys  and  c^nly  reflect 
characteristics  of  nut5o"midwlv»»  who  are  <!8rtii;ed 
eccordinft  to  the  requitomentn  of  the  ACHM.  D«tfi  for 
1982  ate  based  On  tespons^n  from  1.68*  CNMs  {66t  Of 
all  CNMa  in  1982)  D  ^  for  198/  ate  bas^d  on 
responses  from  2  B  CKMs  <  5711  of  all  CNMs  in 
1987).  CNMs  who  we.  residing  outside  of  t,he  Unites 
States,  were  not  pract^c^nS  r,iir**"raidwif&ry,  or  did 
not  indicate  tho  si^e  o£  th^ir  primary  «iorksit«  are 
excluded. 

^Doea  not  reflect  metro  or  nometro  location 
Petcen  .aSes  may  not  acic  to  100  due  to  roundirifi 

SOURCE  American  CoMeRs  of  Hurse-MldwlVBS.  ><urAB 
Mldwifary_l'^  tha  United  States-  1982  fWash- 
i.nStonp  r:::  ACHM,  1964),  America  l  Collega 
of  Nut&fj-Mldtflves  p  Washington,  DC,  unpub- 
lished <lata  from  the  1967  five-Y^ar  survey 
provide    to  OTA  in  1990 

and  CNMs  in  the  State  do  not  participate  m 
home  deliveries  ^  ^S), 

C€rtifiedR€gistered^urs€  Anesthetists  (CRN As) 

In  158*5,  rhere  were  22^00  CRNAs  ajiJ  19.000 
anesthesiologis:s  in  the  United  States,  bu.  the 
numbei  of  anesthe&iulogji&t&  has  increa.sed  mui.h 
more  quickly  than  that  of  CRNAs  over  *he  past  two 
decades  (116  v\  68  percent)  (522),^  The  number  of 
graduates  from  norse  anesthetist  training  programs 
dropped  by  a  precipitous  44  percent  from  1980  to 
1988,  due  to  a  48  percnt  r^uction  in  the  number  of 
nurse  anesthetic  train  iig  programs  (table  10  34> 
(2.^),  Reasons  for  piogram  closure  may  mciude 


Table  10-34  -NLimber  of  Nur^e  AnesthetiM  Tramm^ 
Programs  and  Graduates,  1976-90 


Year 

Total  1  ijer 
of  graduates 

Total  number 
Of  programs 

1976   

lp094 

194 

1977 

.  1.029 

16& 

1976 

1.063 

172 

1979    ...  . 

.     ...  1.078 

1980 

.     .  1p023 

161 

1961  .  . 

.  ^055 

148 

1982 

.  1.107 

J42 

1983 

965 

137 

198* ...  , 

953 

127 

1985..  . 

7ZZ 

112 

1986 

722 

104 

1987. . 

720 

99 

1966... 

574 

84 

1969  . 

. .     ,  636 

80 

199r 

693* 

8Q^ 

*Proj  ctod. 

^Kufliber  of  proSraas  as  of  Apr    1,  1990. 

SOURCE    American  Association  of  Nurse  Anesthetists. 

Chici^o.  XL.  unpublished  data  provided  to 
OTA  In  April  1^90 

withdra^valof  ane&the&tdo^lst  support  ?nd  concerns 
within  hospitals  over  program  costs  (522),  The 
number  of  graduates  has  increased  since  1988, 
reaching  a  projected  693  in  1990  but  it  is  still  far 
below  the  peii^  level  of  lQ82  (table  10-34)  (22), 

The  distribution  of  CRNAs  and  anesthesiologists 
by  State  is  shown  in  table  10-33,  which  ranks  the 
States  by  their  CRN A-to -population  ratio.  The  seven 
States  with  average  rates  at  or  above  the  natioLal 
median  for  both  providers  all  have  both  large 
anesthesiology  residency  programs  and  nurse  anes- 
thetist training  programs  (522),  The  eight  St?les  with 
rates  below  the  national  median  fox  bodi  pro\ider:> 
all  have  laigt  riiral  aiea^  and  below  lueragehu^^pitjl 
bed-to-popu     >n  ratios  (522), 

Ho^pitali  that  la^^k  the       cc^of  MDa.LcstheM 
olugi^ts  ma>  rel>  on  CRNAs    the  sole  pi  ovid^^ii  of 
anesthesia  during  ^argtcol  pro^^eduiei.  CKNAi  a^' 
imniitei  nearly  70  percent  <^f  all  ancitheti-i  givtn  in 
the  Lfnited  Stages  (722),^'  In  1982.  3*     xent  of 


^Hicsc  figures  rcprcscmihcnuniJ    ulmcnibcisaiUie  Ajnumt^Assow^iitmof  Nuf^cMti.LgioiiiUHi^ 
but  Ihey  e^lude  nurse  aoembesia  £t  ^ts  and  ancsifacsiology  residents  (522), 

ruutUDwade  arc  provided  by  CRNAs  aloaie.  48  povem  by  at^ihesiologt^ts  and  CRNVs  u^thcr.  dnd  31  pa^^fa  by  anc^ibc^i^lv^.^i^  al^m  Wlicii 
anefthesioJogijts  ukI  CRNAs  work  logetbct.  it  is  usujdJy  the  CHNA  who  aciimlf^  tdmuu^ters  tbe  anesthesiA  (^/^ 

^^clvdtdfromibtsaaalyfis  werehospitabin  ibcU.S  itmrunes^  loog  lcnn<.aie4U)dredei(ilbu5pii4h.  ^pccidlij  bwpiuU^  i.^i  i^iv^lu.^  Ju  Jl^^l 
CaiePkm^inis  ^^^tuiiusinitioo^s  dcfmitioo  of  cominunity  4iospirit.  and  hospitals  rH>t  piovidioe  suf^tCat  ^crvKes 
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Table  10-35— Supply  of  Certmed  Registered  Nurse  Anesthetists  (CRNAs)  and  MD  Anesthesioiogists  by  State, 
1986,  Ranked  by  CRHAs  and  MD  Anasth^siofogists  Per  100,000  Residents 
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Box  lO-C~Provider  Profiles:  Nitrses  \ 

Registered  Nurses  (RNs)  \ 

Although  all  RNs  take  the  ^^nie  licensure  examination^  bask  nursing  e^^ucatun    pro>  ided  in  a  r  umbct  ^jf  \ 

different  settings  {673).  Programs  \ar>  in  length  anJ t)pe  of  degtec  pru\  ided.  Diploma  piograms*  u^ualt>  lotat^  \ 

in  hospitals,  are  typic3U>  3  >ears  in  length.  A^soLiatc  icgree  programs,  t>7Kall)  located  m  i^mmunit)  ^.^  llcj^e^f  | 

are  gencra]l>  2  >ears  longs  Bachelor's  degree  pii>grams  arc  locate^!    :x»lleg^^  and  uni\  eisities  and  require  a  total  | 

of  4  years  of  undergraduate  education  for  degree  compietiori.  In  re^cni  yean>f  there  ha^  been  a  trend  a^a>  hsjm  the  , 

dlplomaandtDward  the  bachelor's  degree  or  assoviatc  degree  as  ihe  route  ^f^nti>irito  the  RN^     for^e.  As^ucidie  [ 

degree  programs  arc  still  producing  the  majority  of  RN^  \67J}.  Many  ad\  ance J  nor^mg  de^^r^jj^ogram^f  :>uch4i.^  ^ 

those  preparing  NPs,  CNMs,  and  CRNAs.  require  apre\  iou&  bachelor's  J  grec  {673\ and  s*jme  State&have  initiated  | 

plans  to  r^uire  a  bachelor's  degree  forRNprofesiionalpraUiveitJr/^.ni^  total  tmpluyeuRNp<jpulation  mclude;>  j 

RNs  with  advanced  traiTiing(e,g.,  NFS,  a^Ms,Cl?u^As,clu'\ik^  K.e  i 

Of  are  etnploycd  in  research,  teaching,  or  administration  (673). 

Licensed  PractkallVocational  Nurses  (LPlVNs) 

LP/VNs  must  complete  a  trainirig  program  in  practical  nursmg  (typically      ntunih^  lung^  before  laking  a  j 

national  licensure  examinaticn  {671).  In  California  and  rexa»T  the  hcensu^g  la\^s  refei  t*^  vot^tional  nuncs  rather  | 

fhan  practical  nurses  (671)  LPA'N^arenot  considered  P^ofes^iaidlnui^e^  because  their  skills  and  trndmrng  are  not  i 

equivalent  to  those     *>Ns  {69).  LF  A'Ins  are  responsible  to  RN  supervisors  undter  Si^e  nurs-e  practivc  acts  k<>9).  j 


hospitals^  relied  solely  on  CRNAs  for  anesthesia 
service  provision  {123),^'^  85  percent  of  these 
hospitals  were  located  in  rural  areas  {123).  In 
isolated  areas,  a  single  CRNA  may  provide  servkc^ 
in  as  many  ds  four  hospitals  {699). 

The  high  proportion  of  rural  anesthesia  services 
provided  by  CRNAs  suggests  a  concentratioL  of 
these  professionals  in  rural  areas,  but  recent  de- 
creases in  the  number  of  programs  and  gradt^ates 
may  disproportior^alely  affect  rural  areas.  A  survey 
of  rural  and  urban  hospitals  in  as  found  that  the 
vacancy  rate  for  CRNAs  was  percent  in  rial 
hospitals,  compared  with  2  perce^it  in  urban  hospi- 
tals (595). 

NURS2S 

Ihe  health  care  system  employs  over  ^ 
.million  nursing  personnel  at  a  wide  ra^ij^e  of 
professional  levels  and  in  ?  w*  !**  rangf  o  settini^^. 
{671).  Reports  from  nur^t;  employers  su^^^st  a 
recent  serious  national  shi^r  age  of  nurse  '  '}98).  The 
nature  and  exient  of  tliis  shortage  have  ;,*een  the 
subject  of  numerous  studies  at  tJie  national.  State, 
and  local  levels.  These  stiidies  ha\e  foe  used  piiniar 


ily  on  registered  nurses  (RNs>  employed  ul  hospi- 
tals. The  impact  of  the  national  nursing  shortage  in 
rural  areas  is  difficult  to  detenxiine  duf^  to  the 
liinit^itions  of  these  studies  and  their  data  vSouices. 
but  avtiilable  data  suggest  that  rural  are<.s  are 
suffering  a:  least  as  much  as  urban  areas.  Snaller 
rural  facilities  are  more  sensiuve  to  the  lois  of  a 
single  nurse,  because  such  a  loss  can  critically  affect 
their  ability  to  deiive  health  services. 

This  section  descnt^es  the  national  and  hita! 
supply  of  registered  nurses  ^RNs;  aud  licen.^ed 
practicaiy\ocatioiial  nurses  (LPAT^s)  (see  box  10- 
C). 

JSaHotial  Supply^ 

Curre.it  Supply 

Aj  of  March  1988,  the  q  were  jus!  o\cr  2  iiiiUion 
ii'^i^  licer^ed  to  practice  in  the  United  Sutes, 
rcprest^/..ig  an  mcre^ise  approximately  45  per 
v.ent  o\tr  the  1977  RN  population  (figure  lO-5> 
{67^).  "^iom  1984  to  19S6,  however,  total  RN 

yuiation  increased  by  only  8  percctu  Tlie  esu- 
Mated  total  number  of  RNs  employed  in  nursi  ^  in 


^^S ever  fCen  pcTceni  used  anesthcsiol^guit^  ud^.  {uk145  pei  ur^i  u^y^ J  UfiL  df^^Uit^^utu^^^i^  ^ind  CFr^A^  Thu  i^tibMhilcA  unv^  uiha  pRiv^Jcr^^c  ^. 
RNs*  other  pbysfciao  spcdalists). 

substantial  numbct  of  ourscs  ^4(>  pcjvtm  of  TvNi  i9  art  ciaplt^jcd  p<*n  imic  ^t7J  HPi  d^jtiiicd  lu*  iht  ptKcnu^c  vff  ftN>  cnipiujctJ 
part-time  m  l9&8  to  produce  esii'naie^  fuU  time  .^{tiivaLc  *  nL}  Rl^  aaJ  L1A"N  sappiy  *  ^^fi.  *rbcn  ihc  ii^ui  cmpluyci  Jsi  supply  1  tjJ 
[fiUUon,  tbe  estimated  FTE  supply  v/asoDiy  BJpcrtcnigi  rto  v^i  l  Jv>  la  IviiJ^F'rLLPAW  i»uppi>  wiiS?  percent  ul  thce^  -imtrd 

numibtt  of  LPAT^s  16^1 /x  The  pertcntaifie  of  both  RiNs  aiJ  UWlNs  ^.^  stre  cTupio^cd  fuiJ  time  ^ane^  sQmetvhai  b>  .Suie  ^0*  i.o7J} 

o 
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Figure  10-5— EmplovmeiVt  Status  of  Rt^glstered 
Nurses  In  the  United  States,  Selected  Ysars^ 
1977-1988 
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1988  was  approximately  L6  million,  or  roughJj  80 
percent  of  all  licensed  RNs  {673).  Both  the  propor- 
tion of  licensed  RNs  whi  are  practiciii,^  and  the 
proportion  en^Ioyed  full-time  have  increased  in 
recent  years  (f  gurc  10-5)  {673).  There  were  668 
employed  XNs  p^r  100,00C  residents  in  the  United 
Sute^i  as  a  whole  in  1988 — a  19  percent  increase 
over  the  1980  ratio  (table  10-36)  (404,673).  The 
number  of  RNs  employed  in  hospital  settings  has 
increased  dramatically  in  recent  years  (tabic  10-?7) 
(071/i98l 

In  1983,  the  most  recent  year  for  which  data  are 
available,  there  w*^^  in  the  United  States  an 
estimated  78 1 ,506  LP/VNs.  with  69  percent  of  tliese 
ac^J^llly  employed  in  practical  nursing.  Approxi- 
mately 5  percent  of  ail  LPA  Ns  wt*"^  also  iicensM  to 
practice  as  RNs,  and  almost  12  percent  of  the 
LP/VN5  ivho  were  not  employed  in  practical  nursing 
ii>  1983  wcr^  employed  as  RNs  (67S).  e  nun>ber 
of  LP.^VNs  employed  5n  hospitals  deaeased  su^ 
stantiaUy  between  1?8!  and  19S8  (table  10-37) 
(67L6981 

Considerable  State  and  regional  vanationr  in 
estimated  RN  supply  e  ist  (figure  10-6,  table  lO 
{404673),  In  1988,  for  example.  New  England  had 
more  tlian  twice  as  many  employed  RNs  fxrr  100,0fX) 


residents  as  the  Wett  South  Ce;itrai  /egion  (t^ble 
10-36)  {673).  Ratios  the  Stfites  ranged  from  a  low 
of  442  in  Louisiana  to  a  high  of  M67inMassacnu- 
sctis  Ernploy^-RN-to-population  ratios  increased 
in  ail  States  between  i980  and  1988,  althou^  the 
rate  of  increase  varied  coiisiderabiy ,  and  a  few  States 
experienced  decreases  during  the  latter  pari  of  that 
period.  Regions  with  the  lowest  ratios  cTiperienced 
the  highv^st  rales  of  invTcase  (tabie  10-36)  (404,673). 

Regional  variations  arc  less  pronounced  for  LP/ 
\TnIs  (table  10-3S).  The  national  ratio  of  LP/VNs  per 
100.000  residents  was  231  in  1983.  The  only  regions 
vith  ratios  i.'ell  below  this  average  were  the 
Mountain  (173)  and  Pacific  (176)  regions  (677)- 
Interestingly,  the  two  regions  the  lowest 
relative  RN-to-popuIation  ratios  in  1984  (Bast  South 
Centra]  and  West  Sou^n  Central)  (table  10  36)  hac^ 
hj!;;'i  relative  LRVi^  population  ratios  in  !9fi3 
(278  sdw  274,  res^sectively)  (404,671). 

Over  two-thirds  of  RNs  employed  in  nursing  (in 
1988)  and  over  on*^-half  of  employed  LP/V><s  (in 
1983)  worked  in  hospitals  (table  10-39)  (671,681). 
Other  major  empJoyment  setungs  for  RNs  were 
I'iitrsing  homes,  ambulatory  care  iiettmgs.  and  public 
Leal  h  settings.  Other  major  employment  settings  for 
LPA'Ns  were  nursing  homes  and  piiystcians'  or 
dentists'  offices.  RN  employment  in  ambulatory 
care  set  ingi^  (e.g..  gioup  practice  physician  offices. 
HMOs,  freestanding  chnics)  increased  by  29  percent 
from  1984  to  I9^<8.  but  il  changed  httlo  in  public 
health  settings  (073). 

rutu re  Supply 

The  main  cause  for  concern  regdrding  future 
supply  of  nurses  is  the  recent  downward  trend  in 
ep  ollments  in  and  graduations  from  nursmg  prt^- 
grams.  Total  enroUments  in  basic  RN  nursing 
e/*  icaljon  programs  decu^^ed  in  all  but  three  years 
between  academic  years  1975-76  and  1987,  then 
increased  shghtly  in  1988  (07;.07i>.  In  1989-90, 
first-tiir^e  Student  enrollments  m  4-year  RN  pro- 
gramf;  increased  by  6  percent  over  the  previous 
year — th^>  first  inaease  in  5  years  {20).  Enrollments 
m  priicticai  *mrsing  progiams  peaked  in  1982-83, 
and  they  hive  since  declined  significantly  (671). 

The  number  of  giatlu.ires  from  RN  programs,  after 
necj^v  a  decade  of  increase,  dropped  significantly  in 
1985-86  and  hd.\  continued  to  dechne  Uable  1040) 
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Dable  10-36— Estimated  Supply  of  Reglstera^J  Nurses  mWs)  Employed  I 


19S0 


Rate  pet 

!(tMnber  100.000  «umbei-  100.000 

of  RK»  residents  of  RWs  i  oi.idents 


Vult^  St^t^                  1.272.651  560  1.465.725  629 

NewEngUnd                         MS, 116  882  n9.9H  05s 

Man*               .        .         /,583  3_^53 

MM;«achu«tts...            57.052  993  63.5*0  1,096 


(•sw  HimiPshite.  ..  7.369 


'9*  8.024  821 


Rhode  isKmd.      ,     .      7,025               74O  8,851  920 

^^^^                             4.005               782  4,639  875 

Middle  Atlantic                   25£    51               686  277  040  Mfi 

  *6.7ee               634  52:^93  699 

b!!!".:..:     -  133.310  752 

?05  91.238  767 


Pannsylvani^.  83, 769 

Midnest 


Efl^t  North  Centra*  . 

231, 557 

Utinoi*  

66.397 

Indian*  .  .      ^  ^ 

25.37;* 

Michigan. , 

4S, 427 

Ohio  .... 

61.641 

Wi^conainn 

26,913 

^  *»*t  North  Central 

111.206 

Iowa  ^ 

19.600 

Kat)aa$. 

U,574 

Minjjaiota 

32. 164 

Miiftourl 

25,635 

Nabraska. . 

10.325 

North  Dakota. 

4.264 

South  D-  -^ta 

t.623 

Sou 


*"h  Atlantic 

186. 4&C 

502 

Ds.^  La  war  a 

3,33; 

643 

DUarlct  of  Columbia 

8.463 

1,326 

flortda   

245 

499 

Ge^irg:  a 

24. 756 

4  52 

Maryland  . 

24 , 639 
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North  Ca_-c>liiia 

^^  536 

463 

South  Carolina 

;2.537 

^^01 
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26, 136 

*6  7 
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9,336 

fc79 

555  277,250  367 

536  30. 564  7C0 

*S2  32.240  586 

523  56,4t9  622 

5^3  75.676  70h 

612  32,351  679 
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227.724   >  57- 

4  423  722 
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6^  722  617 
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32,460  527 

n.761  4i7 
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Ndrsing  by  Region  and  State,  J980, 19ft4,  and  1988* 


Number 
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ise& 


Ratp  per 
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rercant  change 
in  rata  p^r 
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1930-84  19e4-88 


1.627.0^5 


666 


12 


130. 91*1 
?9,3S7 
9,639 
66,255 
10.015 
9.  U9 

4.490 

293,36: 
53.239 

142.899 
97  623 


1.020 
916 

3,^9 
1,  rj7 
9'h.6 
333 
621 
765 
693 
302 
919 


8 

>-0  5 

9 
10 

Z4 

12 
9 
10 

3 


7 

9 

n 

6 
15 

1 
-6 


295.202 
84. 7/9 
i5,537 
60.463 
dC.n95 
34,3-^ 

135.464 
22, 770 
16,963 
33.911 
36.277 
n.627 
6.239 
5.  777 


705 
734 
6' 2 
653 
743 
.14 
766 

3o: 

663 
798 
751 
723 
923 
313 


20 
19 
27 
19 
23 
U 
11 
21 

a 

-2 
2? 

5 
26 


5 
10 

6 
6 

/ 

^  1 

IB 
5 
12 
12 


259,371 
5.661 
10.279 
'0,319 
33.360 
32.20  7 
37,563 
15. 130 
J3.500 
11.097 


1.656 

66^ 

710 
566 

444 

567 
535 


15 
U 
1* 
2a 
U 
25 

n 

4 
4 

i2 


8 
2J 
9 

3 

P, 
I 

n 

6 
12 

3 


(comm^  on  nextpatfo) 

2  r.) 


Table  10*'3&— Estimf^tsd  Supply  of  Registered  Nurses  (RNs)  Empfoyed  fn  NufSing  by  H&^iou  and  State,  1980,  td84,  and  t^d^ 

Ci)ntiniiGd 


1980 

-  ■  - 

19B4 

■ 

1939 

Percent  cbdOge 

Rate  per 

Rate  per 

Hat«  per 

in  r^te  per 

4  /l  A  AAA 

100 J  000 

Huitb^r 

100 .000 

NuEl>&r 

100.000 

100*000 

reft  i  den  tft 

of  KN* 

rasidon  ta 

of  mfs 

residents 

of  RHs 

re^ldentft 

1980-&*» 

1984-88 

South  (contliMAd>: 

£a»t  South  C&ntrai  . 

.  62.41L 

425 

72.^*29 

f*32 

82. 6U 

540 

13 

12 

ALAbftEDA.  ........  - 

16.026 

411 

19 .  /50 

495 

22ai3 

541 

21 

9 

Kentucky. ...... 

16.972 

463 

16. 739 

451 

19.495 

523 

-3 

16 

His^X^nippi  

9.052 

359 

10,5/7 

407 

12.147 

461 

13 

13 

20 . 350 

443 

25.302 

5^6 

28.889 

535 

21 

11 

Wttftt  £30tith  Central  .. 

87,^76 

366 

U3.518 

435 

125, ;70 

46$ 

19 

■7 

366 

lDii^6 

437 

11.292 

'*7  3 

& 

Louisiana. ........ 

14.556 

345 

17.372 

369 

19.685 

442 

13 

14 

J0.5D9 

346 

13 . 5o9 

4U 

15,036 

458 

19 

11 

Texas  

54 . 006 

377 

72.320 

452 

7V,4  57 

474 

20 

Host 

Mountdin  

61.214 

53$ 

72.448 

'  577 

81.638 

623 

A 

Q 

Arizona. . .    .  . 

16.685 

6U 

i9.0lj 

623 

23.191 

685 

2 

10 

Colo."ado  

17.820 

614 

21.212 

66: 

23.459 

713 

9 

7 

IdAho  

^.062 

429 

5.039 

5o: 

4.963 

501 

17 

<0  5 

HontanA   

^.624 

612 

'i.260 

638 

5.275 

655 

4 

3 

Neveda. . .  , .  . 

3.950 

489 

4,849 

532 

6.367 

&36 

20 

N«w  MEXICO  ,  . 

5.47$ 

'20 

7.255 

503 

7,489 

500 

2i 

-2 

Utah  

6.045 

411 

7,151 

433 

6.397 

500 

IS 

Wyoming 

2.350 

495 

2,667  * 

322 

2.697 

551 

6 

Pacific  

.  170,672 

535 

199. 734 

584 

221.869 

&07 

9 

4 

Alaska. 

1.948 

483 

3.256 

651 

3.351 

648 

35 

<0  1> 

California  . 

122.176 

514 

141.834 

554 

159,808 

575 

8 

4 

Hawaii  . . 

4,763 

492 

6.462 

622 

5.923 

54  S 

28 

'12 

Oregon. _ . ■ 

17.208 

652 

18.081 

676 

20.466 

753 

4 

11 

Washin^tot)  ... 

.  24.576 

592 

30. 100 

692 

33.121 

729 

17 

5 

"^Data  for  1980  at\d  1984  aft  of  November,  data  for  1988  aft  of  Mftrch 

'^Population  ^Ata  bAft^d  on  provisional  ^fttifnatea  of  re^i'^ant  pop^-iation  as  of  Ju.  1984  in  the  publication  of  U  S    [>epartiinont  of 

Co(Sjqierc«.  BuTeati  Of  the  Censua.  state  PoP^lattPn  Efttlmt>teai  by  A&a  and  cocipon^ntft  of  Can^g  1980  to  1964.  Seri^^s  P'25.  No  970  .  iftftued 
June  1985. 

^^'ofdlatton  o^ta  based  on  provisional  eatiioatoft  of  reftldent  population  as  of  July  1,  1984  tn  the  publicAtlon  ot  U.S    Pepartoier^t  ol 
Corauftrce.  Bureau  of  the  Census.  Stat.»^qpulatlon  and  Hotiftehold  Estimateft.  with  Afte.  Sex  and  romnon^nts  Of  Chonae    1981-196^.  jorieft  P 
25.  !fo.  1024.  lsbi]e<i!  Hay  1988. 

SOURCES  ■  F  B  Moses .  The  Peftifttered  Nurfte  PoPuUtion  Findingft  from  tba  National  Sample  Sut^m'  pf  FafclJt^red  NurftaS.  Novembei  , 
OHHS  Ful>.  No.  HRP'0906938  (RockvtlU.  HD  BRSA.  1986).  end  U.S  Department  of  Health  and  Uuman  Servtceft.  ffealth  Resources  ftt.d 
Service*  Adrolnistrntlon.  Bureau  of  Health  Profeftsionft.  Seventh  RePort  to  the  President  and  Cionaresa  on  tha  Status  of  Health 
Parsonjjel  in  the  United  Statas.  DHHS  P^t>-  No.  lfflS-P-CD-90- 1  tRockville.  MD:  tffiSA.  Jone  1090).  table  VIII-A3. 
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Table  tO-37-^6gistefed  Nurse  (RN)  end  Licensed  PractlodLVocatlonal  Nuf&e  (LP. VP)  Supply  <n 

U.S.  Community  Hospitals,*  1981-88 


1932 


L333 


1334 


1936 


1937 


1983 


Vffs: 

Total  FTEs^  (1,000ft)./. 
FTEa  per  100  patl«ntft^ . 
Vacancy  rat©* . .  *  

Total  FTEs^  (1.0005)... 
FTEft  por  100  patldnts^. 
Vacancy  me  


62d 
72a 
7.0 


234 
26.3 
5.5 


$72 
76.5 
5.3 


236 
27.1 
3.i 


69a 
ao.a 

4.4 


230 

6 

2.8 


693 
65  1 
4.6 


205 
25.0 
3.3 


709 
91.3 
6.3 


167 
24  1 
KA 


736 
95  6 
11.0 


174 
22  $ 


759 
9;  8 
11.3 


170 
21  9 
KA 


7?l 
9;  9 
KA 


171 
21  7 


NOTE:  KA  «  not  available. 

defined  by  tha  Afosrican  Hgapltal  A^n^ciatlgn. 
'^TjU"tllO*  equlvalojfWt. 

^Includes  inpatlontft  pluA  outpatient  visits  coivvert«d  to  inpatient  equivalents 

SOUHCE.  Amotican  Bospltal  Associationj  Hospital  Statistics,  1982'199D  eds  (Qiicaeo,  IL  AHA.  198£-1390Jr 
U.S.  DeparUCent  of  Hoalbb  and  Human  Services^  Secretary's  Commission  or  Kujcsingj  Sec rebarv's 
CMMlaaioti  Qii  HurainR.  Final  Report,  Volume  I  (Washington ,  DC.  December  X98  6>,  figure  I,  U.S 
DdpartiDent  of  H«alth  and  Human  Services,  Healtb  Resources  and  Services  Adi.iinist£atiorj,  Buceau  of 
Healtb  Profess  ions.  Sixth  Report  to  the  Presidert  and  Con&ress  on  the  St-al-us  of  Health  Fer^^^n^^<^l  ;ri 
tbe  United  Statues.  DHHS  Pub.  No.  HRS-p-OD-e&^X  (kockviXlO,  MO    HRSA,  June  1988),  table  10^2. 


Figure  1D-6--Em ployed  Registered  Nurses (RNs)  Per  100^  Residents  in  the  United 

Sitates  by  State,  March  1 988 


RNs  per  100,000  residents: 

r    _l440-549    ^^  550-655   ^'1^  660-791*  i 


800  and  over 


SOURCF.  Ofhc*  of  TftchnoJogy  Aaaflajm^rl,  1990,  Ba*©d  on  dskla  from  U  5  Dopflflmont  of  HeaJih  and  Human 
S«rvlcaa,  Hesllh  nosobfic«s  «ind  S«rvica3  Admini^  tratk>ni.  Bureau  of  Ho^h  Prafdss^L  S^v^nth  Report 
to  m*  Proski^itt  and  Congt09S  on  th&  of  H^b  Porsonnfit  in  the  United  S/af**.  DHHS  Pub  No 
HRS-f'  0D-9(St  {FEvdwifl*.  MD:  'IPSA,  Juno  tOW).  fi^w*  VlU-e 
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T^ble  10*38— Estimated  Supply  of  Licansed  Practical 
Vocational  Nurses  (LPVNs)  by  Region^  1383* 


Rate  per 
100,000 


United  States  

539,463 

231 

Middle  Atlantic  

_  82,885 

lik 

South  Atlantic  

86.872 

224 

East  SouC'h  Centfal... 

.  41,^98 

278 

Heat  South  Centfal.-, 

...  70.671 

274 

East  Hofth  Central 

94,979 

229 

West  Hofth  Central... 

48,729 

280 

-  *  21.38$ 

173 

Pacific  

59.339 

17$ 

^Inclvides  only  nvirftea  actually  tfrnployed  a?  LP/VHs . 

SOURCE:  U.S.  D^partroent  of  Health  and  Human  Ser- 
vices. Health  Resources  and  Services  Ad- 
ministration. Bureau  c>f  Health  Professions. 
Slacth  ftaPOtt  to  the  Ptftsl<1ant  apd  Consrass 
on  the^tatua  of  Health  Personnel  in  tlie 
Itaited  States.  DHRS  Pub.  No.  ns-P-00-88-1 
CRockvllle.  MD:  HRSA.  June  1988).  table  ID- 
7. 

{421)^^  Similarly,  die  number  of  gradua;es  from 
LPAT^  programs  increased  until  1984-85  but  has 
r^iace  dramatically  declined,  dropping  by  almost 
20^  between  1984-85  and  1987-88  (table  1(M0). 
While  the  number  of  programs  preparing  RNs  has 
increased  sUghtiy  in  recent  years,  die  number  of 
LPAT^  programs  ha5  .decreased  (table  10-40)  {421)), 
BHPr  projects  a  continuing  decline  in  graduates 
from  all  basic  nursing  education  programs  throi  h 
the  year  2020  {673),  Between  1990  and  2020,  ^e 
total  supply  of  employed  RNs  is  projected  to 
dcciease  by  2.6  ptrcral  (fix>m  i  ^87, 100  to  1  j642,9(X>)» 
while  the  su^Jly  of  employed  RNs  relative  to 
population  is  projected  to  decrease  Sy  17  percent 
(&om  674  to  558  per  iOOjOOO  residents)  {673\  The 
total  number  of  LP/VNs  per  100,000  residents  is 
projected  to  peak  in  2004  and  to  subsequently 
ejqierience  a  dow  but  steady  decline  {671). 

The  pool  of  potential  nursing  students  also  seems 
to  be  shrinking.  Ai*  ongoing  study  of  career  interesi^ 
of  first-time  freshmen  college  students  conducted  b> 
die  University  of  California  (Las  Angeles;  show&  ^ 
marked  decrease  in  the  numbers  indicating  an 
interest  in  nursing  {63). 


Tabid  10^9— Registeied  Nurses  yRNs>  Employed  in 
Nursing^  1988,  and  Emptoyed  Licensed  Practical^ 
VbCQtlonal  Nurses  (LP/VNs),  1983,  by  Primary 
Employment  Salting 


Employment  settlnfi  Number  Percent 


Hospital  

1.104.978 

67  9 

Nucsing  home/ex tended 

caro  facility. . . 

107. 805 

6  6 

Nursing  educotion 

30.005 

1  8 

Coamunlty /public  health. 

110.886 

6  3 

Student  health  service  ^  ^ 

*7>792 

2  9 

OcctipatiOiiAl  heslth 

21.857 

1  3 

AmbuLetory  cafe- 

125.813 

7  7 

Prlvsto  duty  nursing 

19.938 

1  2 

Self-employed  . 

13 > 203 

0  8 

Other  .  . 

*3,321 

2  7 

tJnlcnown. . 

1,386 

0.1 

iotel*. . 

I.&:i7.035 

100  D 

Estimted  LP/VXb  eoplc^CHl 

tiosptt^i 

310,8^*2 

57  6 

Nursing  hooie.          .  . 

121.398 

22  5 

PubiicAoiiicunity  hea'.th 

13. 57^* 

2  5 

Student  wealth 

^,200 

0  8 

Occvipstlonal  health. 

5,0^6 

1  1 

FhysiclAns  Or  dentists 

office,  ' 

*8,969 

9  1 

Private  du^y 

19.959 

3  7 

Other ...  . 

6.'>3? 

1  2 

Not  known. . 

8. '^.29 

I  5 

Total* 

'>3^.465 

100  0 

^^^ireMtages  may  not  add       luo  du«  to  roonding 

^VRCES  U  S  DepsrtmeTit  ol  Heelth  and  tJjanan  Ser^ 
vices,  Efealth  Resovirces  and  Services  Ad- 
ministration. Bui of  Heslth  Profess" 
ions.  Division  of  Nursing,  RookvxLlep  MD^ 
unpublished  date  from  the  1988  National 
Sample  Sutvey  of  Registered  Nutses  pro- 
vided to  OTA  in  1969,  U  S.  Deportment  o£ 
ilealth  and  Human  Services.  Health  Resour- 
ces and  Services  Administration.  Bureau  of 
Heelth  Pro  f  ess  lOiis  .  Sixth  Report  to  the 
President  sn^  Conftr^as  on  the  Status  of 
Health  Perso.T^el  in  thu  iJnited  ota^es.  DHHS 
Pub  N0.HRS-P-OD-&6-I  tRockvtllep  MD  HRSA, 
June  198e>.  tahlo  10-11 


The  1980s  Xursing  Shortagc^AHhoagh  in  the 
future  there  i-s  likel>  to  Ve  a  shortage  of  nurses  due 
to  lack  of  nursing  graduate^,  the  shortage  of  ui 
ihe  1980s  was  pnmaril>  due  tu  an  in^Tease  in 
demand  (698).  [>etnand  factors  included: 


*^Ttit$t  figtuvc  inclodtf  graduaie«orall  RN  p(rc>giam£  Rcv^t  Jatarrum  tbc  Amcn<^  AssoLjAdoa  of  CvUci^c^  of  Niu^uis  iAAChf  jndiuiio  thai  the 
itniubcf  of  first  tinte  student  gradusT^s  £ro(in  4  > eat  p^/grutto  ^tJtJu4L%>taJcai^  »hu  wcrealf^>  RN^bui  wct«  upi^' ^lUOg  w  tt  OatLiiLSuicsto  otgnei 
coodmiest  idecmase — by  l6percco(^^vciei^l9S7aitd  IJS&.AOdby  UpaxfaiU^iwecn  19$S^  *  l9$9\J9t  HmvumeeL^oiDaLvtUauxcaioRNprogranui 
alsocontiuue  lodeciwsc.  allboagh  oh>^  slowj^  donng  (he  past  2  yc^  when  k<^nipifircd  withpre^iou^  yeus  ^^0^ 
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Tabte  10-40— Number  of  Pronrams  Preparing 
Registered  Nurses  (RNs)  ^.^  Licensed  Practical' 
Vocational  Nurses  (LP.'VNs)  and  Number  of  Graduates 
1976-77  and  1981-82  ttirougti  1988^9 


ttun^er  of 

[)^uhb«r  of 

proSramS 

Sraduates 

1976-77. 

1.358 

77.^55 

19S1-62..  . 

,   .  I.^Ol 

7^,052 

1982-83 

77,<^08 

1 '  466 

80,312 

193^-85. 

l,<^'. 

82,075 

1935-86  .  . 

1.473 

77,027 

1  p  46^ 

7  n  1 

1087-68 

1938-$9. . 

IP/Wft: 

1976-77  .  . 

1.318 

1961-62 _ . 

43,299 

1982-83, 

1.295 

^5. 17<^ 

1983-6* 

1  .297 

36.95^ 

1985-83 

1.  165 

29. 599 

1986-87, 

1,087 

27,285 

1987-88. , . 

1,066 

26.912 

1988-89 

1 .095 

NA 

NOTE      (fA  -  not  avallabla 


SOUITCE    Hiitionftl  League  for  Hursing.   H^w  Vork,   NV . 

unpublished  ^iata  pr<jvJided  by         f f  the 
U  S    Department  of  Health  and  Ffuman  Z^i 
vtcos.  Health  Restmrc^s  and  Services  Admi  " 
tiistration,  Barefliu  of  HoaXtb  Professions- 
RockviII«.  KE>,  1990 

*  increasing  demand  for  RNs  in  hospitals  due  to 
advances  in  medical  technology*  shorter  hospi- 
tal stays,  and  increased  severity  of  illn(^s  of 
hospital  patients,  which  results  in  intensifica- 
tion of  required  RN  services,  and  reduction  in 
hospitals'  ancillary  nursing  staff,  which  in- 
creases the  range  of  tasks  that  must  be  per- 
formed by  RNs: 

*  incr'^asing  demand  for  RNs  m  nonhos^-ital 
setLaigs  (e.g.,  ambulatory  care  and  home  health 
care);  aiJ 

*  increasing  opportunities  for  RN  employment 
outside  of  traditional  medical  settings 

Increase  in  demand  for  RNs  m  the  hospital  sectur 
is  evidenced  by  increases  in  both  RN  empla>ment 
and  vacancy  rates.  Although  the  average  number  uf 


fiill  time  equivalent  (FTE)  RNs  per  100  patients  in 
^vmmunity  hospitals  increased  b>  21  percent  fcom 
i!^83  to  1987  Ifrom  80,0  to9/,8>  vfigure  I0-7>,  RN 
vacancy  rates  in  these  hospitals  increased  from  4.4 
percent  to  1 1  -3  percent  during  the  same  period  (table 
10-37)  i69S).^  As  the  number  of  RNs  in  hospitals 
has  increasedt  both  the  number  of  LPA^s  and 
reported  LPATN  vacancy  rates  have  decreased  (fig- 
ure 10-7t  table  10-37)  {671.698),  Nursing  homes, 
which  employed  almost  7  percent  of  RNs  in  1988 
{673),  reports!  an  RN  vacancy  rate  of  8  percent  in 
1987  (462),  The  number  of  Ri^^s  employed  in 
nursing  homes  may  increa^  in  the  near  future  due  to 
new  requirements  foi  greater  RN  staffing  in  Medicare- 
and  Medicaid-ceitified  iiursing  homes  ;Public  Law 
lCO-203)  (^62,(5/;*. 

Rural  Supply 

The  proportion  of  RNs  who  work  in  rural  areas 
has  dexT<;ased  in  r^^cent  years*  but  it  is  not  clear 
whether  'his  is  the  result  of  decreased  demand  in 
rural  settugs  or  decreased  supply  of  nurses  willing 
to  locate  uS^re.  In  1988,  17  percent  of  all  RNs 
employed  in  nursing  in  the  United  States  were 
employed  in  rura!  areas,  compared  with  20  percent 
in  1980(table  10-4.  )v<557>.  The  rural/urban  distribu- 
tion of  RNs  varies  considerably  by  region.  The  West 
North  Central  and  East  South  Central  regions  had 
the  highest  proportions  of  their  nurses  in  rural  areas 
in  1988  (31  percent  and  30  percent,  respectively) 
(081 ).  The  distribution  o.'RNs  across  rurJ  and  urban 
areas  m  1988  cannot  be  fully  explained  by  the 
distribution  of  U.S.  registered  hospital  beds,  21 
percent  of  whic*^  vere  located  in  rural  areas  in  1988 
(178).^^ 

Rural  RNs  are  concentrated  m  UlC  most  populated 
counties.  According  to  a  recent  aralysiS  of  1988 
data,  only  8.7  percent  of  all  RNs  employed  in 
nursing  were  iucated  in  counties  of  fewer  than 
50,000  residents  (table  10-42)  (SIT).  Most  of  these 
were  in  counties  of  mure  than  2.*>,000  residents  (table 
10^2) 

Compared  with  RNi>  m  Uuger  vounties,  RNs  in 
i>mall  cuuntii:±>  (50>000  or  fewer  residents)  a^e  older, 
more  likely  to  ^mjfIv  full-time,  mure  liWcl)  to  work  ir. 


vju^cy  rales  may  not  be  a  inic  reflection  of  unfiJ Jed  po^jD<?n£p  huwc^  <iuc  Ko  use  icmp^rary  nuj  Sjn^  >urf,  dfjJ  Ju^  lo  it^  icfjJccK^  .Jddni-.u^udUFi^ 
(c  use  tntdgffied  vacaoctcs a£ a  (OQl  (o  retain  disctctiotiary  Tuods  for  staif  dcvdoptncnt  i462) 

^^Declniii^  occupancy  rates  in  ratal  uospitals  in  recent  years  lsec^.b  5t  mny  help  to^^pl^^^  tti<  ih\(i     RN^  fj^^m  rMt^\  t,  ^  ^ut^s 

*^In  lhi$  analysiSi  some  of  the  larger  counties  Imors  Ihati  30,000  residents)  ajrcnonmctrocounitcs 
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FIgura  10*7— Registered  Nurses  {RNs)  and  Ucensed  Practical/Vocational  Nurses  (LP/VNs)  rn  Community 
Hospitals;*  Total  FTEs^  and  PTEs  par  100  Patients,^  1981-88 


m 


100 
AO 
AO 
«0 

!0 


-1  n 


19«2  tftas 


toas  ^^67  I9fla 

TOltl  FTE* 


tQa^  i£0r  t««a 

O  JWl*     ^  LP/VN* 


^  <f8fifle<(  by  1h«  Amoncan  Ho»;^al  Assodation. 

^^ud^  inpatfenb  plus  otit^tient  vistb  ^nvertMJ  t<k  inpatient  «qaM«r>ts. 

SOURCE:  Office  or  T«dinofogyAs£«3$n^nl.  1990  Oata  rrom  Amoric^  i^pftat  A$s<>crath>ni,  Hosp^^  $t^1ysbCA{<:^\c^o,  IL.AHA.  1982-1969  ^ds). 

Table  10<4i— Metropolltan/NonmQtropolltan  Distribution  of  F.t^ylstered  Nurses  (RNs)  Employed  In  Nursing 

in  the  United  States  by  Region,  i9ao  and  1988* 


EctmlOYedJRtis  ■  1980 


To  tar 


M&tro 


United  Stattts  

1,268*870 

1.010.934 

(60X) 

257.936 

(201) 

1.626.026 

1.344,143 

^&3Z) 

281.883  (171) 

It0«r  England  

10^5*027 

&0.297 

(761) 

25,730 

(241) 

130.838 

106.908 

(621) 

23.930  (l&t) 

Middle  Atlantic. . 

no.  639 

(671) 

31.796 

<131> 

293.981 

262,47ii 

(691) 

3l.ii&7  (lit) 

Ea»t  Horth  Central. 

231.324 

l86.l4^> 

45,176 

(201) 

294.850 

248.730 

(641) 

46.120  (161) 

Weftt  Horth  Central. 

1  LI. 206 

71.463 

(641) 

39.743 

06i:) 

135.362 

93,432  (S9t> 

41.950  (3lir 

South  Atlantic  

186.355 

141p746 

(761) 

44.609 

(241) 

259 P 502 

207,568 

(eoz) 

51,934  (201) 

£a«t  South  Cantral. 

62.382 

44.854 

(721) 

17.528 

(281) 

82.594 

56.182 

(701) 

24,412  (301) 

Ma»t  South  Central. 

.  87.375 

71.199  C611) 

16.176 

(191) 

125p307 

104.866 

(841) 

20.44}  (16t) 

Hbuntftin. 

.  61.154 

42,744  (701) 

18.410 

OOt) 

81p828 

61,403 

(751) 

20,425  (251) 

Pacific  

.  170,612 

151.644 

C8?I) 

18.768 

(111) 

221.765 

200,561 

(9DI) 

21,154  (101) 

^1960  dAt4  es  of  Hoveaiber;  1966  date  as  of  March. 

Wot^l  excludes  RN»  whove  metro  or  nonmotro  location  wa»  not  Known 

SOURCE:    U.S.  Department  of  Health  end  Human  Services-  Health  Resources  and  S^rvlc^s  Administration,  Bureau  of 
Health  ProCe»4ion».  Divlaion  of  HurainS,  Rockvill^.  KD.  unpublished  from  tho  i960  and  19@S 

national  Sanipje  Surveys  of  Re$i»t»red  Hursts, 


nursing  borne  or  public  bealtb  settings,  less  likely  to 
work  in  bospitals,  and  less  likely  to  bave  a  baccalau- 
reate  degree  (table  10-43)  {BIT).  RNs  in  small 
counties  are  also  more  likely  to  work  in  administia- 
tive  or  supervisory  positi(»is.  Most  of  these  cbarac- 
teiistics  are  naost  pronounced  in  the  smallest  coun- 
ties; for  exatnple,  RNs  in  the  smallest  counties  are 
more  than  three  dmes  as  likely  as  RNs  in  the  largest 
counties  to  v/ork  in  a  nursing  home  or  extended  care 
facility.  Oddly  enough,  within  the  smaller  counties, 
the  percentage  of  RNs  with  a  baccalaureate  degree 
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as  their  highest  degree  in  nursing  is  highest  in  the 
smallest  counties  (table  10-43)  {317).  This  %dmg 
may  be  indicative  of  ^  more  pressing  need  for 
well-irained  RNs  in  the  smallest,  niost  remote 
facilities. 

Rural  RNs  are  less  likely  than  urbai}  RNs  to  be 
employed  in  nursing  (77  v*  81  percent  m  1988) 
{681),  Analysis  of  1984  national  survey  data  re- 
vealed that  14  percent  of  RNs  who  resided  in  rural 
areas  commuted  to  urban  areas  to  workr  while  only 
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Teble  10-42— Estimated  Number  and  Distribution  of 
Registered  Nurses  Employed  In  Nursing  by  County 
Popuiation  Size,  1988 


County 

EatinMited 

Percent 

popwiation 

Dimmer  of  RKs 

disrlbutlon** 

All  U  S,  c^untlflE  

"  627,035 

IQO  0 

Kote  than  50^  000  

. ,  .1,^85.999 

91.3 

50.000  or  few«r  

.  U0.057 

8  7 

25.001  to  50,000. 

79.117 

*  8 

LOxOOL  to  25.000. 

. *6.955 

2  9 

LO.OOO  or  fow^r. , 

13.986 

0.9 

bounty  population  ais©  does  not  necesaaril?  reflect 
iDotro  or  nonmetro  status. 

Percontas^s  add  to  10^  due  to  rounding. 


SOURCE:  D.A.  Kindis^  University  of  Wisconsin^ 
Madison.  WI^  and  8,  MovassaBhi .  Ithaca 
CollaSe.  Ithaca^  HV^  unpublished  analysis 
of  data  fxom  tha  1988  National  Sample 
Survey  of  KegiSbered  Nuxs^rs  (provided  by 
the  Division  of  Nuxsing,  Bureau  of  Efanlth 
Frofossions)  conducted  und«r  contract  with 
tho  tfnivarsity  of  North  Dakota  Rural  B^alc.^ 
Research  Center,  Grand  Fotks,  HD.  1969 


2  parent  of  RNs  residing  in  urban  areai  commuted 
to  rural  practice  sites  {699). 

Data  &om  selected  States  indicate  substantial 
niral/urban  differences  in  RN  and  LPA^  distribu- 
tion. For  example: 

•  InTexasM  1986,  the  number  of  employed  RNs 
per  100,000  residents  was  228  in  rural  counties, 
compared  with  460  in  urban  counties  (70S), 

•  In  Arizona,  in  1987,  the  total  number  of  RNs 
per  100,000  residen**^  was  also  much  lower  in 
rural  than  in  urban  counties  (477  v,  850), 
LP/VN  availability  was  also  lower  in  rural  than 
in  urban  counties  (186  v.  238  per  100,000) 
{220y 

•  In  OklahomaM  1987,  the  total  number  of  RNs 
per  100,000  residents  was  again  much  lower  in 
rural  than  in  urban  counties  {397  v,  686),  but  the 
ratio  of  LP/VNs  to  100,000  residents  was 
actually  higher  in  rural  than  in  urban  count  e^ 
(387  V.  286)  (-^50^ 

These  differences  may  be  explained  to  scrme  extent 
by  rural/urban  distribution  of  hospitals,  where  most 
RNs  and  LP/VNs  are  employe*!.  In  Texas,  in  1986, 
for  example,  only  19  percent  of  the  State's  hospital 
beds  were  located  in  rural  counties,  and  42  of  the  43 
Texas  counties  without  a  hospital  were  rural  (708). 
A  recent  study  four-d  that  vacancy  rates  for  RNs, 

"^;!!lS'.TIi!03 


LPATSts,  and  crilicaicare  RNs  in  thi:>  State  were  only 
slightly  higher  in  rural  than  in  urban  hospitals  (595), 

Nurse  ^Supply  In  Rural  and  Urban  Hospitals 

Rural  hospitals  have  markedly  fewer  RNs  and 
distinctly  lower  RN-to-LP/VN  ratios  than  their 
urban  counterparts  (table  10-44)  (625).  Among  rural 
hospitals,  hospitals  in  frontier  areas  have  especially 
few  FTE  RN^s~as  little  as  one-fifth  as  many  PTE 
RNs  as  nonfrontler  rural  hospitals  of  comparable 
SL^e,  Medicare-certified  sole  community  hospitals 
tend  to  have  slightly  larger  FTE  RN  staffs  than  those 
of  other  rural  hospitals  (625). 

In  contrast,  rural  hospitals  of  any  given  size 
generally  have  slightly  more  PTE  LP/VNs  than  their 
urban  counterpaits  (table  10-44),  Again,  however, 
frontier  hospitals  have  ±e  fewest  FTE  LP/VNs 
(625y 

Urban  hospitals  have  up  to  two  times  as  many 
FTE  RNs  per  FTE  LP/VN  as  do  rural  hospitals  of 
comparable  size  (table  10-44)  (625),  i.*flecting  a 
greater  reliance  on  nurses  with  less  trauiiiig  and 
lower  salaries  in  rural  hospitals.  It  is  unclear  whether 
the  greate_*  representation  of  LP/VNs  in  ural  hospi- 
tals is  due  to  (he  hospitals'  inability  to  pay  the  higher 
RN  salaries,  their  inability  to  recruit  qualified  RNs 
from  the  larger  national  pool,  or  a  lower  demand  for 
RNs  in  these  hospitals. 

Eighteen  percent  of  large  ur^an  hospitals  and  9,5 
percent  of  rural  hospitals  reported  closing  beds  in 
1987  due  to  shortage  of  nursmg  staff  {699).  Al- 
though a  larger  proportion  of  rural  than  urban 
hospitals  report  no  vacant  RN  positions^  high  RN 
vacancy  rates  (over  15  percent)  are  more  common  in 
rural  than  in  urban  hospitals  (699),  Because  most 
rural  hospitals  are  small  and  employ  relatively  few 
RNs,  they  may  be  subject  to  extreme  shifts  in 
vacancy  rates,  and  they  may  be  more  sensitive  to  the 
loss  of  a  single  nursing  employee. 

Data  are  scarce  regarding  the  extent  of  the  nursing 
shortage  in  ambulatory  and  other  nonhospital,  non- 
nursing  home  health  cait  settings,  which  employ 
approximately  25  percent  of  all  RNs  and  22  percent 
of  aU  LP/VNs  (table  10-39)  {67L081).  LaUof  such 
data  hinders  accurate  assessment  of  the  extent  of  the 
nursing  shortage.  This  limitation  is  particularly 
troubliu^  given  the  recent  increai>e  ui  KN  employ- 
ment in  ambulatory  care  settings  {673}  dim  t^iven  the 
relatively  large  proportion  of  RNs  in  s.i  *U  nuai 
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Tabid  1CM3^  -Ctiaractedstics  of  Registered  Nuises^RNs)  Employed  m  Nuismg  ty  County  Popui8t;:on  Sue/  id6$ 


Count^PQCmlation  size 


All  tl  S 
counties 


more  than 
50,000 


50,000 
01*  fewer 
residents 


2S<0Ol  to 

50,000 
residents 


10.001  to 

25.000 
residents 


10.000 
or  f^wer 
r^sidenti 


Percent  of  Mi 


Basic  nursiiiqt  oducairion: 


Diploma 

A4  6 

** 

5 

*5 

6 

*3 

8 

A7 

I 

50 

9 

Associate  d«^red  .... 

31,5 

30 

9 

38 

*0 

37 

2 

32 

!* 

Baccalaureate,  masters 

or  doctoral  deSree..  

23.5 

ZA 

2 

15 

1^ 

* 

15 

16 

7 

Unknown H      .  ,  

0.* 

0 

0 

2 

0 

2 

* 

Total*^  

100  0 

100 

0 

100 

0 

iOO 

0 

100 

0 

iOO 

0 

HLgJicsb  Dursins  de^cw: 

Diploma  ... 

36  5 

36 

1 

4T 

1 

39 

5 

*2 

T 

A* 

5 

Associate  de&ree  

0 

27 

2 

36 

Z 

3a 

5 

3* 

2 

29 

1 

Baccaluareate  degree^  . . 

.  ze  7 

29 

5 

20 

1 

18 

8 

21 

1 

2* 

3 

Masters  or  doctoral  degree  . 

,    6  3 

6 

7 

2 

5 

2 

1 

8 

2 

I 

Unknown   

.    0  * 

0 

4 

0 

2 

0 

3 

2 

* 

100  0 

100 

0 

100 

0 

100 

0 

100 

0 

lOO 

0 

KoCilvGd  d&Sroe/cortiflcate  £ro«  mirso 

pracbibLo(DorA(ddwifB  pro^tm: 

Yes   

3  A 

3 

^ 

z 

8 

6 

1 

9 



96  1 

96 

C 

96 

9 

Unknown 

0 

0 

0 

2 

C 

0 

TotaP 

100  0 

:oo 

0 

lOO 

0 

0 

0 

1-j 

{\ 

A  7 

a 

* 

3 

7 

2 

7 

0 

25-3* 

33  3 

33 

6 

JO 

4 

4 

1 

27 

; 

35-4*  . 

31  7 

31 

6 

31 

yi 

8 

8 

45-5* 

19  2 

0 

21 

4 

zo 

4 

71 

27 

^ 

10  7 

10 

4 

13 

6 

n 

n 

U 

; 

Unknown 

0  5 

0 

0 

2 

0 

^ 

2 

0 

2 

lotai^ 

100  0 

100 

0 

100 

0 

1  f. 

100 

0 

EcDikLOTmcitt  status; 

Full-tictie 

6^ 

67 

* 

1 

0 

Part*tiine 

32  4 

32 

30 

<J 

9 

32 

0 

Full  -tinjc/part-^tinia 

0  1 

0 

1 

* 

* 

Totai^ 

100  0 

100 

r< 

IOC 

0 

100 

Fiold  of  cmployntPtkt: 

Hospi tal 

6>  9 

66 

S 

^7 

60 

4 

7 

7 

Huri'ins  home/extendec  care 

6  6 

6 

0 

U 

11 

& 

1^ 

ft 

Hursins  education  . 

I  a 

1 

8 

1 

2 

4 

■J 

9 

1; 

2 

Pxiblic/conmiiiiity  health. 

&  8 

6 

11 

e 

10 

S 

1  > 

4 

1* 

4 

Ambulatory  care 

7  7 

7 

7 

7 

; 

? 

s 

7 

Other^ 

S  9 

9 

2 

7 

3 

; 

1 

n 

1 

4 

Unknown 

0  1 

0 

0 

0 

* 

0 

1 

Total** 

10-  0 

100 

0 

100 

0 

0 

100 

0 

lOO 

0 

counties  vvhij  work  in  these  settings  (table  10-43) 

OTHER  HEALTH  PROFESSION.\LS 

National  Supply 

In  iS>86,  theie  were  143,000  practicing  dentists  m 
the  United  States — a  40  percent  increase  in  absolute 
numbers  s'mce  1970^  and  a  20  percent  inaease  in  the 


4Lti\edctitjst  to  populationratioitable  \^A^)yt  'I)* 
Of  these  dentists.  85  percent  were  in  general 
practice,  biu  this  pro^  jrtion  is  declining  (67/ ).  From 
1981  to  1987t  the  general  and  pediatnc  JenUst-to- 
population  ratio  increased  by  only  1 .4  percent,  v  -le 
the  dental  spccialist-to-population  ratio  increaseo  ^^y 
35  percent  (table  1CM6)  {^6).  The  trend  towards 
specialty  practice  in  dentists  is  slight  compared 
N^ith  that  seen  in  med^cinCf  but  it  nia>  be  cause  fur 
cuncern  ir.  the  future  jf  uvt^iall  4uppl>  det^redSvS 
(table  10^7)  (675 
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Tabfe  l(M3--CharaciQrlstEcs  ol  Registered  Nurses  ^RNs)  Emploj'ed  m  Nuf  smg  by  County  Population  Size,* 

1988— Conttnued 


 County  population  slzft  

tnora  than         50,000  25,001  to        LO,OOL  to  10,000 

AU  U.S.  50,000         or  twoz  50,000  25,000  or  t«w«r 

counties         residents      rasidonts  resid^tft        residents        ra  si  dents 


Porcent  o£  RHs* 


Tltlo  of  posltloQt 
Admini  str ator /Assi  st«n  t 


6.0 

5.6 

10.5 

6.4 

19.6 

..  5,6 

5.2 

9.9 

10.1 

10.0 

6  3 

3.6 

4.0 

4.7 

3  3 

2.6 

St *ff /general  duty  nurse  

. . Ge.9 

$7.3 

62.5 

62.  S 

63.2 

59. e 

Pr  a^ti  tloner/mi  drvl  f  e  

1.4 

1  4 

1.7 

1.1 

1.2 

Clinic a1  specialist. ......... 

..  i.e 

1.9 

0.7 

0.7 

0.7 

0.4 

Certified  nurse  anasthotl^t. . 

..  1.0 

1.0 

l.A 

1.3 

1.5 

1.5 

Other**  

13.2 

9.3 

10.2 

6.7 

6,9 

Total*^  

.  0.4 

0  4 

0.2 

0.3 

0.1 

* 

.  100.0 

100.0 

LOO.O 

100.0 

100.0 

100.0 

NOTE:  *  ■  If^ss  th*n  0.05  percent  of  total. 

^County  population  size  does  not  necessarily  reflect  metro  or  norunetro  $tatu£ 
^Percentages  may  not  add       100  du«  to  rouitdinS. 

^"Other"  includes  the  followiitS.  student  health,  otcupatioitai  healths  pri^^ate  duty ,  £eIjC-«mploym@[)t,  and 
oth«r. 

^ 'Other"  includes  the  following  consultant,  h«ad  nurae^ assistant  head  nurs«i  nurae  clinician,  research^ 
pri^^ate  d^ty^  and  other. 

SOURCE.  D.A.  Kindig.  University  ot  Wisconsin*  Hadlson.  Vft ,  and  H.  Movassa^hi,  Ithaca  College,  Ithaca,  m, 
unpublished  anolysla  of  data  frooi  the  1965  National  Sarople  Survey  of  Registered  Kurses  (provided  by 
the  Division  of  Hursins,  Bureau  of  Health  Professions)  conducted  under  contract  with  the  University 
of  Korth  Dakota  Rural  B«alth  Research  Centorp  Grand  Forks*  KD.  1989 


Box  lO'D—Providcr  Profile:  Dentists 

Dentists  undergo  4  years  of  post -baccalaureate 
undergmduate  training  in  general  and  some  spe- 
cialty dentistry  (d77).  Graduates  of  these  programs 
may  enter  dental  residency  programs  to  receive 
training  in  onhodonacs,  ond  and  maxillofacial 
surgeiy,  periodontics,  pcdodontics,  endodontics, 
prosthodontics,  public  health  dentistry,  or  oral 
pathology  {671\ 


Variations  in  active  dentist  supply  among  geo- 
graphic regions  and  States  are  as  great  as  for  other 
health  professions.  In  1986,  the  ratio  of  dentists  to 
100,000  residents  in  the  United  States  was  57.3. 
Ratios  in  the  States  ranged  bom  a  high  of  76.2  in 
Conuecticut  to  a  low  of  35.2  tn  Mississippi  (<577). 
Regionally,  ratios  tn  the  '.fortheast  were  well  above 
the  national  average,  while  the  South  fell  ^/feU  below 
(671\  Hiese  patterns  show  little  difference  from 
those  existing  tn  1970  (671),  suggesting  that  in 


creased  national  supply  has  had  little  effect  on  State 
and  regional  distribution. 

In  1988,  there  were  79?  designated  dental  HMS  As 
in  the  United  States*  with  a  resident  i>opulation  of 
almost  16  million.  An  estimated  1,729  dentists 
would  be  needed  to  remove  these  designations.  Over 
70  percent  of  all  dental  HMSAs  are  in  rural  areas.^"* 

Trends  in  the  number  of  dental  students  suggest  a 
leveling  off  in  future  supply.  For  example: 

^  the  number  of  applicants  to  dental  schools 
decreased  by  nearly  two-thirds  between  1975 
and  1986,  from  15,734  to  5,724; 

•  the  number  Df  first-year  enrollments  decreased 
by  27  percent  from  1978-79  to  1986-87;  and 

•  the  number  of  graduates  decreased  by  14 
percent  from  1982-83  to  1985-86  {671). 

Rural  Supply 

The  distribution  of  denti.>is  auoss  uiban  and  imal 
areas  is  very  smiilar  to  that  of  physicians.  For  .ill 


ih.  11.  tabic  11-5. 
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rabre  10-44— £strmated  Supply  of  Registered  Nurses  (RNs)  and  Licensed  Practical  Vocattortat  Nuisas  itR VNsj 
In  U  S  Reglstare^  Community  Hospitals  by  M^trcpolltan/NonnoctfopoNtan,  Frontier,  and  Sole  Community 

Hospital  Statusj987 


Mean 
6-24 


All  U.S*  coiamjnlty  hospit*ls^   7.6 

Metro   9.5 

Honmotro   7.3 

Hithln  t>ottmetrt>: 

Frontier   6*? 

Hot  frontier  

Sole  Gonmunlty  hospital^         .....  B.l 

Hot  sole  comminity  hospital....  .  7  1 


ivumbor  o£  estimated  FTE**  31Ns,  by  hospital  bed  sl«e: 


25-49  50-99  100-199  £00-299 

15.4  37.3  90.5  186,8 

22.6  S  105.2  197.6 

14.2  31.8  69.9  136.9 

9.e  16  3  32.5*  26  0* 

15.0  33.^  70.3  139.6 

15.4  36.2  7  J32.9* 

14.0  31.3  68.7  139.6 


Meai:)  number 
6-24  


All  U.S.  cocmunlty  hospitals   ..      3  5 

Metro   2.6 

Nonmetro.                          .  .   3.6 

Hithin  rionmotco- 

Frontier   3  0 

Hot  frontier. .      ......  , . .  39 

Sole  conmunity  hospital*^       ...  2  ^ 

Hot  sole  community  hospjital  3  ^ 


t>f  estimated  FTE^  LP/VHSp  by  hospital  bed  siie: 


25-49  50-99  100-199  200-299 

7.4  15.2  27.8  45.3 

7.5  15.7  Z7  0  43.0 
7  4  It,  S  28.9  55  5 

4  3  6  9  6  9*  18  0* 

8.0  15  7  29  5  55.8 

6  4  13  3  29  5  ^5  5* 

7  6  15  1  28  9  56  5 


Estimated  FTE^  RH-to-LP/VH  ratio*-  by  hospital  bed  ^i^e  catt^sory 


All  U.S. 

H^tro . . 
Nonmatro 


^ity  hospitals 


6-24 


_25-^9_ 


50-99 


100  199  200-299 


2.88 

3  82* 
2  75 


3.11 
4  25 
Z  91 


3  81 

4.57 
3  45 


5.70 

6  69 
4  33 


6  7U 

9  n 

4  28 


MOTE:      *    indicates  that,  the  fiS^^^       based  on  fewer  tt^an  30  c«ses 
'Full-time  equivalent. 

**The  definition  of  "community  hospital*  \jtsed  by  OTA  in  this  *i.al7ais  djiffers  slightly  from  that  used  by  th* 

American  Hospital  Association  (see  app  C) 
^Ratios  were  calculated  usin^  nonrounded  figures. 
"130  hospitals  without  ^y  LF/VHs,  were  dropped  from  the  enaiysis 

SOURCE      U.S.  Congress.  Offjice  of  Technology  Assessment  *  analysis  of  data  from  American  Hospital  Association 
1967  Survey  of  Hospitals,  performed  for  fiural  Health  Care  report  Cs^e  app  C> 


dentists,  office-based  dentists,  and  general  practice 
and  pediatric  dentists,  rati-  per  lOO^OOO  residents 
were  much  lower  in  rural  man  in  urban  counties  in 
1987  (table  10-48)  {686).  Within  rural  counties, 
ratios  were  directly  related  to  county  size,  with  the 
smallest  counties  (fewer  than  2,5{X)  residents)  hav 
ing  fewer  than  one-half  as  many  dentists  per  capita 
as  the  largest  counties.  Interestingly,  the  greatest 
increases  in  both  general  and  specialist  dentist 
supply  between  1981  and  1987  occurred  m  the 
smaller  rural  counties  (table  10-46)  {686).  Howe  ver, 
in  1987,  183  counties  in  the  United  States  still  had 
no  i^eneral  practice  or  pediatric  dentist  (table  10-48) 


{686).  All  but  two  of  these  counties  were  rural 
counties  of  fewer  than  25,(X}0  residents,  and  most  of 
thnse  were  counties  of  low  population  density. 

Data  on  the  ""^^  distribution  of  dentists  show  no 
notable  n-ralAu'bandi^erences^but  the  proportion  of 
dentists  who  are  young  decreased  substantially  in  all 
areas  between  1981  and  1987  {686).  This  trend 
reflects  the  decreasing  number  of  new  gtaduates  m 
recent>ears.  Asoldei  dentists  retire,  ruial  areas  -  ,11 
have  to  compete  with  urban  areas  for  an  increasingly 
liirited  supply  of  new  dentists. 
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Tabre1(M5-  -Supply  and  Distribution  of  Active  Denrtists  by  Gondiai  and  Spaciatty  Practico,  \t70, 1980,  and 


Specialty 

1970 

19S0 

4 

Humber 

Percent*^ 

Dentists 
per 

100.000 
people^ 

Humber 

Perc  ent*^ 

Dentists 
per 

100.000 
people 

dumber 

Percent*^ 

Dentists 
per 

100,000 
people^ 

102. ZOO 

100 

1ZG.200 

100.0 

55.2 

143 P 000 

lOO.O 

53.9 

A 1  n 

Aft  /i 

47.7 

121  700 

All  «pecL«Lties  

^,320 

9.1 

4.5 

17,150 

13.5 

7.5 

ai.3oo 

14,9 

a  8 

3,8 

1.9 

6.550 

5  2 

2  9 

7. 150 

5.0 

2.9 

Oral  £l  muciLLo- 

facial  sursery. 

.  a, 190 

2.1 

1.1 

3.950 

3  1 

1.7 

4,  730 

3,3 

1.9 

PoilodOQticft  

...  §30 

0.9 

0.5 

a.  240 

i.e 

1.0 

3,030 

Z.l 

1  z 

.  1.070 

1.0 

0.5 

a.  060 

1.6 

0.9 

2.600 

I.e 

1  1 

Enijodontlcs  

,  .  ,  460 

0  S 

o.a 

1,170 

0.9 

0.5 

1,900 

I  3 

0  a 

Pros th odontic ft . . . 

590 

0.6 

0.3 

950 

0.6 

0.4 

1,560 

1.1 

;>  6 

Public  health 

dentistry  

 §0 

O.l 

* 

110 

0.1 

O.l 

170 

0.1 

0  1 

Oral  patholoey. . . 

 90 

O.l 

lOQ 

0.1 

* 

150 

0.1 

0  1 

NOIEr         ■  fewer  than  0.05  d*ntista  per  100. OOO  people 
^Inclodes  Uentists  In  Federal  service. 
^All  ratio*  Are  based  on  total  population. 
^Percentagea  may  not  add  to  100  due  to  rounding. 


SOURCE.  U.S.  Department  of  Health  &  Human  Services.  Heelth  Resources  and  Services  Adininistrationp  Burea^j  of 
Health  Professions,  ^ilxth  Report  to  The  President  &  Conaress  on  The  Statkjs  of  Heel"h  PersorineL  in  The 
United  States,  DRHS  Pub.  Ho.  HRS'P-00-88- 1  (RockvilU.  MD    HRSA.  June  19S8>.  tabl-.  5-4 


Table  10-46~iJumber  of  General  Practlw^  and  Pediatric  Dentists  and  Other  Specially  Dentists  Por  100,000 

Residents  by  Typa  of  County,  1981  and  1987 


General  practice  and 

Pediatric  dentists**  Other  specialties^ 

Rate  p«r  Rate  per 


100.000 

residents 

Percent 

100, 

DOO 

residents 

Percent 

change J 

change J 

1981 

1987 

1981-87 

1981 

1987 

1981-87 

Jtetro.   ....... 

45.7 

46.2 

I  2 

7 

0 

9 

3 

32  5 

Sonmetro. .....  .......  ....  .... 

31.2 

31.6 

I  2 

2 

0 

3 

0 

49  9 

50jOOO  or  caore.......  .. 

34.2 

34  0 

-0.7 

3 

8 

5 

5 

43.5 

25,000  to  49,999  

31.8 

32,2 

I  a 

I 

7 

2 

7 

52  6 

10,000  to  24,999. .   

a8.2 

29  1 

3  0 

0 

5 

0 

3 

67.6 

5,000  to  9,999  

as. 8 

a?.i 

5  1 

0 

2 

0 

4 

103,5 

2,500  to  4.999  

25  5 

a5  b 

0  I 

0 

1 

0 

7 

420  5 

fewer  than  2,500  

13. a 

14  4 

8  7 

0 

0 

0 

0 

0  0 

Population  <  10,000: 

<'6  persons/square  mile. . . 

.      27  7 

a8.7 

3,7 

0 

I 

0 

5 

520  S 

>6    persons/square  mile. , . 

.  23.9 

a5.o 

4.7 

0 

2 

0 

4 

&$  3 

U.S.  total  

.  42.3 

4a. 9 

I  4 

5 

6 

7 

9 

34  7 

^Includes  both  full-time  and  part'timo  dentists    Part-time  d^>n.,ists  ^ire  counted  o3  full-time  dentists 


SOURCE.  U.S.  Department  of  Health  «nd  Human  Services.  Health  Resources  and  S^^rvlces  Administration.  Dut^au  oi 
Health  Profossionsp  Office  of  Data  Analysis  and  Management.  Rockville.  MD^  unpublished  data  f^om  the 
Area  Resource  File  system  provided  to  OTA  in  1939  and  1990 
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Table  1(M7— Supply  of  Active  E)entlsts  In  the  United 
States.  Estimated  1988  and  Pro|ected  1990-2020 


Huislb^r  of 

AcMve  dcmtlsts 

active 

per  100,000 

Year 

dentists 

poople^ 

1966, , , 

  1*6.600 

59.* 

1990. . . 

  149,700 

50.6 

  15*, 600 

57.6 

53.5 

2020. *  * 

  1*0,700 

47.8 

Ratios 

are  based  on  t^tal  p^j 

pdiat  ion  ,   In^  lad  ills 

Arm«d 

Forces  <:iver«ea«,  as  ct 

Jgly  1  for  1990  and 

svcceedlnS  y«ars , 

SOURCE:     U.S.  Department  of  Health  and  Hum«n  S«: 
vices,  Hoalth  Resources  And  S«r^/lces  Adroln- 
istrationr  avr«aa  of  Health  Professions, 
Seventh  Export  to  the  President  and  Cona- 
F*Rft  on  tiiO  Stfttmi  ofL-PftAlth  Personnel  In 
the  United  States.  DHHS  Pub.  Wo.  HRS-P-OD- 
90-1  (Rookville,  MD:   HRSA ,   Jvnd  1990). 
table  VlI-A-5. 


Box  10-E — Provider  Profile:  Pharmacists 

In  order  to  obtain  a  license,  phannacists  must 
complete  either  a  5-ycar  baccalaureate  education 
program  or  a  6-year  doctoral  prognim  (67/),  The 
amount  of  pieinofessional  college  study  required 
by  these  [uogianis  varies  from  0  to  2  years.  The 
number  of  ^try-level  doctoral  pharmacy  programs 
and  degrees  awarded  has  increased  tn  recent  years, 
and  this  increase  is  projected  to  continue.  The  major 
dimensions  of  pharmacy  practice  include:  gmeral 
management  and  administration  of  the  pharmacy, 
activities  related  to  processing  the  prescription^ 
drug-related  decisionmaking  and  patient  care  func- 
tions; drug  preiKu^tion,  distribution,  and  control; 
and  education  of  health  care  professionals  and 
patients  (67/), 


Table  10-4e  Number  of  Dentists  Per  100,000  Residents  and  Number  of  Counties  Without  Generm  Practice  or 

PedlatHc  Dentists  by  Type  of  County,  1987 


Counties  wiihoat  Sonera!  practice 
Kuo^flr  of  de>ntists^_Per  100.000  j^esldants  ftr  pediatric  dentists.  1987 

General  practice  Kumbt^r  of  Resident 

Total       Office'based       and  pediatric  counties  population 


Metro..    57.7  55  5 

Woraiietro    35  3  3*  6 

50,000  or  pore   *0  *  39  5 

25,000  to  '9,999  35.5  34.3 

10,000  to  24.999    .  30  *  29  & 

5,000  to  9,999   28  I  Z7  5 

2,500       4,999   26  6  26  3 

fewer  than  2.500.  ,  15  0  1^  * 
Population  <  10,000: 

<«6  persons/square  mile.  29,7  29  2 

>&    persons/square  mjile  26.0  25  * 

U,S,  total.    52  7  S 


*6  2  2  i5,*00 

3!  6  181  731.^00 

3^  0  0  0 

32  2  0  0 

29  1  11  141,200 

27  1  ^1  291,7^0 
25  5  178, 30C 
U  4  81  :  '^,300 

28  7  U5  272.600 
25  0  57  333,100 

U2  9  183  7*6,900 


^Includes  both  fa^l-'time  and  pArt-^time  dentists 

SOURCE.  U  S.  D^spactoient  of  Health  Human  Services,  Health  Rosoujcce^  CurvK^fS  Adn]imstrAtL<>ri,  Bureau  <>f 
Health  Professions.  Office  c?£  Data  Analysis  and  Manajecnent*  Rotkviilo.  Ml),  unpublished  daLa  frcm  the 
Area  Besoarce  File  system  provided  to  OTA  in  1969  and  1990 


Pharmacists 

Nationa!  Supply 

There  were  an  e!>timated  157,800  practicing 
pharniacists  in  the  United  States  m  1988  {673). 
Paralleling  the  pattern  in  denu^t  supply,  the  absolute 
number  of  phannacists  increased  b>  40  percent  and 
the  pharmacist  to-population  ratio  increased  b>  17 
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pefcent  from  i970  to  1988  (table  10-49)  (673), 
Significant  trends  in  the  pharmacy  pfofession  in- 
clude: 

•  ^n  increase  in  the  proportion  of  pharmacists 
who  are  female  (from  4  percent  of  the  active 
work  force  in  1950  to  26percen.in  I988)(<57J); 

•  an  in*;r^".ai>e  in  the  percentage  uf  mmontj 
phannacists  (from  8,9  per\:ent  in  1980  lo  10,5 
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Table  10-49— Supply  of  Professionally  Actlva 
Pharmacists,  Selected  Years;  Estimated  1970-1988. 
and  Prelected  1990*2020* 


Year 


Nua!l>or  of  activo 


Active  pharmaclsttt 
p«r  100,000  people^ 


1970   112*600  54.5 

1980   142*400  62.2 

1988   157*800  63.8 

1990   161*600  64.5 

2000   181,400  67.6 

2010   200,500  71.0 

2020   ai3*800  72  6 

Percent  ehanse' 

1970-1988   40.1  ^7.1 

Percent  change, 

1988-2020    35.5                         13  8 

'includes  phansac  ,5t8  in  Federal  aervjice 
^at  ios  based  on  total  populatloit,  IncludjinS  Armed 
Forcos  oversea^,  aa  of  July  1. 

SOURCE:  U,S,  Dopartroent  of  Henlth  and  Human  Ser- 
vlcesj  Health  Resources  and  Services  Admin- 
istratlonj  Bureau  of  Health  Professions, 
Seventh  Iteport  ta  Th^  Prealdent  &  Congress 
on  The  Sta::u3  of  Health  P^r^ontiel  in  The 
United  States.  OflHS  Pub-  Ho.  HBS-P-O0-90M 
<Roclivllle*  MD    HHSA,   June  1990J,  table 

xri-1. 


percent  in  1988)  {673);  and 
9  a  change  in  professional  focus  from  merc*> 
distributing  drugs  to  providing  a  ^Afider  range  of 
services,  including  quality  assurance,  patient 
education  patient  care  activities,  and  monltoi 
ing  in  order  to  reduce  adverse  drug  effects 
(671), 

After  decreasing  for  a  nAimber  of  yeais^  enroll- 
ments in  U,S,  schools  of  pharmacy  have  recently 
increased  slightly,  although  they  are  still  well  below 
the  peak  level  reached  in  1974-75  (figure  10-8) 
(671).  As  of  1988,  there  were  74  coUeges  of 
pharmacy  in  the  United  States  [466). 

The  National  Association  of  Boards  of  Pharmacy 
reported  that  68  percent  of  all  active  pharmacists  in 
1986  were  in  coitimuiuty  phf^rmacies,  with  the  great 
majority  in  chain  store  ph;irmacies  (671),  Onl>  8 
percent  were  in  independent  establishments.  Just 
over  20  percent  were  working  In  hospital  settings, 
and  the  remaining  12  percent  ^ve^e  empbyed  in 
manufacturing,  wholesale  practice,  teaching,  gov 


i  ,gure  10-8— first  Year  Enrollment  In  Schools 
ot  Pharr  w<cy.  Academic  Years  1989^70  Through 
1935-66* 


2,000 


0- 
l3B9-rO 


ACd<feniic  yc8« 


^ndudes  sfudenis  ^  ^  ^  3  y«arft  of  pfdes»icnat  pharmacy 
education.  £xdu^  stiidonta  in  pfe^armaoy  «duoalJon. 

SOURCE,  OffkM  of  Te(^u>ology  Assessment,  1990.  Oata  from  USl 
Qeportmeitt  tff  Health  and  Human  Services.  Health  ResouFces 
ar>d  S^rAc^  Adnitnfbtmtfon,  Bureau  of  HMfth  Prafesskms^ 
Sixth  Ropon  to  Th0  Pr^skhnt  3n<S  Congr^s  <w  7Tw  Status  of 
H&Alth  P^fS<!fjnai  in  The  Lhtt«d  Stfft^  DHH$  Pub.  No. 
HRS^P-OI^aS-1  (fiodcvine,  MO:  HRSA-  June  1988).  tabte  84. 


emmentagencies, and  Other areas(67/).TheFeda"al 
Government  at  one  time  designated  pharmacy  HMS As 
but  no  bnger  does  so  (see  ch.  11), 

BHPr  projects  continuing  increases  in  both  the 
number  of  active  pharmacists  and  the  pharmacist-to- 
population  ratio  over  the  next  three  decades  (table 
10-49)  {673},  The  increasing  numbei  of  female 
pharmacists  in  the  work  force  may  lower  the  overall 
number  of  PTE  pharmacists,  since  female  pharma- 
cists tend  to  work  fewer  hours  than  their  male 
counterparts  (673).  Despite  recent  increases  in 
supply,  however,  demand  is  outpacing  supply,  and 
nnany  employers  have  reported  difficulty  in  recruit 
ing  for  vacant  pharmacist  positions  (675)-  Taking 
into  account  recent  trends  in  the  output  of  the 
pharmaceudcal  industry,  as  well  as  the  expanded 
clinical  n>le  played  by  pharmacists,  future  require- 
ments may  continue  to  exceed  supply. 

Rural  Supply 

Current  information  un  the  nauonal  rural/urban 
distribution  of  pharmacists  f^caice.  Nu  national 
census  of  pharmacists  has  been  vonducted  since  the 
1970sj  and  no  informatjon  on  the  rural/urban  distri- 
bution of  pharmaciiit^  ii>  avd>ldble  from  that  census 
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Box  F — Provider  Profile.  Optometrists 

Optometrists  examine,  diagnose,  and  titat  prob^ 
lems  of  the  eyes  and  vision  system  (673).  Optome- 
try students  must  complete  from  2  to  3  years  of 
preoptometry  higher  education  before  entering  a 
4-year  program  in  opiometiy*  On  completion  of 
undergmluate  tiaining,  some  optometrists  enter 
specialized  residency  progtams  in  fields  such  as 
family  practice,  primary  care,  geriatric^  pediatric, 
and  rehabilitative  optometry  (671). 


(466).^  State  studies  thai  examined  the  luralAiTc  ji 
distribution  of  pharmacists  during  (he  1980&  suggest 
(here  are  a  few  areas  vn(h  shortages  but  little  overall 
lea^n  for  concern. 

♦  In  Georgia,  in  1983,  only  one  county  lacked  a 
licensed  pharmacist,  and  (he  phaimacist*to- 
100,000  population  ratio  was  only  slightly 
lower  in  rural  (han  in  urban  counties  (81  v,  88) 
(740y 

•  In  Texas,  in  1988,  14  rural  counties  had  no 
pharmacist  (575). 

♦  InArizonaM  1^7,  (he  average  pharmacist-to- 
iOO^OOO  population  ratio  in  the  13  rural  coun- 
ties was  47  (range  18-58)  as  compared  with  78 
in  (he  2  urban  counties  {220), 

•  In  Oklahoma,  in  1987,  the  pharmacist-to- 
100,000  population  ratio  in  rural  counties  was 
67  compared  with  72  in  urban  counties  (451 ). 

>  In  Nebraska,  in  1981.  52  percent  of  ail  active 
pharmacists  were  located  in  (he  State's  4  urban 
counties  (429),  This  distribution  closely  paral- 
lels that  of  Nebraska's  resident  population,  53 
pMcent  of  whom  resided  in  urban  counties  in 
1986  (631), 

Optometrists 

National  Supply  * 

The  active  optometrist-to-100,000 population  ratio 
mcreased  from  8.9  in  1970  to  10,6  in  1988,  BHPr 
ftojects  (hat  (he  ratio  will  increase  to  14.2  active 
optometrists  per  100>000  residents  by  2020  (table 
10-50)  (673), 

The  number  of  applicants  to  schools  and  colleges 
of  optometry  peaked  in  1975-1976  and  has  declined 
continuously  since  (hen  (671).  Enrollments  in- 
creased until  1985'86  but  have  since  leveled  off 
(671,673);  (he  number  of  graduates  increased  until 
1983-84,  declined  slightly  in  1984-85,  and  has 
remained  relatively  stable  since  L'lat  time  (t)7l^73\ 

The  American  Optometric  Association  (AOA) 
estimates  that  nearly  three-fourths  of  the  25,400 
practicing  optometrists  in  the  United  States  in  1989 
were  in  independent  practice,  with  (he  remainder 
employed  by  HMOs,  oph(halmologist$,  optical 
chains,  the  Anned  Forces,  and  other  employers  (56), 
The  a'  *rage  age  of  oplometrists  is  decreasing,  from 


Tabid  1(>50— Supply  ot  Professtonatly  Active 
Optometflsts,  Setecte^  Years:  Estimated  1970*1988, 
and  Projected  1990^2020* 


Active  optometrists 

{Cumber  Of  active 

pflr  100,000 

optoaifttristft* 

people^ 

1970. . . 

  16**00 

8  9 

19$0  

  22*200 

9.7 

  25*100 

10  6 

  27*100 

10  6 

2000  

...     .  33*100 

12.3 

  3e*eoo 

13.7 

2020  .  . 

 ^il*700 

1A.2 

^Includes  optowfttrists  in  F^d^rol  Soivic* 

los  based  on  total  population*  including  Armed 
Fortes  overseas*  a&  of  July  1. 


SOURCE  U.S.  DepajTtnient  of  Health  &  Ikntat)  Services* 
Health  Rasourt^es  and  Seivic«tr  Admit^lstra- 
tlon.  Bureau  of  H^alt^  Profession*  ^  S^ventji 
Report  to  The  Presidf.tt  &  Confireaa  on  The 
Status  of  Health  Pei,,otineL  in  The  United 
States  CttBS  Pub*  Ho.  HRS-P  OC-90-1  (Rock- 
villa*  MD:  HRSA*  J**i:)e  1990)*  tabla  XI-A'l 

1980 to  1988,  the  median  age  fell  &om49  to4I  years 
(673\  The  proportion  of  all  optometrists  who  are 
women  is  expected  to  increase  from  1 1.5  percent  in 
1988  to  28*4  percent  in  the  year  2000  (673).  As  for 
phannacists,  the  Federal  Government  has  ceased  to 
designate  HMSAs  for  vision  care  providers  {see  ch- 
11)* 

Rural  Supply 

Optometrists  are  iniportant  providers  of  primary 
eye  and  usion  care  in  areas  that  lack  ophthalmolo- 
gists* An  analysis  of  1983  registries  of  optometrists 
and  ophthalmologi&ts  conducted  by  the  AOA  found 


'*Th*  American  Assoctaiion  of  Colleges  of  Phaimacy*  m  coopcratioii  with  Ihe  Nmional  A^^muoci  of  B<mkI^  kX  Phamiac>*  is  cuncnuy  prepanng 
tocondttcraiiotbff  censQS  RunlAirban  distributional  mfoniuitioD  will  bta^aitabJcfrooi  ius  census*  but  not  loranoibcT  2ycan 
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that  optometrists  were  practicing  in  6,612  communi- 
ties^ in  the  United  States  and  in  4^53  were  the  only 
pwidars  of  primary  eye/vision  care  (table  10-51) 
{56).  It  is  not  known  wheth^  optometrists  are  more 
or  less  likely  than  ophthalmologists  to  practice  in 
rural  areas,  because  available  data  are  neitter 
comparable  nor  consistent.  Ov^one-third  of  optom- 
etrists practice  in  communities  of  fewer  than  25  »000 
residents  (table  10-52)  (42).^  Twenty-one  percent 
of  ophthalmologists^  surv^ed  in  1988  were  prac- 
ticing  in  large  (more  than  lO^OOOresidents)  "niral*'^ 
areas,  and  2  percent  in  small  (few^  than  10^000 
residents)  *'niral'*  areas  (49).  However,  data  from 
tbe  AMA  show  only  4.7  percent  of  all  ophthalmolo- 
gists practicing  in  rural  counties  in  1988  (686). 

Data  firom  two  States  suggest  that  the  urban/rural 
distribution  of  optometrists  is  more  even  than  that  of 
many  oth^  health  professionals. 

•  InArizona^'m  1987*theoptomelnit-to-100,000 
population  ratio  was  8  in  rural  coundei  com- 
pared  with  10  in  urban  counties  (220). 

*  In  Oklahoma,  in  1987,  the  optometrist-to- 
100,000  population  ratio  was  higher  in  rural 
than  in  urban  counties  (13.6  v.  9.8)  (451). 

Allied  Health  Professionals 

The  term  "allied  health*'  has  no  set  definition. 
Hie  vagueness  of  the  term  is  due  in  part  to  the 
continuing  and  rapid  evolution  of  the  num^us 
health  gelds  it  includes,  and  the  lack  of  a  set 
definition  may  be  cne  reason  why  the  allied  health 
professions  have  historically  received  relatively 
little  attention  from  researchers  and  policymakers. 
Allied  health  professionals  (AHPs)  are  a  diverse 
group  of  practitioners  who  make  up  the  majority  of 
the  health  care  work  force,  have  education  varying 
from  on-the-job  training  to  advanced  college  de 
grees,  and  are  employed  in  all  types  of  health  care 


settings.  Table  10-53  lists  some  of  the  many 
professions  in  this  category. 

National  Supply 

Between  1970  and  1986,  the  total  estimated 
numbCT  of  AHPs  employed  in  the  United  States 
almost  doubled^  reaching  1.3  million^  in  1986 
(table  10-53)  (671).  Ibis  rapid  growth  is  largely 
attributable  to  inaeasing  need  to  delegate  tasks 
formerly  performed  by  odier  healdi  professionals, 
and  the  rapid  evolution  of  medical  t^hnologies  that 
require  skilled  personnel  (288).  Ocoqjations  widi 
the  greatest  rates  of  growth  between  1975  and  1986 
were  dietetic  technicians*  medical  technologists*  and 
medical  laboratory  technicians  (table  10-53)  (671). 

Despite  this  growth*  concerns  have  mounted  in 
recent  years  over  a  shortage  of  certain  AHPs.  The 
paucity  of  information  regarding  the  demand  for  and 
Supply  of  AHPs  prevents  an  accurate  detennination 
of  the  degree  of  shortage.*^  However*  available  data 
and  anecdotal  evidence  suggest  diat  shortages  may 
reach  critical  proportions  during  the  next  two 
decades  if  current  downward  trends  in  enrollment  in 
AHP  training  programs  continue. 

Characteristics  of  the  AHP  Labor  Market — In  a 
1989  report  on  allied  healdi  services,  the  Institute  of 
Medicine  (lOM)  found  that  the  AHP  labor  market  is 
characterized  by: 

«  a  predominantly  female  work  force, 

•  technically  competent  workers; 

«  highly  regulated  professions  and  woikenvuon- 
ments; 

•  educational  progranu  that  have  difficulty  cap- 
turing limited  resources  and  recruitmg  enough 
students;  and 

•  ^  rapidly  changing  work  environment  where 
employers  must  make  decisions  as  to  the  hirmg 
and  compensation  of  ^  wide  range  of  health 


^"Cammunities"  iiKltule  citi^  aod  (owns  ir  tbt  Uoi(e4  Stales,  ^hj^h  aie  ti^^i^d  b>  ^lacc  m  4j[«t,[oncs  publi&ticd  by  thr  Amcncati  uptomemc 
AssociatiOD  {41)  and  the  Atucricaja  Acadmy  of  Opbtbalmology  {U). 

^Daia  db  sot  djf;tiaguisb  between  nual  aitd  urban  locatioD. 

^^Iu<!es  only  opbtbalmotogisis  belotigingto  the  Americaa  Academy  of  OpLthaljDOlogy. 

^Docs  ZH>tiv^C(^meiTc/iK)BinctFO  location.  Some  sDulkrcoD^  was4lc[c:nnuDcdDj  £urvc>  analysis, 

who  ]oolc«dup  the  oame  of  cacb  coinmiuut>  and  pla<xd  it  m  one  of  fuui  su«  vategoncSt  tbc  two  joulle^  wfait^h  were  tenned  fuial  k^o). 

^^Hus  som^hatiestHctlve^^tiraatc.  which  r^ccogoizcsonlj  ^pcuTik^oup^sof  AHP^  wbuuavercweivcd  profc&stuuaji  tradiui^  aithe  pusL-scu?odar> 
Wei,  is  less  (liOQ  one-balf  of  a  reoat  estimate  made  by  the  Amenta  Socjciy  uf  Ailted  Healih  prvfca^sivnal^  iASAHP>.  L^ng  a  bru^o  Oefuijuui^ 
ASAHP  estimates  a  supply  of  Over  3  miJUon  AHPtt  {461). 

^'^nteDuteauof  Labor  Statistics (BLS)  collects  infotmatiQniKivcrUua  tHOie^^nr^oflttHcnseJ.  eiDpIu^odAHP^.bui  die^  Jau  ore  timi^cd  bei^u^c  n^nj 
AHPa  lack  fotmal  tf^ining  or  licensure  For  example^  the  BLS  estimated  Jmt  there  were  57^000  empJujc^d  ^pccvh  mjogu4ige  pathuiv^-^i^  aoi]  Jiou>gt^i& 
'  table  1 0-  53)  The  American  Speech-  Laj^guagie  Hcan^g  A^s<k  ai\  on  v AS  HA>»  how  ev  ei » c&mnaLed  th^t  jf^projuotaiel^  ttO,  /  UO  spccvh^iaiu^gc 
"Ins  and  audiologuts  (both  licensed  and  nontkcmcd)  were  active    tbe  work  force  in  19S7  <^^)' 
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Table  10*51— dumber  of  Cities  With  Optometrists  and  Ophthalmologists  by  State,  19^3 


State 


Cltiftfi  with 

Cities  with 

optometrists 

0 pbtba  bho los i s  t s 

Difference* 

101 

27 

74 

5 

9 

5S 

'^'^ 

32 

92 

24 

68 

505 

25& 

251 

73 

27 

46 

104 

55 

49 

n 

7 

4 

1 

1 

0 

207 

116 

91 

146 

50 

96 

24 

S 

16 

49 

13 

36 

326 

117 

209 

176 

5X 

125 

145 

30 

115 

119 

27 

92 

116 

32 

64 

86 

34 

54 

67 

23 

44 

103 

52 

51 

218 

97 

121 

253 

94 

159 

166 

49 

117 

81 

26 

55 

152 

35 

117 

49 

11 

38 

74 

13 

61 

16 

6 

10 

38 

22 

16 

292 

148 

144 

39 

16 

23 

400 

212 

188 

176 

59 

117 

42 

7 

35 

313 

91 

222 

105 

24 

81 

95 

29 

66 

407 

162 

24  5 

30 

12 

18 

91 

27 

64 

46 

8 

40 

124 

36 

88 

273 

95 

176 

37 

11 

26 

28 

16 

X2 

119 

52 

67 

117 

43 

74 

CO 

22 

56 

202 

52 

150 

25 

8 

17 

.  6.612 

2.459 

4.  153 

Alabama. .............. 

Alaska. ............... 

Arizon^i. 

Arkansas. ............. 

California  

Colorado  

Connecticut  

Delaware .............. 

District  of  Colun^ia.. 

Florida  

Georgia  

Qavfaii  

rdabo  

Illinots  

Indiana. .............. 

Towa .................. 

Kansas. ............... 

Kentucky. ............. 

Louisiana.   .  .  , 

Maino  

Maryland  

Ffasfiachusetts  

Michigan, .......  . .  ^ .  . 

Hinnssota. . . . .  ■ -  

Mississippi   

Misaouri ............. 

ttontana  

N^hraska  

Nevada, ..........  . 

Hew  Naropshire  

New  Jersey.  . 
New  Mexico  . 

How  York  

North  Carolina  

North  Dakota  

Ohio  

Oklahoma, ....... 

QreSon.  

Pennsylvania. ,  ,  . 
Rhode  Island. .  . ..  ... 

South  Carolina  

South  Dakota  

Tennessee. .  ... 

Texas.  

Utah  

Vermont.  

Virginia  

Washington.  

West  Virginia  

Wisconsin  

Wyoming. ...  , ,  . , , 
Total  cities  in  U.S. 


ERIC 


NOTE.    Only  comnunitie^  with  eittjOr  An  optometrist  or  an  opthalroologiAt  are  included  in  the  count 

'^Minimum  number  of  cities  where  ono  or  more  optometrlstfi  were  prACtic^ng  iri  1963.  but  whOrf'  no 
ophbhalmologista  Here  practicing  in  1963, 

SOURCE.  F.  Aron,  Manager  of  Information  and  Data.  American  Optometric  Association^  St  Louis,  HO.  porson.il 
communicationi  1989,  Data  were  collected  by  hand  counts  of  optotnetrisrs  from  American  Optomotric 
Association.  The  Blue  Book  ot  Qptemotrists.  196^.  37th  CChlcaROn   IL    Ptofessional  Tress,  Tnc^ 

1963)  and  of  ophthaliool ovists  from  Americon  Acade^wy  of  Ophthaimol^jgy.  The  Red  Book  of  Qi.hth.TlmolriRV. 
1263,  35th  ed.  (ChicaSO.  IL:  Professional  Press  r  ^  \c  .  1963) 


?=5 


Chapter  10— The  Supply  of  Health  Personnel  in  Rural  Areas  •  277 


Teble  lO-52^Di$tribution  of  Optometrists  by 
Community  Populetlon  Sfze,  1989« 

CcmnuDlty  Percent  of 

population  sire^  optometrifttft^ 

♦"Urbw*"  <tot«l)   40,7 

500,000  or  iDor«   . .  13.2 

100,000-500,000   12.9 

25,000-100,000   1*,6 

"Suburboti"  (total)   24,5 

500,000  or  iDore   2.9 

100,000-500,000   6,0 

25,000-100,000   15,9 

Under  25,000   34,4 

Totol^   100,0 

^D«ba  baft^d  on  approximately  1,100  replies  to  the 
1989  Afoorican  Qptomatric  Ai^ftociation  (ADA;  Ccornxnii^ 
Survey,  vfblch  was  sent  to  a  ra^idoiD  ftampla  of  ADA 
joemberft,  Tho  AOA  membatfthip  repreftetitft  approximate" 
ly  75  percent  of  all  practicin£t  optometrists  in  the 
United  States. 

'^oonnmity  population  atre  was  self-reported.  lb  does 
not  necessarily  reflect  metro  or  nonmotro  location. 
^Fercenbaa^  may  not  add  to  ICQ  due  to  coundin&, 

SOLUCE,  American  Optoinetctc  Association,  St,  Louis, 
HOj  unpublished  data  from  the  1989  AOA 
Econ^ic  Survey  provided  to         in  1989 

professionals  in  the  absence  of  adequate  infor- 
mation  (288), 

Selected  information  on  the  educational  preparation, 
emplojmient,  role,  and  regulatory  environment  of 
practitioners  in  selected  AHP  fields  is  summarized 
in  box  10-G, 

Trends  in  the  Supply  of  AHPs — An  adequate 
future  supply  of  AHPs  will  depend  on  changes  in 
health  care  finfuicing  policies,  technology,  educa- 
tional programs,  and  the  regulatory  environments 
that  affect  each  type  of  AHP.  Of  the  10  professions 
studied  by  lOM,  physical  therapists  were  most  ofien 
reported  as  being  in  short  supply  (288).  The  lOM 
concluded  that,  ''barring  m^jor  economic  or  healdi 
care  fmancing  contractions,  the  growth  of  the 
number  of  jobs  for  allied  healdi  workers  will 
substantially  exceed  the  nation's  average  rate  of 
growth  for  all  jobs'  *,  The  growth  rate  is  expected  to 
be  hi^est  for  physical  therapists  and  medical 
records  specialists*  in  die  fields  of  physical  therapy, 
radiologic  technology,  occupational  therapy,  and 
medical  record  services,  lOM  indicated  a  potential 
for  serious  future  imbalances  in  supply  and  demand* 


In  most  other  allied  health  fields — clinical  labora- 
tory technology,  dental  hygiene,  speech-language 
padiology  and  audiology,  respiratory  dierapy,  and 
dietetic  technology — supply  and  demand  were  ex- 
pected to  remain  fairly  well  balanced  through  the 
year  2000,  provided  that  downward  trends  in  the 
ntmiber  of  graduates  in  certain  professions  are  halted 
and  that  improvements  are  made  in  salary  and 
working  conditions  (288), 

Recent  and  projected  trends  in  allied  healdi  fields 
include: 

•  A  3S  percent  decrease  in  the  number  of 
graduates  ^m  clinical  laboratory  technologist 
programs  from  1982  to  1988,  and  a  25  percent 
decrease  in  the  number  of  graduates  frx)m 
clinical  laboratory  technician  programs  from 
1982  to  1987  {673).  A  recent  national  survey 
indicated  a  S4  percent  undersupply  of  teclmolo- 
gists  and  a  38  percent  undersupply  of  techni- 
cians,^^ Other  reports  also  indicate  a  marked 
undersupply  of  these  professionals  in  most 
employment  settings  (288), 

9  Increased  demand  for  occupational  th^pists 
(OTs)  during  the  past  several  decades  (285,675), 
and  a  projected  52  percent  increase  in  the 
number  of  OT  jobs  bom  1986  to  2000  (288), 
Short  supply  is  liaked  to  the  limited  number  of 
training  programs  and  the  mability  of  those 
programs  to  recruit  faculty  (258),  lOM  predicts 
a  future  shortage  of  OTs  unless  these  condi- 
tions change  (288),  The  number  of  OT  gradu- 
ates did  increase  by  18  percent  from  1982  to 
1988  (673), 

•  A  projected  87  percent  increase  in  the  number 
of  jobs  for  physical  therapists  (PTs)  from  1986 
to  2000  (288),  Although  the  nurnber  of  new  PT 
giaduates  has  increased  substantially  during 
the  1980s  (673)y  supply  may  still  not  be  able  to 
keep  pace  with  demand, 

•  A  24  perc<mt  decline  in  the  number  of  dental 
hygiene  graduates  from  15«0  to  1985  (the 
number  increased  slightly  in  1986)  (288), 
Strengthening  entry  re^juirements  and  increas- 
ing the  length  of  training  required  may  place 
furthei  limits  on  the  pool  of  interested  students. 
Some  areas  have  reported  acute  shor^ges  of 
dental  hygienisis  (288), 

•  A  projected  45  percent  inctea^e  in  the  numbei 

jobs  foi  radiologic  peii>omiel  fiom  l986  lo 


O   ,d  on  an  infomtal  survey  of  consdtucm  societies  coodiM^ted  by  Uic  Amen^an  So^^iely  for  Mcdtc^tl  Tci^hngJ^gy 
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Tabia  1 0-53-- Estimated  Supply  of  Selected  Allied  Health  Personnel  Employed  in  the  United  States. 
1970, 1975, 1980,  and  1986,  and  Percent  change,  1975-86*  ^ 


Potcent  change, 


Oc  c  u  pat  1  On 

1970 

19&0 

19$6 

1975 

$73  f poo 

Ova, OUU 

■    inn  nnrt 
1 , lUU , UUO 

1  f  O JU, OuU 

J  T 

H  I 

Dont«l  hyfti«niftt  

15,000 

27,000 

38,000 

48,000 

77 

lia,QQO 

134,000 

156,000 

175,000 

31 

OentAL  IftbotAtory  technic!^...  

31,000 

42,000 

53,000 

63,000 

50 

17*000 

a3,ooo 

32,000 

41.000 

78 

2,000 

3.000 

4,000 

7,000 

133 

Kedical  tecord  adminlsttatot  

10,000 

12,000 

13,000 

16,000 

33 

Kedical  tecotd  technician....     .  ■ 

42,000 

53.000 

64,000 

76.000 

43 

Kedical  Laboratory  petsonmel :  

135,000 

191,000 

249,000 

a93>000 

53 

Kadlcal  technologist. ....  ........ 

57,000 

93,000 

138,000 

174.000 

87 

Cytotachnoloftist  

3,000 

6,000 

7,000 

9.000 

50 

Medical  labotatory  technician.  ... 

1.000 

8,000 

13,000 

16,000 

IDO 

Other  labotatory  petsonnel. ....... 

74.000 

84,000 

91,000 

94,000 

11 

6.000 

21,000 

25,000 

3a, 000 

52 

Physical  tbetapist  

30.000 

38.000 

50,001^ 

63,000 

65 

Radiologic  service  wotf:et  

87.000 

97,000 

iie.oov 

143,000 

47 

Respitatory  thetspist. ......  ....... 

30,000 

43.000 

56.  coo 

65,000 

51 

Spaoch  pstbolo^iftt/ audi^^logiat ...... 

19.000 

3a, 000 

42,000 

57,000 

78 

135.000 

183.000 

212.000 

a5i,ooo 

37 

All  nuabors  ate  rounded  to  t*^*  nearest  thousand.  Some  nambers  may  differ  froro  thos^  that  appear  elsewhere 
dua  to  revisions  and  independent  estimations, 
^rncludes  only  th^^se  personnel  who  hav^  received  c«rtif ication/f ormal  training  in  their  particular  allied 
health  field.  Does  not  incluae  on-the-jgb  trained,  noncertified  pOrsonnol  who  may  be  employed  iTi 
nonregulatod  health  care  settings, 
^rncludes,  but  i£  not  limited  to.  dietetic  assistants,  Sen^^ral  assistants,  operating  room  technicians, 
ophthalmic  laedical  assistants,  optometrlc  n^slstants  nnd  technicians,  orthopedic  and  prosthetic 
technologists,  pharmacy  lis^lstants.  pediatric  assistants,  vocational  rehabilitation  counselors,  other 
rehabilitation  services  personnel,  and  other  social  and  mental  health  services  personnel. 
SOURCEh   U.S.  Department  of  Health  and  Human  Services,  Health  Resources  and  Services  Administration,  Bureau 
of  Health  Professions    Sirth  Re^rt  to  ^he  Fresidanfc  and  Congress  on  the  Status  of  Hoalth  Perfsonnol 
in  the  United  Statea.  DHHS  Pub    Ho.HRS-P-OD-68-1  (RockviHe,  MD    HRSA.  June  1988).  table  l2-l. 


1990  (2SS).  Severe  shortages  are  likely  to  occur 
if  the  current  downward  trend  in  graduates  ji> 
not  reversed.  The  number  of  graduates  from 
radiography  programs  deaeased  by  24  percent 
from  1981  to  1988*andtheniHT]ber  ofgraduatei^ 
in  nuclear  medicine  teclinology  decreased  by 
44  percent  from  1984  to  1988  073). 

♦  An  increased  derrund  for  emergency  medical 
technician  (EMT)  paramedics  in  hospital  emer- 
gency departments  due  to  the  recent  nursing 
shortage  (255).  Estimating  ctuxent  supply  and 
predicting  future  supply  of  EMTs  of  ail  levels 
of  training  are  difficult*  since  most  EMTs  are 
volunteers  and  no  national  data  on  the  number 
of  graduates  of  training  programs  are  avaiU 
ble,^ 


♦  A  projected  75  percent  increase  in  demand  for 
certified  medi^^  recoid  technicians  from  1986 
to  2000,  due  to  tlie  increasing  complexity  of  the 
tasks  these  personnel  must  perform  {288).  After 
changes  in  Medicare  hospital  payment  methods 
in  1?83,  hospitals  reported  substantially  higher 
growth  rates  in  employment  of  medical  record 
technicians  and  admimstrators  than  had  been 
seen  in  previous  years.  Demand  for  medical 
records  personnel  in  nonhospital  settingi>  is 
expected  to  increase  as  well  {2SS). 

A  national  survey  of  hospitals  conducted  by  the 
American  Hospital  Association  found  that  personnel 
vacancy  rates  were  highest  for  PTs  (16  percent)  and 
OTs  (15  percent)  {673).  A  1986  survey  of  167 
Veterans'  Administration  facilitiei>  found  high  va^ 
cancy  rates  for  PTs  (23  percent),  respiratory  thera- 


^  ^'Foi  moft  mfon&aUon  on  jroral  cmcTj)eiit>  mediuJ  pcwnncl.  ^  OTA  ^  fecial  Rq>i/ii     R*"al  Emcrfttni^j  Medit*u  icrviveji  t^^Jj. 

EMC 
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Box  lO-G— Provider  Profiles:  Allied  Health  Professionals  (AHPs) 

Clinical  Laboratory  Technologists/Technicians  (CUs) 

CLT  fields  include  generalist  medical  technology,  blood  bank  technology,  cytutevhnology,  hcmatuiu^^y, 
histology,  microbiology,  and  clinical  chemistry  (288).  QJs  perform  a  ^vjde  array  of  te^t^  used  to  help  prevent, 
detect,  d'agnose^  and  treat  diseases  (673).  Technologists  are  baccalauieate- prepared,  technicians  aie  asS(>Liate- 
degiee  or  certificate  prepared  {28S).  Six  States  require  technologists  to  be  licensed  (673),  remaming  States  require 
only  registration  (255).  Many  CLT  tasks  are  performed  by  nonlicensed,  nonregtstercd  mdividual^  in  unregulated 
envimn^n^ts  (e.g.,  private  physician  offices)  (288).  The  Bureau  of  Labor  Statistics  estimates  that,  m  19S8,  71 
percent  of  CLTs  were  employed  in  hospitals  (673). 

Physical  Therapists  (FTs) 

PTs  must  graduate  from  an  accredited  program  before  t^iang  theu  bceni^ure  examination  {288}.  Tlirc^  type^ 
of  programs  exist,  baccalaureate  programs,  ceitifiwate  progi^s  for  tho^e  with  baccalaureate  degree^  in  another 
field,  and  2  year  master's  degree  programs  (^38).  PTs  plan  and  administer  treatment  to  relieve  pain,  improve 
functional  mobility,  maintain  cardiopulmonary  functioning,  .nd  limit  the  di^abibty  of  people  suffenng  from 
disabling  injuries  or  diseases  (673).  All  States  require  licensure  for  FT  pravtive  (673).  In  1986  ,  38  States  allowed 
FTs  to  evaluate  patients  without  physiciar,  referral,  and  H  States  allowed  PTs  to  treat  patients  without  phystcian 
referral  (255).  In  1986, 40  percent  of  PTs  worked  in  hospitaJi>  and  15  percent  in  independent  or  group  pracUcei2$^^ 

Occupational  Therapists  (OTs) 

OTs  are  trained  through  baccalaureate  programs,  post  baccalaureate  ceitiflcate  program^,  or  iria^teib  programs 
(673).  OTs  work  with  disabled  individuals  to  help  them  learn  the  5,kjlli»  necessary  to  pe;:oim  daily  tasks,  diminish 
or  correct  problems,  and  promote  and  maintain  health.  In  1989.  25  States  and  the  Distni^t  of  Columbia  required 
licensure,  3  States  required  registration  and  had  competency  standards,  and  4  States  required  vertification  for  OT 
practice  (673).  In  1986, 35  percent  of  OTs  worked  in  hospitals,  17  percent  in  scliooU,  10  percent  m  rehabilitative 
facilities,  and  the  remainder  in  long-term  care  and  home  health  settings  (2S8). 

Respiratory  Therapists  (RTs) 

Accredited  RT  programs,  whi^U  have  grown  in  nuniber  in  recent  years,  provide  2  years  of  trammgand  grant 
either  associate  or  baccalaureate  degrees,  depending  on  the  student's  previous  edu^tional  background  {6T3).  RT^, 
provide  services  ranging  from  emergency  care  for  stroke^  drowning,  heart  failureiand  shock  to  temporary  rehef  tor 
respiratory  disorders.  They  also  treat  patients  after  surgery  to  prevent  respiratory  illness  {288.673}.  Cemfioduon  is 
voluntary  (673).  In  1987,  18  States  licensed  respiratory  personnel,  and  licensure  bills  had  been  mcroduced  m 
10  others  (288).  In  1986,  almost  90  percent  of  RTs  worked  in  hospital  settmgs,  ai.^  the  remamder  ivere  employed 
in  nursing  and  home  health  fawilities.  Forty  percent  of  RTs  ^e  men — a  larger  propoition  than  m  many  other  allied 
health  fields  (255). 

Dental  Nygienists 

Accredited  hygienist  programs  inJtJde  associate  degree  progra.'ni>  requiring  2  or  more  >eari>  uf  trammg  and 
baccalaureate  degree  programs  requiring  4  years  of  training  (2SS).  Denul  hygitniiti^  remove  i>Uini>  and  depui>Ui> 
from  patients*  teeth,  take  and  develop  a  ray  films,  apply  fluoride,  and  make  impre^^ion^  t^f  teeth.  In  ^ome  Siate^^ 
they  may  apply  sealants  to  teeth,  administer  local  anesthesia,  and  perform  periodontal  therapy.  Licensure  required 
in  all  States.  In  most  States*  hygienisti>  are  required  to  work  under  the  i>upei .  ,oion  of  a  dentist.  Fhe  profesi>ion  ha^ 
been  striving  for  greater  autonomy,  and  legislation  rcvently  pa^ed  in  Colorado  allovvs  dental  hygieni^t^  to  pravtKc 
independently  (255)  In  1986, 99  percent  of  dental  hygieni&ti>  were  women  and  ov^.  ^0  percent  were  under  age  44 
(673).  Nineiy^flve  percent  were  employed  in  private  dentists*  offices  (673). 

Dietitians 

Dietitians  ar&  l^accalaureate  prepared  profei>sionals  wlw  have  completed  i>pivial  couri»ei»in  m^tiuiortdndhav^ 
completed  the  pmctical  training  required  by  the  American  Dietctiv  A^so^^iation  foi  icgi^tratiun  i2S8K  Dieutjan^ 
assess  the  nutritional  needs  of  hospital  patients  and  implement  speual  diet^.  They  ol^o  provide  dii^taxy  v-uun^eling  | 
togrotJipsand  individtJtals.  All  cemfied  dietitians  must  pai>i>  a  natural  re^i^tranuri  exam  arJ  participate  I 
education  programs  in  order  to  maintain  certifi^tion  {2SS}.  Ejghi  States  require  hv ensure.  5  require  vcftifivation* 
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Box  lO-G^Provider  Profiles:  Allied  Health  Professionals  (AHPs)~Con(inue(l 

and  3  require  registration  foi  the  practice  of  dietetics  {673X  Mo^  dieticians  are  employed  m  ho^pital^  and  nursing 
and  persona]  care  facilities  (288). 

Radiologic  Technicians 

The  field  of  radiologic  technolog)  includes  three  distinci  types  of  personnel.  Radiogrt^pher^  receive  2  to  3 
yearsof  training  in  operation  of  X  ray  equipment,  The>  are  licensed  in  18  States  (288).  Radianon  themptsfs  receive 
2  to  4  years  of  training  and  ^vork  primani^  in  oncology ,  preparing  patients  and  administenng  lonumg  radiation 
therapy  Fifteen  States  licensed  these  personnel  in  19!>7,  and  another  10  States  had  enabling  legi^laoon  biit  no 
licensure  requirement  Nuclear  medidne  technt  hgisn  receive  1  year  of  technical  tiatiung  in  the  use  of 
radiopharmaceuticals  in  diagnosis  and  treatment  Sev  en  States  liccn^  these  professionals  in  19S7,  and  another  10 
had  enabling  legislation  but  no  licensure  requirement.  Tn  1986, 60  percent  of  all  rddiologtc  oersunnel  worked  m 
hospitals,  but  employment  in  freestanding  diagnostic  centers  is  expected  to  increase  in  the  c^cmr^  years  k.288). 

Emergency  Medical  Technicians  (EMT s) 

There  are  three  levels  ofEMTs,  distinguished  from  one  another  by  the  extent  of  tmining  involved  ^288).  All 
programs  are  ccnificate  granting,  and  they  are  offered  b>  police,  fire,  and  health  depanmenisas  well  as  b>  medical 
schoolSjColleges,  and  universities.  All  50  States  have  some  type  of  certification  procedure  for  EMTs,  and  24  require 
national  registration  for  one  or  more  of  the  3  levels  of  EMT  practice  \^288}.  There  were  an  estimated  65,200  paid 
EMTs  in  1986,  working  in  private  ambulance  services,  hospitals,  and  pohce  and  fire  departments  {288).  H.»wevcr, 
roi^hly  two-thirds  of  EMTs  are  volunteers  ivho  ^oA  for  rescue  sqjads  and  local  fire  depannients  {288}.  In  rural 
areas,  an  even  larger  proportion  of  EMTs  are  volunteers  (623). 

Medical  Records  Personnel 

Medical  records  administrator  programs  are  bachelor  degree-granting  and  are  based  in  colleges  and  universities 
(288)  Medical  records  technicians  t>pically  hold  associatedegrees£rumcommunitycollege-baf>ed programs.  Many 
lo^^  level  medical  records  personnel  are  trained  on  the  job.  No  mandatory  regi^trdUun  eust^,  although  n^edtcal 
records  administrators  may  choose  tu  take  a  national  registry  exam.  Three-fourths  ^  fall  medical  itvoids  personnel 
are  employed  by  hospitals,  others  worlc  in  H\fOs,  nursing  homes,  and  medical  gioup  practices  {288}. 

Speech-Language  Pathology  and  Audiology  Personnel 

To  be  certified,  speech  language  pathologists  and  a  iiologists  must  have  completed  a  master*  ^  degtee^  m  their 
field*  although  many  States  permit  non-certified  ba^  ^aureate-prepared  practitioners  to  work  in  pubLc  school 
settings  (288)  Speech  language  pathologists  diagnose  and  treat  speech  or  language  disorders,  and  audiotogiMs 
diagnose  and  correct  hearing  disorders.  Increasing  numbers  of  Practiuoners  are  entering  mdependent  pnvate 
practice  (?55)  Thirty  seven  States  require  licensure  for  private  practi^^em  Jitks  or  other  nonschoolietlmgs07i). 
Over  one-half  of  employed  speech  language  pathologists  and  audiologi^t^  in  1986  worked  ms^^hools^i^ollcges,  and 
universities,  with  the  remainder  in  heaim  care  settings  '^288). 


pists  (16  percent)  ^nd  radiation  therapy  technolo- 
gists and  technicians  (15  percent)  (673). 

Surveys  of  AHP  supply  in  a  wider  range  of 
settings  were  conducted  in  North  Carolina  in  1986 
(445).  The  highest  vacancy  rate  reported  was  for 
OTs  (2L5  percent).  The  vacancy  rate  for  PTs 
increased  fi^om  8J  percent  in  1981  to  19  percent  in 
1986,  and  trends  away  from  hospital  employment 
and  towards  self-employment  were  noted*  The 
vacancy  rate  for  respiratory  care  v^r^onncl,  98 
percent  of  whom  were  employed  by  hospitals  in 
1986,  doubled  from  1981  to  19S6,  fiom  9  to  18 
percent.  The  vacancy  rate  for  medical  technulog> 
staff  (medical  technologists,  medical  techiucians. 


phlebotomibts,  and  laboratory  assistants;  was  16.5 
percent,  an  mcrease  over  4,6  percent  in  198L 
Ninety-four  percent  of  all  medical  tecunology  staff 
vacancies  reported  were  in  hospitals.  The  vacancy 
rate  for  medical  records  personnel  was  1 L9  percent 
and  the  lowest  reported  vacancy  rate  (,8  percent)  was 
for  radiologic  personnel  (445). 

Mnltiikilled  AHP& — AHPs  became  increasingly 
specialized  during  the  1960s  and  1970s  due  to  rapid 
technological  aJvancements  m  the  health  c^re  field* 
During  the  1970s,  however,  concern  about  the 
.^apply  of  health  professionals  mniral  areas  led  to  an 
acrea:  ed  emphasis  on  the  need  for  AHPs  Wtth  skills 
in  uijrt  than  one  field.  Surveys  have  found  that 
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Table  1 0-54- Provlder-to- Population  Ratios  for  Selected  Allied  Health  Professions  by 
MetropolJtan/Monmetropolltan  Area,  1980 


Number  per  100.000  teslds.its 
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7.2 

69 

Ha^ioLosic  tochnician  

3L  0 

67 

Fhy  icaL  tharapiat  

21  1 
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60 
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6a.9 
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D«ntftl  hysi^nlit  
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12.3 

53 

9.3 

3,5 

SOURCE,    Adftptad  from  Institute  of  Hodicine. 

Allied  Heaith^ 

Services  _Aw?JLdjLna 

_QjJsoB  (Washington.   [X:  Hati^>rinl 

Acad«ny  Prois*  1989)*  table  6-*. 

many  hospitals  use  multiskiUed  AHPs  (I30J5Sd424), 
and  that  many  more  would  do  so  if  the)  were 
available  (424).  Training  for  rjultiskilled  AHPs 
ranges  &om  formal  training  programs  that  offei  dual 
certification  eligibility  to  inforraal  on-the-job  brain 
ing.  The  range  of  skill  combinations  'eporteJ  b> 
hospitals  that  use  multiskilled  workers  i.  great,  but 
the  three  most  common  combinations  ^Jt. 

1,  Respiratory  therapist ortechnicianand^lectro- 
encephalography  or  electrocardiography  tech- 
nician; 

2,  Radiologic  technologist  and  ultrasound  tech 
nician;  and 

3,  Laboratory  technologist  ot  technician  and 
radiographer  (424). 

No  national  dataon  thesupplj  ofmultiJdUed  AHPi 
aie  available.  Survey  data  indicate  that  nio&t  multi- 
skilled  AHPs  are  employed  in  ^imall  not-for  profu 
and  small  non -Federal  government  hospital^i  (424). 
A  recent  study  identified  only  75  piogrami>  In  the 
United  States  offering  forr  J  cross  tiainmg,  but 
informal  training  for  multiskillea  AHPs  ha^  most 
likely  been  occuring  for  some  time  (424). 

Rural  Supply 

Information  regarding  the  national  rural/urban 
distribution  of  AHPs  is  similaily  scarce,  and  the 
available  national  data  are  not  cunent.  Table  10  54 
shows  the  n^fal/urban  dif.:ribution  of  selected  AHP^i 
in  1980,  Personnel^o  population  KUioi  vvcie  lowci 
in  rural  areas  in  every  AHP  categor'  and  \\ere 
*™'^'all    low  for  PTs.  OT,,,  clinical  labor<*tor> 


technician!!,  and  dental  hygieni&ts  {2SS).The  greatet 
concentration  of  health  care  facilities  in  urban  areas 
may  explain  some  of  the  differences,  but  some 
disparities-  -e,g,,thoiieamon^;OT& — are  too  great  to 
be  explained  so  simply.  The  reportedly  wide  use  of 
nonccrufied  personnel  to  perform  AHP  tasks  in 
noniegulated  environments  (e,g„  private  physi- 
cians* offices)  further  confu&es  assessment  of  true 
AHP  availability  and  distribution.  Anecdotal  evi- 
dence suggests  that  the  most  severe  shortages  of 
AHPs  in  rural  health  care  facilities  nationally  are  for 
PTs  and  OTs  (162,462473),  although  individual 
rural  facilities  report  shortages  for  a  wide  array  of 
AKPs, 

A  1989  survey  of  smal'  rural  hospitals  in  Florida 
\572)  found  high  v  acancy  rates  for  genejal  radiogra- 
phers (20  percent),  laboratory  supervisors  (16  per- 
cent), laboratory  technologists  0^  pcrvcnl;,  and 
iwpiralory  therapists  ^8.6  peictui;,  A  laige  propoi- 
iisju  of  hospitals  reported  diff  ulties  recnuting  these 
personnel,  PTs  and  physic<u  therapy  (echmcMns 
\\ere  also  often  difficult  to  recruit.  Rural  hospitals 
had  sharply  higher  vacancy  rates  than  did  their  urban 
counterparts  for  laboratory  and  radiology  persomicl, 
but  they  had  slightly  lower  rates  for  respiratory 
therapists  (572). 

Rural  facilities  oftci-  cannot  support  iu^hly  .^pe 
,.i4dized  AHPs  on  a  full  Umc  basis  due  to  small 
population  bases  and  lovv  patient  volume  iscc  chs,  7 
and  12).  Piccaiious  financial  conditions  mAc  it 
difficult  for  some  rural  health  facditics  jo  compete 
for  AHPs  in  the  naUon*il  labor  m*iikct  by  r*usjng 
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salaries  and  offering  other  incentives.  Strategies  that 
have  been  suggested  to  overcome  some  of  these 
barriers  and  ensure  the  adequate  supply  of  AHPs  in 
rural  areas  include: 

•  encouraging  the  development  of  multiskilled 
AHPs  through  training  and  increased  fle\ibiiit> 
of  licensure  laws  for  rural  facilities^ 

^  increased  recruitment  of  students  from  rural 
areas  who  may  be  more  likely  to  return  to  tho^e 
areas  to  practice^ 

•  increased  opportunities  for  training  at  rural 
sites,  and 

•  employer-initiated  cooperative  hiring  of  AHP 
staff  by  several  health  care  facilities  (288). 

SUMMARY  OF  FINDINGS 

Physicians 

Ovwodi  physician  supply  has  increased  substan- 
tially over  the  past  two  decades.  The  number  of  MD,; 
relative  to  the  U.S.  population  more  than  doubled 
between  1963  and  1988— from  146  to  237  per 
lOOjOOO  residents.  The  primary  tiire  specialties 
(particular^  general  and  family  practice)  have 
seen  the  lowest  increases.  From  1979  to  1988^  the 
number  of  primary  care  physicians  per  capita 
increased  by  17.2  percent^  compared  with  30.2 
percent  for  nonprimary  care  physicians. 

Primary  care  physicians  are  twice  as  likel>  as 
nonprimary  car:  ^  ^  /sicians  to  prartice  inniral  areas, 
but  this  may  change  due  to  recent  increases  in 
demand  for  primarv  care  physicians  in  urban  set 
tings.  Rural  areas  rely  heavily  on  primary  care 
physicians.  In  rural  counties  with  fewer  than  10^000 
residents*  for  example,  primary  care  physicians 
constitute  81  perceni  of  all  professionally  active 
physicians  Future  national  shortages  of  primary 
care  specialists  are  therefore  likely  to  have  a 
disproportionately  negative  effect  On  rural  areas. 

The  increasing  supply  of  phystcidns  has  resulted 
in  greater  physician  availability  in  counties  of  all 
sizes.  However^  overall  increases  in  physician-to- 
population  ratios  have  been  lowest  in  the  least 
populated  counties^  In  19ti8,  rural  counties  still  had 
fewer  than  one-half  as  many  patient  care  MDs  per 
capita  as  had  urban  counties^  Rural  counties  with 
fewer  than  10^000  residents  had  fewer  than  one 
fourth  as  many  patient  care  MDs  per  capita  as  urban 
counties,  xvural  residents  travel  for  longer  periods  of 


time  than  Jo  their  urban  counterparts  to  obtain 
medical  care  from  physicians. 

In  1988,  all  of  the  111  counties  (with  a  total 
resident  population  of 325^100)  with  no  MD  or  DO 
were  rural  In  1988y  29  percent  of  all  rural 
residents  were  living  in  federally  designated  pri' 
mary  care  HMSAsy  compared  with  only  9.2 percent 
of  urban  residents  {^ch,  11).  Ov^r  4,000  primary 
care  physicians  would  be  needed  lo  eUminate 
shortages  in  these  urban  and  rural  HMSAs. 

Despiie  increases  in  the  proportion  of  physicians 
who  are  young  (under  age  35)  in  both  rural  and  urban 
areas,  rural  physicians  are  still  older  than  their  urban 
counterparts.  Most  physicians  in  small  rural  counties 
are  in  solo  practice. 

Some  rural  areas  rely  heavily  on  DOs.  Although 
they  made  up  only  9.4  percent  of  the  total  U.S. 
physicianpopulationin  1986,DOsmakeup  asmuch 
as  74  percent  of  total  physician  supply  in  some 
States'  small  niral  counties. 

Evidence  suggests  th  it  the  current  supply  of 
physicians  in  small  rural  counties  is  unstable.  New 
medical  graduates  are  inaeasingly  indicating  a 
preference  for  practice  in  large  cities  and  suburbs^ 
with  fewer  indicating  a  preference  for  small  town 
and  rural  practice  sites . 

Midlevel  Practitioners 

MUlevel  praaitioners  can  provide  pnmar>  medi- 
cal care  services  in  areas  where  no  ph>sician  is 
available.  NPs  are  about  as  likelj  as  primary  care 
physicians  to  practit,e  in  rural  are<*s.  The  proportion 
of  NPs  who  are  m  rural  areai>  seems  to  be  decreasing. 

The  bfiief  that  PAs  are  more  likely  than  physi- 
cians to  locate  in  rural  areas  cr.nnot  be  confirmed 
because  data  on  the  rural/urban  distribution  of  PAs 
are  not  available^  The  limited  data  available^  how- 
ever, suggest  that  the  proportion  of  PAs  practicing  in 
small  communities  (under  10*000  residents)  is 
decreasing.  This  is  also  true  for  CNMs.  This  shift 
may  be  due  to  an  increased  demand  for  these 
providers  in  urban  settings. 

On  the  national  level,  evidence  suggests  that 
current  demand  for  ^fPs  and  PAs  exceeds  current 
supply. 

CRNAs,  who  provide  neail>  70  pert,ent  of  anes- 
thesia ser\ii,cs  in  rural  areas,  aie  crucial  members  of 
die  rural  health  (^arc  teanj  in  man}  hospital  sctungs, 
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but  theii  supply  is  in  danger.  Precipitous  decreases 
in  the  number  of  programs  preparing  CRN  As  and  the 
number  of  new  CRNA  graduates  will  adversely 
aifect  the  future  supply  of  CRNAs  both  nationally 
and  in  rural  areas. 

Nurses 

RN-  and  LPAT^-to-populatioi*  ratios  are  pro- 
jected to  decrease  in  coming  years.  The  number  of 
graduates  from  nursing  programs  has  already  begun 
to  decrease,  and  (his  trend  is  expected  to  continue. 
RN-to-population  ratios  are  the  lowest  in  the  South, 
Mountain,  and  Pacific  regions.  Furthermore,  the 
proportion  of  employed  RNs  working  in  rural  areas 
has  decreased  in  recent  years,  and  rural  health  care 
facilit  "  may  have  increasing  difficulty  competing 
with  urban  facilities  in  RN  recruitment. 

While  the  number  of  RNs  employed  m  hospitals 
has  been  increasing,  the  number  of  LPAT^s  has  been 
decreasing.  Rural  ho^itals  have  markedly  fewer 
RNs  and  higher  RN-to-LP/VN  ratios  than  do  their 
urban  counterparts.  Analysis  of  regional  nurse-to- 
population  ratios  shows  that  the  regions  with  lowest 
RN  availability  are  those  with  highest  LF/VN 
availability,  indicating  that  LPA^s  may  be  substi- 
tuting for  rnirse  positions  that  would  otherwi!>e  be 
fined  by  RN, 

Data  on  RN  shortages  (e,g,,  vacancy  rates)  are 
limited  to  the  hospital  and  nursing  home  sector,  RNs 
in  smaller  counties  are  more  likely  than  RNs  in  large 
counties  to  be  employed  in  nunhospital  settings,  yet 
Uttle  is  known  about  the  adequacy  of  RN  supply  in 
such  settings. 

Other  Health  Professionals 

Numbers  of  practitioners  in  all  other  health 
professions  examined  in  this  report  have  increased 
c  .7  the  past  two  decades.  Recent  data  on  rural/ 
uioan  distribution  are  unavailable  for  most  of  these 
professions.  For  some  professions,  even  national 
supply  estimates  are  diflScult  or  impossible  toobtain 
due  to  lack  of  data  collection. 

Dentists 

The  distribution  of  dentists  parallels  that  of 
physicians.  Rural  counties  have  substantiall>  fewer 
dentists  per  capita  than  juban  counties  (3S  i,  S8  per 
100,000  resideiits  in  1987),  Within  rural  counties, 
ratios  decreased  with  county  size,  with  the  smallest 


rural  counties  (fewer  than  2,500  residents)  having 
oni)  15  offn^e  based  dwUtists  per  100,000  residents. 

The  relative  supply  of  general  and  pediatric 
dentists  increased  mure  in  rural  than  in  urban  areas 
diuing  the  1980s,  However,  future  constraints  on 
national  supply  due  to  recent  and  continuing  de- 
creases in  the  uumber  of  dental  graduates  may 
change  this  trend.  There  is  a  slight  trend  away  &om 
gencralist  and  to*vards  specialist  practice  among 
dentists;  however,  most  der*"*its  are  still  generalists. 
In  1987,  85  percent  of  dentists  were  in  general 
practice,  compared  with  91  percent  in  1970, 

In  1988, 183  counties  had  no  general  or  pediatric 
dentist.  Of  these,  1^1  were  rural  counties  of  fewer 
than  25,000  residents.  An  estbiiated  1,729  dentists 
are  needed  to  elimiiiate  shortages  in  almost  800 
designated  dental  HMSAs,  72  percent  of  which  are 
in  rural  areas.  Over  ?  riiillion  people  resided  in  rural 
dental  HMSAs  in  19P8, 

Pharmacists 

Th'*re  are  no  data  on  U.S.  rural  pharmacist  supplj , 
State  studies  suggest  that  although  some  rural  areas 
have  few  pharmacists,  rural/urban  differences  in 
pharmacist  distribution  may  not  be  as  dramatic  as 
those  for  other  health  professk>nals.  An  increase  in 
the  number  of  pharmacists  relative  to  population  is 
expected  over  fiie  next  three  decades,  but  growth  in 
demand  for  pharmacists  may  exceed  growtn  m  the 
national  supply. 

Optometrists 

In  many  cominunities,  optometnsts  are  the  only 
providers  of  primary  vision/eye  care.  Their  rural/ 
urban  distribution  is  not  known,  but  a  substantial 
proportion  (3^  percent)  practice  in  communities  of 
25,000  or  fewer  residents.  Although  the  number  of 
applicants  to  schools  of  optometry  has  dechned  in 
recent  years,  enrollments  have  remained  stable.  The 
supply  of  optometrist}  relative  to  population  is 
projected  to  increase  over  the  next  two  decades. 

Allied  Health  ProfcssiOiiais 

Physical  therapists  sre  in  short  supply  nation- 
ally, and  the  potential  for  serious  future  shortages 
exists  in  the  fields  of  physical  therapy,  radiologic 
technology,  occufational  therutf},  and  medical 
record  services.  In  mo^t  other  allied  health  fields 
studied,  duwn\^ard  trends  in  thi;  number  of  training 
programs  and  graduate^  Vr  iW  need  u>  be  reversed  to 
avoid  future  shortages. 
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Althou^  no  recent  national  data  are  a\  ailable  on 
the  TurWurban  distribution  of  AHPs,  selected  State 
data  and  anecdotal  evidence  suggest  that  rural 
settings  cuirently  have  a  disproportionately  small 
share  of  AHPs,  and  they  are  likely  to  suffer  more 
than  urban  settings  in  the  face  of  future  shortages. 
Evidence  from  these  sources  further  suggests  that 
some  rural  facilities  are  facing  critical  shortages  of 
physical  and  occupational  ther^ists.  Radiologic 


and  laborator)  personnel  are  al^o  m  >ery  ihort 
supply  in  some  rural  areas. 

Multiskilled  AHPs  may  be  especially  appropri- 
ate  for  small  rural  facilities.  Although  a  small 
number  of  formal  training  programs  exist,  no 
national  data  on  the  supply  of  mulriskilled  AHPs  are 
available. 
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Chapter  11 

Identifying  Underserved  Populations 


INTRODUCTION 

That  rural  areas  have  a  relative  lack  of  health 
personnel  is  indisputable.  Whether  this  difference 
results  in  inadequate  access  to  health  care  is  more 
difficult  to  determine. 

Tile  Federal  Government  usejt  two  composite 
measures  for  definmg  areas  in  which  the  population 
has  inadequate  access  to  health  services.  Areas, 
population  groups,  and  facilities  that  lack  sufficient 
health  personnel,  as  measured  by  population  to^ 
practitioner  ratios,  are  termed  "Health  Manpower 
Shortage  Areas'*  (HMSAs).  Areas  and  population 
groups  that  have  inadequate  access  to  he  Jth  care,  as 
measured  by  tioi  index  of  four  weighted  indicators  of 
health  needs*,  are  ki.  >wn  as  "Medically  Under 
served  Area:,l*opulai;^__:'*  (MUA/Ps).  Although  it 
is  possible  for  an  area  to  be  designated  both  as  an 
HMSA  and  as  an  MUA«  the  two  Federal  designa 
tions  are  independendy  determined  and  must  be 
applied  for  separately. 

This  chapter  summarizes  the  devebpment  and 
uses  of  the  F^eral  HMSA  and  MUA  designauons 
and  presents  the  results  of  an  OTA  survey  exammuig 
State  activity  and  satisfaction  with  HMSAs  and 
MUAs.  (See  app.  D  for  a  descriptioii  of  the  survey.) 
In  addition,  the  chapter  examines  the  prevalence  and 
OSes  of  State  shortage  area  designations.  It  concludes 
with  a  discussion  of  the  concepts  of  "shortage**  mi 
"medical  underservice**  and  a  review  of  the  litera 
ture  on  alternative  designation  criteria. 

DESCRIPTION  OF  FEDERAL 
DESIGNATIONS 

Health  Manpower  Shortage  Areas 
History 

The  first  Federal  shortage  area  designations  v/ere 
mandated  in  1965  (PubUc  Law  89-290)  for  the 
implementation  of  health  professional  loan  repay- 


ment programs.  Students  in  schools  of  medicine, 
osteopathy,  dentistry,  and  optometry  who  served  in 
designated  shortage  areas  could  have  all  or  pajrt  of 
their  educational  loans  forgiven.  Shortage  areas 
were  designated  oy  State  health  authorities  aci;ord- 
ing  to  population-to-practitioner  ratio  criteria  estab- 
lished by  the  Secretary  of  the  Department  of  Health, 
Education,  and  Welfare  (DHEW).^  Most  of  the 
designations  were  at  the  county  level  (i.e.,  for  whole 
counties)  and  were  in  rural  areas. 

Legislation  enacted  in  1971  (Public  Law  92-157* 
Section  332)  extended  the  loan  repayment  pro^^am 
to  cover  non-Federal  as  well  as  Federal  loans  atid 
shifted  ibe  responsibility  for  designating  HMSAs 
ftom  the  States  to  the  Secretary  of  DHEW  The  197 1 
legislation  added  podiatrists,  pharmacists*  and  veter- 
inarians to  the  list  of  eligible  practitioners.  The  value 
of  the  shortage  ratio  for  each  of  the  p^of:^ssional 
groups  was  established  at  approximatelj  150  per- 
cent of  the  national  mean  population^to-active 
practitioner  ratio  for  that  group  (except  for  physi- 
cians, V  here  200  percent  of  the  national  mean  was 
used).  Using  these  cut-off  points*  about  two-thirds  of 
all  U  S.  counties  were  designated  physician  shortage 
areas  and  about  one-half  were  designated  dentist 
shortage  areas. 

A  list  of  ''Critical  Health  Manpower  Shortage 
Areas'*  (CHMSAa)  was  cjmpiled  followmg  the 
passage  of  the  Emergency  Healdi  Personnel  Amend- 
ments of  1972  (Public  Law  92-585).  A  populdUon-u>- 
primary  care  physician  ratio  of  4«000: 1  was  used  to 
identify  either  county  or  subcounty  areas  as 
CHMSAs.  The  list  was  used  to  place  National 
Health  Service  Corps  (NHSC)  personnel  from  1974 
to  1978.^ 

In  1976,  Congress  directed  the  DHEW  (Pubhc 
Law  94-484)  to  establish  new  criteria  for  designating 
HMSAs  that  would: 

•  permit  designation  of  urban  as  well  ^  ruial 
areas; 


^Ttte  fouf  iDdicaiors  used  Jctcntkinc  MU As  arc  tbc  lufani  monoijty  toix,.  llii,  yti^m  ilit  p^^^uJaifuii  Aod  unict.  flit'  [nAu^tii  U  dic  p^phildiH^ 
Uvmg  Uk  povoiy.  and  the  populattoii'lo-pfunary  care  physician  ratio- 

'TTic  popuIatiatn(o-|jTacui]oiicr  laucw  vhpscQ  as  shortage  lc*cl*foi  p^irposcji  i^i  io»invanwcibijyn*cTC  1-500  i  J<w  ph>ii\.jdrii.  3.000  1  Jtfmiii* 
and  t5fOWAfoi<>ptoiDetn5ts.  Special  <x}iis^eT3l]^\frd&^veo(t>vouat>  oT^ubcuurit>  nca^  with  uja\.\.L^^iblL  ~cjL^ii^l'>cj^n,c^.LiJtilj  vi  ifjtuipu\.it4iod 
pracUlioatn,  aiKl  Pfttticular  Jocftl  health  proMcms. 

Q    cb.  tBfcrradcscriptioDofdieNHSCprogramp 

RIC  -28;-  3- f; 
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Box  Il'A — HMSA  Designation  Process 

Requests  for  HMSA  designation  maj  be  submitted  to  DHHS*s  Office  of  Shoitage  De:>igndtioii  by  an> 
individual,  project,  or  agenc).  Copies  of  the  requests  toi  designatitjn  are  theii  fomvarded  t<j  lovaJ  and  State  health 
planning  ancles,  State  Governors,  State  health  departments,  and  appropriate  professional  a^^oudtiun^  foi  rev  icw 
and  comment.  Following  the  comment  period,  the  Office  of  Shortage  De>xgnaiion  complete^  it:>  evaluation  oi  the 
request  to  determtneif  it  satisfiesthecriteriafordesignation.Applii^ntsar^  informed  of  the  re^uh^of  the  evaluaiion 
by  letter. 

A  record  of  all  the  designations  made  ^tnce  1978  is  contained  tn  a  con^putenzed  file,  the  Shortage  Area  Data 
Base.  This  file  ts  updated  regularl)  to  account  for  nev^  desigi^iions,  dedesignaiions,  and  ijiange:>  in  degree  of 
shortage  Bj  law,  the  list  of  HMSAs  must  be  reucv^edannuall).  Eai^h  >ear,  DHHS  sendi>  the  States  the  dauit  ha^ 
on  every  county  in  the  State  and  jvery  designated  pnmaf>  care  HMSA  for  the  Sutes  to  review.  The  States  are 
notified  that  all  primary  care  HMSAs  that  are  3  >ears  old  or  older  will  he  dedesignated  unless  the  States  suppl> 
updated  information  that  warrants  their  Lonunued  designation  (341).  The  mo^t  recent  comprehensive  review  was 
the  19S$  89  annual  review,  ^^htch  emphasized  the  assessment  of  those  primary  i.<tre  HMSA  designations  made  or 
most  recently  updated  during  1985  Because  ver>  few  resoun.es  are  vu^'eml)  tied  to  dental  and  ps>chiatnc  HMSAs, 
these  designations  are  updated  less  fi^equentl)  than  pnniary  Lare  HMSAs — usuall)  on  a  v^se'b>-case  basis  when 
a  dentist  or  a  psychiatrist  is  being  placed  (341). 

DHHS  periodicallj  publishes  lists  of  primary  care  HMSAs  b>  State  m  the  Federai  Register.  The  most  recent 
list  was  published  in  November  1987  (52  FR  43992). 


»  broaden  the  concept  of  shortage  to  include 
indicators  of  a  nc^i  for  health  services  such  a^ 
infant  mortality,  health  status,  and  access  t^ 
health  services; 

♦  permit  population  groups  and  facilities  e\pen- 
encing  health  personnel  :>aortages  to  be  desig- 
nated; and 

♦  establish  priorities  for  assig^iing  pers^unnel  to 
areas,  population  groups,  and  facilities  witli 
high  needs  (682). 

The  new  criteria  and  designation,  which  replaced 
CHMSAs,  were  published  as  final  regulations  in 
November  1980  (45  FR  75996-76010),  They  in 
eluded  separate  criteria  for  each  of  seven  ;ypes  of 
health  manpower*  primary  care  physicians,  dentists, 
psj^iiiatrists,  vision  care  providers,  podiatrists,  phar- 
macists, and  veterinarians,  HMSAs  were  ftirther 
categorized  according  to  their  degree  of  piovider 
shortage. 

The  1980  HMSA  designation  criteria  are  still 
used,  but  HMSAs  are  currently  being  designated  fur 
only  three  types  of  health  professionals,  pnmary 
care  physicians,  dentists,  and  psychiatrists,^  Under 
the  current  regulations,  HMSAs  can  be  defmed  as.  1 } 
urban  or  rural  geographic  areas,  2)  population 


groups,  or  3)  public  ur  nonprofit  private  facibties. 
The  primary  criterion  for  HMSA  designation  is  still 
the  population-tO'practitioner  ratio.  The  responsibil- 
ity for  designations  rests  in  the  Health  Resources  and 
SeracesAdministration'siHRSA'sjOffice  of  Short- 
age Designation,  within  the  Department  of  Health 
and  Human  Services  (DHHS),^  Box  ll-A  describes 
the  HMSA  designation  process. 

Current  Designation  Criteria 

Primary  Care  HMSAs — Pnmary  care  physicians 
are  defined  for  destgnatton  purposes  to  tnclude 
family  and  general  practitioners,  general  pediatrt- 
cians,  obstetricians  and  gynecologists,  and  general 
internists.  A  geographic  area  may  be  designated  as 
having  a  shortage  of  pnmary  medical  tare  personnel 
if  it  meets  the  following  cntena; 

•  it  IS  a  *'ration;U''  area  for  the  delivery  of 
pnmary  medical  care  services; 

^  it  has  a  population-to-primary  care  physician 
ratto  of  at  least  3,500: 1  (3,000. 1  if  the  area  has 
'*unusua)l^  htgh  need**  for  prtmaiy  care  serv- 
ices or  ''insufficient  capacity"  of  existing 
primary  care  providers),  and 

•  primar>  mcdival  care  manpowet  in  njntjguous 
areas  are  ovenitilized,  excessively  distant,  or 


^Sccauseoftliclackof  rcsourccsandrc^ultj(^(5l0w  Jcsigi>4ilioTiac*iU^y.  HMSA^  fyj  uMotiLjrc  prt,ud<;r>,  pixlMm\»A.  ptiuniutisUi^  anJ  vcicnnjruns 
arc  no  lOEigcr  loutincly  designated  or  ijpdJtca  Dcsi^Uuii  ol  nuf^jn^^  ^hun.i^i,  arL.L^  u,  ^y^y^i^mpLi sited  undci  d  v^tUr^it:  kgislauvc  ,iutriurKy  <  IttJc  vltl 
of  Uic  Public  Health  Service  Aci) 

.  ^Thc  Department  or  Health.  EduLaiion.  ^nd  Wftlfaii  was  rccumcd  ilic  Dcpdnmcm    HcaUh  .rind  Hunun  Scr^ucs  m  ^^'iy  l^KO 
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otherwise  inaccessible  to  the  population  of  the 
area  tinder  consideration  (45  FR  76001). 

An  area  qualifying  as  "rational**  for  the  delivery 
of  primary  medical  care  services  need  not  conform 
to  county  boundaries;  it  may  be  part  or  all  of  a  single 
county^  two  or  more  counties^or  an  urban  neighbor- 
hood. In  some  cases  a  rational  service  area  t 
extend  aaoss  State  as  well  as  county  boundaries. 
Although  service  area  size  may  vary  due  to  differ- 
ences in  population  densities,  HMSA  criteria  gener- 
ally require  the  population  centers  of  counties  or 
contiguous  counties  seeking  designation  to  be  within 
30  minutes  travel  time  of  each  other.  Although  the 
specific  definition  of  a  rational  service  area  is  left  up 
to  the  local  applicant,  Federal  officials  consider  such 
factors  as  compactness,  roads,  natural  barriers, 
sociodemographic  and  language  barriers,  and  other 
isolating  features  when  reviewing  applications  for 
designation  (682), 

Frimaiy  care  practitioner  counts  include  all  non- 
Federal  doctors  of  medicine  (MDs)  and  doctors  of 
osteopathy  (DOs)**  providing  primary  care  in  a 
service  area  and  contiguous  areas.  The  nutnber  of 
full-time-equivalent  (PTE)  primary  care  providers  is 
computed  to  take  into  consideration  the  amount  of 
time  that  i^  spent  providing  direct  patient  tare  ^as 
opposed  to  administration,  research  and  teachmg 
duties)  and  to  weight  the  ^are  provided  b>  mtem^, 
residents,  graduates  with  foreign  medical  degrees, 
and  practitioners  v^ho  are  semi-retired  (45  FR 
76001). 

An  area  with  a  population'to-primar>  care  ph j  si- 
cian  ratio  greater  dian  3,S00.  V  automatically  quali 
fies  for  HMSA  designation,  an  area  with  a  ratio  ies^ 
than  3,000:1  is  automatically  disqualitied.  Within 
that  range,  the  area  may  qualiiy  if  unusuall) 
high-needs  criteria  (e  g-,  infant  mortality  and  pov 
erty  rates)  or  insufficient-capacity  criteria  (e.g., 
average  waiting  times  for  appointment  and  average 
waiting  times  at  site  of  care)  are  sufficiently  great  to 
warrant  the  designation.  (See  table  H-l  for  a  lisiof 
the  high-needs  and  insufficient-capacity  cntena,) 

Primary  care  HMSA  priority  groupings  (also 
called  "degree  of  shortage  groupings'')  were  devel 


oped  to  priontize  HMSAs  so  that  scarce  resources 
could  be  targeted  to  area&  of  highest  need  Qualify- 
ing HMSAs  are  separated  into  four  groups  according 
to  population- to -primary  care  physician  ratios  and 
indicators  of  hi^  needs  or  insufficient  capacity 
(table  1 1-2).  The  most  critical  shortage  areas  (group 
1  HMSAs)  are  those  areas  that  have  no  physicians  or 
have  a  population-to-physician  ratio  greater  than 
5,000: 1  and  an  indication  of  high  needs  or  msuffi- 
cient  capacity. 

Specific  population  groups  vMthin  geographic 
aieaii  ma>  be  designated  a^  pnmar>  ^aie  HNISA^  if 
they  meet  the  following  criteria, 

^  the  area  in  which  the  population  resides  is 
rational  for  the  delivery  of  primary  medical 
care  services; 

*  access  barriers  (e.g.,  language  differences) 
prevent  the  population  group  from  using  the 
area's  existing  primary  medical  care  providers; 
and 

*  the  ratio  of  the  number  of  persons  in  the 
population  group  to  the  number  of  primary  care 
ph>sicians  serving  the  group  is  at  least  3,{X)0,I 
(45  FR  76002). 

Eligible  population  groups  might  include  those  vtith 
incomes  below  the  poverty  level,  those  eligible  for 
Medicaid,  medically  indigent  populations  (defined 
as  poverty  population  minus  Medicaid  eligibles), 
migrant  workers  and  their  families,  native  Ameri- 
cans, homeless  populations,  and  other  populations 
isolated  as  a  result  of  language,  cultural  barriers,  or 
handicaps-  Population  group  designations  differ 
&om  geographic  area  designations  in  that  ph>sicians 
livjt  serving  the  specifii^  population  group  are  ex- 
cluded from  physician  counts  v^.g.,  ph>sicians  not 
ser\ing  Medicaid  patients  are  not  counted  in  the 
designations  of  Medii^aid  ebgibles).  Population 
group  designations  are  made  fot  partial-county 
areas,  but  no(  for  whole  countii^;>. 

Public  or  nonprofit  private  medical fac  tlities  may 
be  designated  as  primar>'  care  HMSAs  if  they  serv^e 
designated  areas  or  population  groups  and  have 
insufficient  capacit)  \  t  so.  Separate  criteria  are 
used  for  designation  of  Federal  ot  Stale  correctional 


^aiional  Health  Scrvii^  Corps  (NI1SC>  ^vOinu^stoDcd  uiip^  dnd  t^bL^atcd  p^KiM^ci  aic  ikii  Lrici(ii[ku  id  pu^^i^Mn  i^uiii^  NlfSC  prv^idcfa  dfc 
ooiwtcd  if  tbe^  decide  10  coDunuc  pr^tthriiig  m  ttic  area  folio wuig  ^vmptcitoL  their  obi i^<i^cd  pcn<xlof  ^coj^c  rh»a  .Mijt>i>  ^vuid  ^cui^  li^K  4i^<i 
tobcdcdcsignated. 

^Tbc  cttncnt  cntenon  ^  3»S00.1  popuiaucm-ty-phy^itidn  ratio  tho^cti  ba^cJ  1974  Jaj**  btiwduat  ti  fcpicacfltctl  4*  Icttl  ^f)prv\inid<ci/  ftii 
 -"orse  than  the  median  ^vnuily  level  ajmJ  idcntiftod  those  tuuiitics  ihiu  IcJl  tniv  the  t^^tujiii  ij**anjk  vf  popuJ<iuon  i--  oUjsitiafj  ihuua 


Table  11*1— High  Needs  and  Insufficient  Capacity  Crkeria  for  Primary  Care,  Dental,  and  Psychiatric  Health  Manpower 

Shortage  Areas  (HMSAs) 


Typ«  ot  criteriti  Primary  care  KK3A&  Dental  Psychiatric  HMSAs 


Unusujilly  hi  Eh 

Must 

meet  at  least 

Must 

fnAA          t     1  A  A't.tj 

Most 

meet  at  least 

one 

of  the  followins: 

two  of  the  following: 

1. 

Fertility  rates  more  t^an 

1. 

Povert^rate  more  than  201 

1. 

rcjv  en*v  raLe  more  Lnan  * 

100  births/year  per  1.000 

Majority  of  the  population 

2. 

Youth  dependency  ratio  (ratio 

women  aged  15-44 

does  not  have  a  fluoridated 

of  population  under  18  to 

Infant  mortality  rate  more 

water  supply 

greater  than  601 

than  20  infant  deaths  per 

3. 

A^ed  dependency  ratio  (ratio 

1,000  live  births 

of  population  65-^  to  lS-&4> 

3. 

Poverty  rate  nwre  than  201 

greater  than  SOX 

4. 

HiSh  prevalence  of  alcoholism 

Insufficient 

Must  rnaet  at  least 

Hust 

meet  at  lea$t 

capacity  criteria 

two 

o£  the  followins: 

two 

o£  the  following. 

1, 

More  than  3^000  vlsits/yr 

1. 

Hore  than  5,000  visits/yeat: 

per  physician 

per  FTE  dentist  serving 

Unusually  lone  waits  for 

the  area 

appointments 

z. 

Unusually  lonS  waits  for 

3. 

Excessive  average  waiting 

appo  xnttnenbs 

times  at  primary  care 

Two'thirds  or  more  of  area's 

providers 

dentists  do  not  accept 

it. 

Excessive  use  of  emereoncV 

new  patients 

facilities  for  routine  care 

5 

Two-'thirds  or  more  of  area^s 

physicians  not  accepting 

new  patients 

6. 

Low  annual  office  visit  rate 

SOURCE*    Federal  HfAl^-^or.  vol.  45,  pp.  75996-76010 


Chapter  11— Identifying  Underserved  Populations  •  291 


Table  11-2— Criteria  for  Primary  Caro  Health  Manpower  Shortage  Area  (HMSA)  Prlonty  Groups 


Group 

Criteria  if  hiSh  ne^s 
Are  not  Indicated 

Criteria  if  high  need$ 
are  indicated^ 

L 

Ho  phVaiciatis 

Ho  phVsicianft  or  population  greater 
than  5,000  per  physician 

2 

population  greater  than 
5,000  per  physician 

Population  between  4,000  and  5±00D 
per  physician 

3 

Population  between  4^000  and 
5,000  per  phyftLcian 

Population  betwoen  3^500  and  4,000 
p0r  physician 

4 

population  between  3^500  and 
4^000  per  physician 

Population  between  3,000  and  3,500 
per  physician 

^Areaa  are  considered  as  having  "high  needs"  £o£  pricnary  health  ^sre  services  if  they  meet  at  least  one  of  the 

^'unusually  high  needs"  indicators  o£  at  least  two  of  the  "insufficient  capacity"  indicators. 
SOURCE:    Federal  Re&iater.  vol-  *5,  p.  76002. 


facilities.  Like  population  group  designations,  facil- 
ity designations  are  made  only  for  partial  counties. 

Dental  a  nd  Psychiatric  HMSas — Criteria  for  the 
designation  of  geographic  areas,  population  groups, 
and  facilities  as  dental  and  psydiiatric  B^SAs 
resemble  those  for  primary  care  HMSAs,  with  a  few 
important  dififeiences  (see  table  11-3).  The  mini- 
mum population 'to-practitioner  ratios,  for  exanq)le, 
are  5,000:1  and  30,000:1  for  dentists^  and  psychia- 
trists, respectively-  Unusually  high-needs  and  insuffi- 
cient-capacity criteria  for  these  types  of  HMSAs  also 
differ  firom  ie  primary  care  PDvISA  criteria  (see 
table  11-1).  Psychiatric  facility  designations  may  be 
made  for  State  and  county  mental  hospitals  as  well 
as  for  Federal  and  State  correctional  facilities. 

Medically  Vnderserved  Areas/Populations 
History 

MUAs  were  authorized  in  1973  by  the  Health 
Maintenance  Organization  (HMO)  Act  (Public  Law 
93*222),  HMOs  drawing  30  percent  or  mo^^  of  their 
membership  from  MUAs  were  to  receive  preference 
for  loans  for  initial  operational  costs,**  The  HMO 
legislation  required  thv  Secretary  of  DHEW  to 
develop  explicit  criteria  for  the  dcsigpatign  of 
medical  underservice.  To  do  so,  DHEW  funded  a 
study  that  developed  the  Index  of  Medical  Under 
service  (IMU)  as  the  meclianism  for  determining 
MUA  status.  Of  the  various  indices  of  unders^erv  i^e 
considered  by  the  study  panel  for  inclusion  in  the 
IMU,  measures  of  poverty,  agedness  of  the  popula- 


tion, infant  mortaUt),  and  health  personnel  \^ere 
selected  because  data  for  these  facti^TS  were  nation- 
ally available  and  reliable  (329).  DHHS  published 
the  IMU  criteria  for  use  in  designating  and  prioritiz- 
ing MUAs  in  1975  and  1976  (40  FR  40315  and  41 
FR  45718), 

Public  Law  94-63  authorized  grants  to  be  made  to 
projcvts  K)  plan,  develop,  or  operate  community 
healdi  centers  (CHO)  that  serve  in  designated 
MUAs-  In  1978,  to  eliminate  the  need  to  apply  for 
two  separate  designations  pertaining  to  medical 
underservice>  areas  designated  as  primary  care 
HMSAs  were  granted  MUA  designation  status  for 
the  purpose  of  meeting  CHC  funding  critena-  In 
1980,  these  policies  were  repealed  because  HMSA 
designations  \^ere  considered  to  be  unstable  and 
overly  dependent  on  small  changes  in  numbers  of 
physicians  or  local  population  characteristics  (46  FR 
23817),  However,  the  assumed  greater  "stability*' 
of  MUA  designations  cannot  be  assessed,  since 
these  designations  have  never  been  reviewed  on  a 
regular  basis. 

Federal  legislation  parsed  ni  Pubhc  Law  99-280 
enabled  State  governors  to  request  designation  for 
Medically  Underserved  Populations  (MUPsj  that 
did  not  meet  MUA  criteria-  The  fiii^t  two  State 
requests  for  MUP  designations  A^eie  published  m  the 
Federal  Register  in  March  1987  (52  FR  7215),  The 
extension  of  the  designation  to  specific  population 
groups  ^ds  prompted  b>  ^ituation^  such  a>  that 
described  b)  the  Governoi  of  Oregon  in  1988*  m 


on  tbe  ag«  of  Uic  dentist,  iht  tmmbcf  of  awtitiancs  «mptoycd>  dtid  ihc  aanibci  of  hours  worked  per  wecL 

Dtvf  loons  have  bceo  tsunAt  ot  guaranteed  under  this  provision  stoec  Scpiembcr       (42  U.S  .C.  30(Hc)J 


Table  11-3— Baste  Designatien  Criteria  for  Primary  Care,  Dental,  and  Psycliiatrtc  Health  Manpotret  Shortage  Areas  (HMSAs)" 


T/po  of  d««isn4tion/criteri« 


Priroary  caro  HKSAa 


D^iaaL  HHSA* 


Fs/cbi«itric  Hl^As 


Ration«I  area  for  aervic^ 
delivery 

Mlnimwni  populatloh-to- 
practltlon^r  ratio 

Health  personnel  in  contlSuoua 
aro«s  4£«  Inacceaalbie 

Rational  *rea  for  aervlce 
delivery 

Access  b«rriera  pr^v^nt  s^^^P 
from  usins  area's  exl&tins 
providers 

Mmlcmun  ratio  of  population 
S  roup  -  to-  pr  He  1 1 1 1 0[i«r  a 
serving  the  popnlatioo  srotjp 

FmclUtT 

Public  or       profit  prlvato 
facilities 


Mitbin  30  minutes  travel 
time  ^  not  part  of  another 
service  eree 

Miniimim  3^500:1  (3^000:1  with 
unusuttU/  high  Deeds  or 
insufficient  capacity) 

Hoce  that!  30  minutes  travel 
tim  awa/  or  ratio  8^«*ter 
that!  2i000: 1 

Mithin  30  minutes  travel 
time 

Fovert/i  l^nSuatie/culture. 
lack  of  ph/sicians  accepting 
Medicaid 

Minimum  3>00Q  1 


Facility  serves  desi^natecl 
ereas  or  poptilatlon  groups 
end  has  insufficient  capacity 
to  do  sOi    Separate  criteria 
ar«  defined  f<>r  Federal  or 
State  correctional  facilities 


Within  ^0  minutes  ttavel 
time  aitd  not  part  of  another 
service  area 

.^mum  5.000:1  <4.000j1  if 
unuSuall/  hiSh  tieeds  or 
insufficient  capacity) 
^5ore  than      minutes  travel 
time  or  ratio  Greater 

than  3.000^1 


Mithin  40  minutes  travel 
time 

pQV4jrt/,  lanSuaSe/culture* 
lack  of  dentists  accepting 
Medicaid 

Minimum  4*0CO U 


Same  as  prlmar/  cere  HMSA 


t^xthin  *0  minutes  travel 
time        not  part  o^  another 
service  area 

Minimum  30.000:1  (20.000.1 
If  unusually  hiSh  ne^ds) 

More  than  40  minutes  travel 
time  avr^/  or  ratio  greater 
than  20 . 000 : 1 


(not  req^r  red) 

Poverty ,  language/ culture , 
Idck  of  ps/chiatrists 
accepting  Medicaid 

Ml nimuro  30.000:1  (2O,OO0;l 
unusuall>  high  needts) 


Same  as  prinia^/  caro  HMSA>  but 
separate  criteria  for  a^^siSnatlon 
also  exist  for  State  and  count/ 
mental  hospitals 


^Infotrmatlon  on  criteria  specific  to  the  t/pe  of  practir-ioner  desj^gnation  is  presented  und^r  Uie  appropriate  column 
SOURCE;    FftHftrftl  PftRister.  vOl.  45,  pp.  75996-76010 
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which  a  conunui^ity's  health  access  problems  had 
been  e:uicetbated  by  an  economic  depression  fol- 
lowing a  decline  in  the  dniber  and  wood  products 
industry  (53  FR  10435). 

In  August  1989,  the  resjJonsib:Jity  for  MUA/P 
designations  was  moved  widiin  the  Bureau  of  Health 
Care  Delivery  and  Assistance  from  the  Division  of 
Primary  Care  Services,  where  grants  to  CHCs  are 
made,  to  the  Office  of  Shortage  Designation,  so  that 
HMS  A  and  MUA  designations  would  be  handled 
the  same  office.  Box  11-B  describes  the  MUA/P 
designation  process. 

Current  Designation  Criteria 

MUA  Designate  jns — MUAs  are  identified  based 
on  their  IMU  score,  which  considers  the  followmg 
four  factors: 

1.  infant  mortality  rale, 

2.  proportion  of  depopulation  over  65, 

3.  proportion  of  the  populaiion  with  incomes 
below  the  poverty  level,  and 

4.  ratio  of  population-to-primary  care  providers. 

The  IMU  score  for  an  area  is  the  sum  of  weighted 
values  for  each  indicator  (4^  FR  45718).  (See  table 
1 1-4  for  two  hypothetical  examples.)  Valuer  of  the 
index  range  from  0  to  100,  with  lower  scores 
indicating  increasing  medical  underservice.  The 
1975  median  IMU  score  of  all  U.S.  counties  was  62, 
and  that  value  was  used  as  the  cut-off  point  for 
underserved  area^.  The  geographic  boundaries  of 
MUAs  may  be  coimty  lines,  or  they  may  be 
subcounty  boundaries  such  as  townships  and  census 
tracts. 

MVP  Designations~MU?  criteria  have  not  yet 
been  publisued.  In  general,  MUP  designations  are 
based  on  the  application  of  the  IMU  and  an 
evaluation  of  the  unusual  local  conditions  and  access 
barriers  that  led  to  the  recommendation  for  designa- 
tion in  spite  of  failure  to  meet  the  IMU  cutoff  {728). 

Current  Status  of  Federal  Designations 
HMS  As 

In  lf>8j,  HRSA  projected  th  t  the  number  of 
counties  that  were  wholly  or  pditially  designated  a^ 
primary  care  HMSAs  would  declme  &om  1>501  in 
1982  to  810  in  1994  (633).  It  also  predicted  that  the 
number  of  primary  care  physicians  needed  to  bring 
below  the  level  of  3,500  residents  per  phj;>i 
vould  decrease  from  5,076  to  3,204  during  the 


Box  IhB—MV Alp  Designation  process 

The  original  set  of  MUA  designations  was  made 
by  HRSA  in  1976,  based  on  a  list  of  aU  U.S. 
counties  and  subcounty  areas  (including  individual 
census  tracts)  that  met  the  designation  criteria  (see 
text).  States  did  not  have  to  request  designations. 
The  original  list  did  not  consider  whether  design 
natcd  areas  were  actually  rational  service  areas 
{728). 

The  current  MUA  designation  process  requires 
that  State  agencies  provide  the  O^ce  of  Shortage 
Desi^ation  with  data  on  the  four  IMU  compo- 
nents. Where  exact  data  are  unavailable  for  small 
geojjraphic  areas  and  population  gruips,  extrapola- 
tion mc**iods  may  be  used.  NfUPs  may  be  requested 
by  State  governors  or  local  officials  who  submit 
data  on  the  IMU  indicators  ^  ^ell  as  a  description 
of  the  unusual  local  conditions  ti^at  a£^ct  the 
population  group.  After  undergoing  an  initial  staff 
review,  NfUA  and  MUP  re^^uests  are  listed  in  the 
Fe^ral  Register  to  provide  interested  parties  with 
an  opportunity  to  comment.  DHHS  then  makes  a 
final  decision  of  whether  to  designate  or  deny  the 
request  and  informs  *he  applicant  of  the  results  by 
letter. 


12-year  period.  These  predictions  were  based  on  the 
assumption  that  an  increased  supply  of  physicians 
would  result  in  corresponding  increases  in  onder- 
served  areas. 

Despite  the  predictions,  the  total  number  of 
designated  HMSAs  has  actually  increased  since 
1982.  As  of  December  31,  1988,  there  were  1,944 
primary  care  HMSAs  percent  more  than  the 
1982  figure),  793  dental  HMSAs,  and  592  psychiat- 
ric HMSAs  (table  11-5)  {665).  Of  the  primary  care 
HMSAs,  67  percent  (1,307)  were  located  in  rural 
(nonmetropoUtan)  areas.  Of  these  rural  HMSAs,  63 
percent  (821)  were  group  1  or  2  HMSAs  and  37 
percent  (486)  were  group  3  or  4  HMSAs  {665). 

Although  the  nurTd)er  of  people  living  in  rural 
primary  care  HMSAs  is  sli^tly  smaller  than  the 
number  living  in  urban  primary  care  HMSAj>  (16.5 
milliun  v.  17.4  million),  this  population  i*>  a  dispro 
portionatel>  large  percentage  of  aU  rural  re:>idents. 
In  1988, 29  p*  .cent  of  the  U.S.  rural  population  lived 
in  deMgnated  prmiaiy  (,are  HMSAs,  compared  with 
9percent  of  the  urban  population  (table  115). 
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Table  H^Appflcation  of  the  Index  of  Medical  Underseuice  (IMU).  Two  Hypothetlcat  Examples 


IMU  criteria 

County  : 

County  2 

percont/ratio 

percent /ratio  t 

teiftht* 

Infant  n>art«llty  

  11,40 

24,8 

17.30 

19.5 

19,9 

14.10 

IS, 7 

  7,30 

21.9 

37.50 

3,4 

Primal?  care  pbyalcians 

 65 

,15 

2.3 

IMU  ftcore  

37.3 

44.4 

Qualifies  as  an  MUA  (IMU  scoro  <  62)   No 


heights  that  apply  to  the  associated  p«rvA' *  ui.  ratio,  t  i  listed  In  bho  F«d«Eal  Reftlsber  (41  FR  4571B) . 
SOURCE;    Office  of  Technology  Assessment.  tc^O 


Botb  tbe  number  of  dental  and  psychiatri:  *  Il^IS/  ^ 
and  the  population  living  in  tbose  areas  were  higlier 
for  rural  (ban  for  urban  HMSAs.  The  disp^ity  is 
especially  apparent  for  psychiatric  H^iSAs;  iu 
December  1988,  61  percent  of  tbe  rural  pupukUon 
lived  in  designated  psychiatric  HMSAs  (table  11-5). 

Both  the  total  number  of  primary  care  HMSAs 
and  tbe  percentage  of  primary  care  HMSAs  that  are 
in  rural  areas  have  been  quite  stable  during  the  pa:>t 
decade  (table  1 1-5).  However,  there  has  been  some 
instability  among  ind^  vidually  designated  area3  (i,e., 
some  areas  have  been  newly  designated  and  othei^ 
dedesignated).  Figure  11-1  illustrates  tbe  whole  and 
partial  counties  that  qualified  as  rural  pnmary  ^aie 
HMSAs  in  1987, 

Table  11-6  shows  the  numbt^'  of  urban  and  rural 
primary  care  HMSAs,  tbe  total  population  in  pri- 
mary care  HMSAs,  and  the  nuniber  of  physicians 
needed  to  remove  designations,  by  region  and  State, 
as  of  September  1988,  The  South  led  tbe  four  regions 
with  botb  tbe  largest  total  number  of  primary  care 
HMSA  designations  (849)  and  the  largest  number  of 
ncnmettopolitan  primary  care  HMSA  designations 
(623)  (66^.  One-half  of  tbe  L\S,  population  in  rural 
HMSAs  were  living  ir  the  South. 

Population  group  designations  accounted  for  12 
percent  of  primary  caxe  HMSAs  as  of  December  31, 
1988  (665),  22  percent  of  the  urban  primary  caie 
HMSAs  and  8  percent  of  tbe  rrn^l  primary  care 
HMSAs  were  for  population  groups  (667).  In  the 
future,  the  Office  of  Shortage  Designations  expects 
to  see  an  increasing  number  of  population  gioup 


V  ?signation  requests,  especiall)  for  Medicaid  eligi* 
oies  and  the  medi^^ally  indigent  (340). 

lb  the  extent  that  factors  such  as  the  lack  of 
incentives  and  the  lack  of  funds  discourage  areas 
from  applying  for  Federal  designations  that  would 
otherwise  qualify,  the  number  of  designated  HMSAs 
and  MUAs  underestimates  the  actual  level  of 
shortage.  In  1986,  for  example,  there  were  95 
nonmetro counties  with  aphysician  shortage  (popula 
tion-to-physician  ratio  greater  than  3500:1)'*^  tlut 
were  not  designated  a$  HMSAs,  even  though  they 
would  presumably  qualify  (5'1)^  These  counties 
were  concentrated  in  the  South  and  North  Central 
regions.  Also,  since  this  analysis  used  county  based 
data,  it  did  not  capture  partial-county  areas  that  may 
have  qualified  for  designationJ^ 

MUA/Ps 

In  1981,  the  most  recent  year  foi  whi  .h  compre- 
hensive data  are  available,  there  were  2,440  desig- 
nated MUAs  (both  whole-  and  partial-county  )  (51 1). 
Of  these,  1,328  whole-county  MUAs  and  567 
partial-county  MUAs  were  in  rxiral  areas  (511)  (see 
figure  1 1-2).  The  highest  proportion  of  whole- 
county  MUAs  were  located  in  the  South,  and  the 
highest  proportion  of  partial-county  MUAs  Wi  .e 
located  in  the  North  Central  region  (511). 

These  uata  onMUAs  are  not  only  outdated  but  are 
probably  inaccurate,  due  to  the  fact  that  the  initial 
MUA  designations  did  not  assess  wheth  identified 
subcounty  areas  ciet  the  *'ranonal  service  area" 
cTtterion  {see  box  11  B).  Thus,  some  designated 
areas  may  not  actually  be  underserved.  Updated 


^^^Th^c  LOtnputatiocj  are  based  on  (bcpivseoteof  <to^tois  of  meditmc  ouiy  judd^  out  cvct^tJa  iht  prc^tnvc    Jt^eturs  ofuMc^pdib^ 
g[  *'  l9S8f  49  percent  of  all  mral  HMSM  were  paitial<oiiaty  dcsi^tions  (667)^ 
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Table11-5— Primary  Care,  Dontal,  and  Psychiatric  Health  Manpower  Shortase  Areas  (HMSAs),  Number,  Population,  and  Number  of 

Providers  Needed  To  Remove  Designations,  1979, 1985,  and  1988* 


Jun*  30.  tseS 

t>«CKl>«r  )K  t9»8 

K^«r  or 

Ht^«r  4f 

^  abir  of 

provldin 

FopvlKtOQ 

provtdirt 

K^jobir  of 

in 

undid  to 

Iti 

niidid  to 

XiE^ir  of 

Id 

F«rciiit 

nitd*^  to 

dif  UDitid 

di»lsnitid 

di»l«nit«<l 

of  V  S. 

rwovi 

HMSA  trp* 

•ri«» 

•rii» 

population' 

Frlairy  ciri  ((0(»X) 

4  1,884,  U& 

5,033 

1,84J 

33.»«0.«35 

4,^31 

1,044 

33,658,014 

13  » 

4.104 

1,J87 

1,314 

17.^1.110 

1,044 

1,^07 

1«, 477, 140 

19  0 

1.794 

571 

22,^74.^72 

3,148 

529 

U, 01ft. 417 

1,1ft? 

17.181,868 

9  1 

1,3J'' 

916 

10, #52. 6^1 

2,442 

77T 

l«,ai4.»0 

i.ns 

793 

15,m,53l 

6  5 

1,719 

7^5 

M,7tl.4«0 

1,459 

581 

8,«73.971 

A3  3 

574 

8,898,800 

15  J 

890 

181 

0,141,151 

«83 

7,838.950 

110 

7,141,531 

1  8 

19,124.01? 

— d 

4  71 

42,473.600 

1,^14 

591 

49,ni,30e 

10  I 

1,810 

Xonaitro 

160 

__d 

317 

»r 

54,00ft,86« 

61  0 

l,U7 

3» 

..4 

156 

19« 

13,114,443 

8  0 

673 

^Thq&e  £igur«A  include  oil  KMSA&  (priority  sroups  I'-i),  Includlns  KMSAs  In  th«  U.S.  possessions. 

^Tho  number  o£  additional  provld«r5  noeded  to  ded«»tftndt«  all  HH$A»,  «s  follows.  For  primary  c«r«  HKSAs ^  the  number  of  «daitlonai 
primary  care  physicians  (semral/ituniXy  prectic*^  s^i^*^*^  int«rti«l  caedicin«^  s*"*^'^  pediatrics^  obstetrlcs/syrt^coIoEyJ  raquire*^  to 
achieve  a  popvJl«tton~ to -primary  care  physician  ratio  of  3^500,1  O^OOD.l  When  hiSb  naids  ar«  indlcatad/;  for  dental  HHSAa^  the  number 
of  additional  dentiats  requirod  to  arhiavi  a  populat ion-to-dentiit  ratio  of  5^000.1  (4^000,1  whira  hish  nieds  are  Indicated)^  for 
psychiatry  HMSAs^  the  nijuitb^r  of  additional  psychiatrists  raquirid  to  achieve  a  population-to'psychiatrist  ratio  of  30^000  1  (20^0uC  1 
where  hi&h  noods  are  Indicated). 

^Ba»od  on  1997  population  estimates 

''rata  not  available, 

SOURCES  U  S  Department  oi  Healthy  Education  and  Welfari^  Haalth  Resourcas  Adroiniat ration^  Buraau  nt  Hislth  Ptofassions^  Dlvlaioti  of 
Health  Professions  Analyais,  "S«L«ctad  Stotietlc8  on  Saalth  Manpowar  Shortas«  Afiaa  as  of  Dacomber  3L  1980/'  Report  Ho.  81- 
lit  Roc^ville^  KD,  Feb  26,  1981^  U,S  .  Department  of  Health  and  Huiaati  S«rvices^  Sealth  Resourcis  and  Ssr^icee  Administratloti, 
Buroau  of  Health  Professions^  Otfira  of  Data  Analyais  and  Kntia^iment,  "Selected  Statiatica  on  Health  Kanpowir  Shortascr  Afias 
as  of  June  30,  1985,"  RockvllL«,  MD,  U,S,  Dipart^ant  of  Health  dtid  Hunsn  Services^  Elailth  Raaourcia  and  Satvicjs 
Adnjli^l^tratton,  Bureau  of  Health  Car«  Delivery  and  Aaslatance,  OffJlci  of  Shortis*  DeeiSnation,  "Salei^tad  Statiatica  on  Hoalth 
Manpower  Shortase  Areas  «s  of  Decambar  31,  1988/'  Rockville,  MD,  U.S,  Dapartmant  of  Health  and  Hwnan  Sarvlcea,  haaj.th 
Resourcis  and  Sirvicas  Administration,  BuraaM  of  Health  ProftaaiOi^s,  Office  of  Dnta  Analyais  and  Kanas«ment,  RockvllU,  W, 
unpublished  data  from  the  Area  Resource  fiht  provided  iti  1989  and  1990, 
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SOURCE  TC.FVckftHs. Rural H*atthRes«ajiiiCftmei»Univofsrt/o1  Norm Caroi»na.Chiipel^ 

1389  Data  from  Ihe  Area  Re^wro^  Fii»»  Bur^u  Hodlth  Oaie  Deiiv^i/  Ab^tf>Uih,t^.  Htf^lt!''  Rvsukjit.tb  diiO  3  ■  v»l^  Auinjr»i^trati<>fi^  U.S. 
Departnnent  of  Health  ar>d  Human  Services. 


figures  cannot  be  detennineii  in  any  case,  because 
the  existing  MUA  database  is  configured  ir  such  a 
way  that  subcounty  MUAs  may  be  double  counted. 
As  of  June  1990,  a  total  of  1 3  MUP  resignations  had 
been  made  (728). 

USES  OF  DESIGNATIONS 

Federal  Uses 
National  Health  Service  Corps 

The  principal  Federal  program  using  HMSA 
designations  is  the  National  Health  Service  Corps 
(NHSC),  which  places  both  volunteer  and  obbgated 
health  care  practitioners  {mostly  physicians)  in 


HMSAs  (i>et;  ih.  13;.  A:>  there  are  many  more 
HMSAi>  than  NHSC  :>choldrship  obUgated  provid- 
ers, ioan  repayment  partiapants,  iind  nonobligated 
providers  (Le.,  volunteers),  a  national  vacancy  list  is 
prepared  by  the  Federal  Division  of  NHSC^^  that 
includes  the  most  needy  of  the  desigiatcd  shortage 
areas. 

To  be  included  on  this  vacancy  list,  a  site  must  be 
part  of  a  system  of  care,  be  loeated  in  a  currently 
designated  HMSA,  aJid  need  at  least  one  FTE 
practitioner  before  it  would  be  dcdesignated  {664)V 
The  degree  of  :^hortage  (priorit)  grouping)  of  the 
HMSA  is  one  of  :>cven  uitcria  that  are  used  to 


ERIC 


^^TbeFcdcial  Division  of  NHSC  is  (ocaicd  in  HRSA's  Bureau  of  HcaHh  Cart  Dcl^iico  -ind  A55ls1a*.L<^^sc^^  ^ipp  I> 
^'''"ufal  pru^i^  tare  HM$A&  aocdiog  Icfs  tliai  4>nc  tTL  pracuuonci  bcfurc  JcUf^iga^uuii  vi  uujj  uv^ui  ■^^^>  tx:  k^ujui^lticJ     dn.  4^oo4^~ujii.ui  <fi  ajuj 
noQcrSt  other  muUcvcl  pracitoncr^t  ^nd  m  some  cases  for  tb«  placcmcni  of  a  physician  {664) 
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Table  1  t-G-^hardctenstics  of  Metropolitan  and  Nonmetropolitan  Primary  Care  Health  Manpcwer  Shortage  Areas 

(HM3AS),  by  Region  and  State,  3ept,  30, 1988 


Geoftraphic  ar«a 

Nkvnber  of  orim 

atiTL^are  HHSAa* 

Tctftl  t»tHilatlon  in  HMSAa 

Nuii^er  of  physicians  needed 
to  reinov*  d^alKnatiOnT 

Metro 

Nonai#tro 

Metro 

NonD^tro 

Metro 

Nonmetro 

  635 

1.280 

17.173.563 

14. 183.882 

2305 

1570 

  147 

84 

4,509.819 

741,367 

412 

77 

  52 

2k 

951,162 

100,789 

120 

14 

C^nn«ctictit, , , , 

  10 

0 

130.424 

0 

22 

0 

.  e 

17 

40,178 

62,446 

5 

0 

1 

583.847 

5,306 

73 

0 

Now  BttiDpshircy. , 

1 

33,618 

2.616 

5 

1 

Rhod«  Ivlend, , , 

  a 

0 

146.095 

0 

14 

0 

Vamont  

  2 

5 

17,000 

30.421 

1 

4 

Hiddl#  Atlantic, 

  95 

60 

3.558,657 

640,508 

292 

63 

H«M  Jars«y  

  12 

0 

736.677 

0 

36 

0 

H»w  York  

  46 

31 

1.766.304 

325,671 

163 

31 

  37 

29 

1.055.676 

314,927 

93 

32 

mdwut  

  122 

319 

J.  WW/,  j'iQ 

1  tin  ififi 

577 

A  Si 
H  J'* 

Etftt  North  Central 

  91 

139 

3.387. 761 

2,118*938 

527 

297 

mimla  

,  ,  ,  .  27 

24 

1.634.575 

342,253 

268 

25 

  10 

27 

249,650 

392,380 

40 

42 

Hichi|tan  

34 

657.229 

471,648 

101 

44 

Ohio  

27 

592,254 

610,626 

80 

44 

Hiaconain. , . . , . 

...   .  11 

27 

254,053 

302,031 

38 

31 

Host  North  Central 

  31 

IBO 

519. 785 

1    CI  1     1  Tfl 

50 

157 

6 

17 

/ 

  2 

14 

i.  i.  t  499 

y 

  8 

17 

111  1'yQ 
1  i  J  ,  JZ? 

1 '?Q  am 
I'b^J  .  0  ^  u 

Hissotiri  www*  .  w  * 

  10 

49 

7Sfi . 7Sft 

628.049 

30 

66 

Nebraska*  *  *  *  *  * 

  2 

21 

23.449 

149,437 

2 

13 

..  2 

26 

3i,ooe 

171.254 

2 

24 

South  Dakota. . . 

  1 

36 

4  .9fc9 

182.346 

0 

24 

Sooth  

 226 

623 

6.228. 126 

7 , pJb ,  p4  J 

  107 

219 

449 

344 

Delaw^r^p  *  t  w  w  *  * 

...  2 

1 

49,626 

31.700 

5 

1 

Florida  

...  35 

32 

1.027,893 

392.995 

180 

55 

Gaorftia, ....  *  * 

21 

53 

731,901 

628.434 

109 

66 

Maryland  

.     .  .  8 

5 

274.757 

72x169 

37 

5 

North  Carolina, 

...  $ 

37 

426.406 

775,498 

37 

93 

South  Carolina. 

.     ..  15 

29 

264  .723 

465,648 

43 

'^4 

Virginia  

10 

27 

112,372 

469.809 

14 

38 

West  Virginia.. 

.  $ 

35 

108.281 

499.026 

2A 

52 

E«at  South  Central 

  *9 

162 

1.318.070 

2,492.083 

166 

237 

Alabana^ . , . , , s . 

. ,  .  .  20 

28 

550.529 

528.478 

6! 

46 

Kentucky  

  5 

43 

131.501 

517,723 

23 

70 

Hisaissippi  t . . . 

  7 

48 

260.413 

808,425 

35 

60 

Tennesson  

  17 

43 

375.627 

637,457 

49 

$1 

Heat  South  Central 

  70 

242 

1.914.097 

2,009,483 

24  7 

190 

10 

37 

96.601 

306,452 

23 

25 

Louialena  

. .     . .  19 

31 

405,468 

713,318 

55 

61 

OklQhocna.  ^ . . .  . . 

  a 

16 

170.013 

92,673 

25 

11 

,  .   .  33 

88 

1.241.215 

897,040 

144 

93 

(continued  on  next  page) 
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l^ble  11^6— Characteristfcs  of  Met  apalltari  s  td  NanmetrapaJkan  Primary  Car^  Health  Manpower  Shortage  Areas 

(HMSAs),  by  Region  and  State,  Sept,  30,  i988-<^ondnued 


Kuffiber  of  physicians  n«gd$d 
HljBbT  ot_prtmary  caf  g^ft*^     Total  population  in  RHSAs  t-o  rOTWvft  d»aignatlonP 

G4tos»phic  ar  .a  Hatro        Honnatro  Hotro  Honmttro  Metro  Hotunetro 


,  140 

254 

2,526,072 

1,875,542 

452 

26S 

, , ,   ,  40 

167 

350,255 

1,283,060 

87 

190 

  10 

23 

109>532 

193,923 

26 

28 

8 

19 

67,787 

83,410 

9 

12 

XdfttiO  

  1 

32 

1,450 

239,144 

X 

42 

Hcflitantt  

0 

,3 

0 

141,366 

0 

20 

,  ,  _  12 

8 

59,069 

39,159 

19 

6 

Haw  Mexico  

  6 

27 

96,352 

351,362 

29 

57 

Utah  

2 

IS 

14,680 

130,705 

3 

13 

  1 

14 

1,385 

103,991 

0 

12 

Pacific  

. ,  .  .  100 

87 

2,177,817 

592,482 

365 

78 

11 

42>855 

61,914 

9 

15 

California  

  55 

27 

1,806>804 

230,455 

284 

16 

.  2 

0 

18,760 

0 

6 

0 

  20 

31 

161>303 

113,379 

31 

23 

Washinaton  

  10 

18 

148,095 

186,734 

35 

24 

'includaft  s^^srophic,  population,  and  facility  deftignstioos, 

^his  1«  th«  numbor  of  additional  primary  cara  phyfticions  naad«d  to  brine  th«  population^to-primary  car« 

phyeicitttt  ratio  balo^  3,500:1  <3. 000:1  vh«r«  high  naad&  ara  indicatad), 
^Thasa  fi^urea  do  not  iricluda  HHSA»  in  the  District  of  Coluralbia  or  in  tha  U,S.  po^sas^ions, 

SOURCE:  U,f  Dapartjoant  of  Haalth  and  Human  Service*,  Health  Kasourcaa  and  Services  Adniinistratiotii  Bureau  of 
Health  Care  Delivary  and  ABBistance,  Omca  of  ShortASe  t)««isnatic3n.  Rockville,  KD,  unpubliahed 
Btatitticft  on  Health  Kanpower  ShortaSe«  as  of  Sopteniber  1986,  provided  to  OTA  in  1989, 


determine  a  site's  ranking  on  the  vacancy  list.  The 
seven  criteria  are: 

1 ,  infant  mortality  rate, 

2,  percent  ofpopulation  with  incomes  below  200 
percent  of  pover^  level, 

3,  HMSA  degree-of-shortage  grouping, 

4,  percent  minority  population  served  by  the  site 
or  residing  in  the  county  where  the  site  is 
locaed, 

5,  percent  special  population  (including  home- 
less, migrant  and  seasonal  farmworkers,  peri- 
natalf  persons  with  human  immunodeficiency 
virus  and  acquired  immunodeficiency  syn- 
diome  (AIDS),  substance  abusers,  and  elderly 
persons)  served  by  the  site, 

6,  vacancies  as  a  percent  of  total  budgeted  staff, 
and 

7,  degree  of  rurality  (<564), 

A  point  system  (0-4,  with  4  indicating  greatest  need) 
is  applied  to  each  of  the  seven  criteria,  with  the  total 
points  indicating  a  site's  relative  need  and  determine 
tnjr;  its  ranking  on  the  vacancy  list  {664), 


There  is  a  separate  vacanc:y  list  for  each  primary 
care  specialty  and  for  emergency  medicine  {270), 
The  opportunities  vary  by  specialty.  Family  practi- 
tioners, for  example,  may  get  lists  of  relatively 
isolated  rural  sites,  while  other  primary  care  special- 
ists may  get  lists  of  placements  in  more  populated 
areas  (716),  Placements  of  obstetricians  are  made 
only  in  areas  where  an  ^'established  and  well- 
functioning  system  of  care  with  appiopriate  cross- 
coverage"  exists  {716), 

The  highest  priority  sites  on  each  of  the  vacancy 
lists  become  the  *'HMSA  Placement  Opportunity 
List"  (HPOL)*"*  for  that  specialty.  The  number  of 
sites  on  each  specially  HPOL  corresponds  exactly  to 
the  number  of  graduating  scholarship  recipients 
available  for  placement  in  a  given  year.  In  199I> 
there  will  be  74  obligated  professionals  available  for 
placement  Q16),  The  obligated  NHSC  participants 
select  placements  £rom  the  list  and  arrange  inter- 
views. Negotiation  for  a  placement  occurs  between 
the  NHSC  participant  and  the  commumiy  ororgani* 
zation  that  has  the  vacancy. 


t^Tbe  HFOL  waj  fif  *t  used  in  I9S3  foUowiog  c^pgressiottaj  bcanogs  suggcsUitg  that  DHHS  largci  NHSC  fesources  to  areas  of  greatest  need  KZ7&}, 
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FIsurd  11-2--Medfca!!y  Undorserved  Areas  (F^UAs),  1981  (t>y  non metropolitan  county,  1986) 


SOURCE.  T.C.Rlckelte*R^rfaiHeailhRBsoaich<^'"*>'^Oniversrtyo1f4^  oori04i%,t  to  lh«  0*fi^    '  Techrk^i^^y  As*«$$fnem, 

1969.  Data  from  tha  Area  fls»curw  Filo^Bur^mj  ol  ri^lth  Oaie  Dohvory  and  A3«^(arK.o,  ms&li  Rasuur^oa  Wxlooa  Administralior^.  U5w 
Departmftnr  of  Health  and  hhjman  Sendees. 


that  only  one-fourth  of  nonmetro  whole  coimtj 
MUAs  have  a  federallj  supported  CHC  or  MHC, 
and  the  great  majority  of  these  are  in  the  South  (table 
117)  {511).  Only  17  perce^it  of  nonmetro  partial 
county  MUAs  have  a  CHC  MHC. 

AltliougJ*  HMSA  and  MUA  designations  were 
designed  to  n:ee^  Jie  needs  of  the  NHSC  and  CHC 
programsT  they  have  since  been  used  to  implement 
4  number  of  other  Federal  programs  as  ^ell.  Those 
linked  to  HMSA  designations  include  the  provision 
of  hinds  for  health  professions  training,  the  Area 
Health  Education  Center  (AHEQ  program,  and  the 
Medii^are  physician  bonus  payment  program  (see  ch 
i3  for  prv^-,.am  descriptions).  Both  HMSAs  and 
MUAs  are  used  to  target  icsources  under  the  Rural 
Health  Clinics  Act  (Public  Law  95  210)  Providers 


Following  the  deterraination  of  the  HPOL,  a  loan 
repayment  list  is  created  from  the  sites  remaining  on 
the  vacancy  list.  The  number  of  sites  on  the  loan 
repayment  list  is  based  cn  estimates  of  the  number 
of  providers  the  Division  of  NHSC  Jiopes  to  recmit 
under  the  loan  repaymen  t  program  (the  goal  for  1 99 1 
is  900 providers)  (776).  FiLaUy,  a  volunteer  vacancy 
list  is  determined  that  includes  all  the  sites  on  the 
vacancy  lists  that  are  not  included  on  the  HPOL  or 
loan  repayment  lists.  (Volunteers  may,  of  cour^, 
practice  at  a  higber-prionty  site  if  they  choosc.> 

Other  Programs 

MUAyP  designations  have  pimanJy  been  used  tj 
tPiget  Federal  resources  to  CHCs  and  related  pro- 
grams (e.g..  Migrant  Health  Centers  (MHCs))  (Pub- 
he  Law  94-63).  However,  existing  data'^  suggest 


1^  rJir>'^^  <^  198^  CHCftfflC  data. 


Tabte  11-7— Medically  Underserved  Areas  (MUAs)  With  Federally  Supported  Health  Centers,  by  Region,  l£r89* 


MettOBolltjin 

Honme  t  r  oPO 1 i  tan 

Typd  Qf  health 

Whole"county    Partial -county 

WhoLe-county    Partial -county 

RaSion 

Facility 

c«nt«£  in  MUA 

Rasion 

Non-MUA 

MUA 

moa 

Hon-HUA 

HUA 

HUA 

totals 

total. 

Coconunity 

Hot th east 

A 

1 

39 

0 

9 

L9 

72 

BdaXth  Center 

South 

6 

16 

40 

4 

166 

9 

241 

<CHC)  only 

HLdwa^t 

3 

L 

Z7 

4 

37 

23 

95 

Hast 

Q 

0 

L6 

8 

2$ 

8 

60 

468 

HiSrant  Health 

Horth^ast 

5 

0 

3 

1 

0 

L 

10 

Centdt  (KHC) 

South 

1 

& 

5 

1 

28 

6 

47 

only 

Hi<lwast 

2 

0 

7 

9 

1 

7 

26 

Haat 

2 

0 

4 

9 

6 

4 

25 

108 

Both  CHC 

Hotthaaat 

2 

0 

10 

0 

1 

0 

13 

Attd  MHC 

South 

1 

7 

15 

1 

47 

2 

73 

Midwest 

2 

0 

10 

3 

6 

25 

27 

5 

9 

49 

160 

Nona 

Northeast 

26 

1 

:  J 

5 

42 

122 

South 

3A 

82 

lie 

68 

654 

76 

1,030 

Midwest 

ea 

5 

70 

193 

257 

316 

909 

viest 

13 

0 

11 

139 

81 

39 

203 

2,344 

TotaU 

171 

U9 

426 

469 

1,328 

567 

banters  data  as  of  1989;  population  a«  ot  1986;  HUA»  a»  of  198L, 


SOURCE:  T  C.  Iticketts.  Itural  Health  ftestvareh  Center,  University  of  North  Carolina,  Chapel  HilL.  NC^  Analysis  oC  unpublished  data 
(providad  by  the  Health  Resources  And  Services  Admin Lstr at ion)  conducted  tjnder  contract  to  the  Office  of  Technology  Aasessment, 
1989  and  1990, 
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Tabfe  11*4— Sidte  Service  dnd  Shortage  Areas  Criteria,  1986 


Criteria  Profiram  St^ites^ 


Haalth  Hanpwer  Shortafie  Ar«a  (KK$A)  

L6 

BMSA  atid/or  Hadieally  Undarftarvvd  Area  (HUA>,  ,  , 

2 

2 

Hoaified  aCA*  

5 

h 

Populatlon-to-^hysiei«n  ratioa^  

3 

3 

e 

LO 

B 

8 

6L 

5L 

States  do  not  total  to  50  because  multiple  proSrame  in  the  state  use  the  aame  criteria.    Eight  States  with 
programs  h*ve  no  criteria. 

Maryland!  Haine,  Hew  Mexico,  and  North  Carolina  add  their  State  and  Loc«lL  healths  ment^il  health,  and 

corrections  Inatitutione  to  a  List  of  acceptable  practice  sitea. 
^County-wide  popaUtlon^to-physlcian  ratios  are  used  by  three  States,  Kaneas  C3^000.1).  Kentucky  (4,500  1). 

and  South  Carolina  (2,000:1). 

States  with  programs  with  plac^ents  according  to  (.oomunity  at^  are  ALttbaiDa  (5<OD0  population  intocimum)^ 

Arkansas  (5,000),  Georgia  ^5,000).  Illinois   05,000).  Missouri  C6,5n0),  Hississtppl   (10,000)^  Oklahoma 

(7.500),  and  Texas  (30,000). 
^Al«i;^ka,  Arieona,  Kansas  (primary  care  specialists  j .  Massachusetts.  Maryland  (except  Montgomery  County)^ 

Hashinston,  Mest  Virginia,  and  Wisconsin. 
California,  Illinois,  New  York^  and  Oregon. 

SOtntCEi  U.S.  DaparUnent  of  Health  and  Human  Services.  Health  Resources  end  Services  Administration^  Bureau  of 
Health  Professions,  Office  of  Data  Analysis  and  Management,  Compendluff  of  State  Health  Professions 
Dlstributij>n  ProRrams  ?  1986.  DHHS  Pub.  No.  HRP-050696<t  tWaa^^inSton.  DC.  U.S.  Government  Printina 
Office,  1966). 


must  be  located  in  clinics  in  niral  HMSAs  oi  MUA& 
to  qualify  to  receive  cost-based  leimbimiement  for 
Medicate  and  Medicaid  services  (see  vh.  3).  Most 
HMSA-iinked  resources  are  tied  to  the  primary  t^e 
HMSA  designation. 

State  Uses 

Many  States  have  adopted  programs  to  promote 
the  placement  of  health  professionals  in  underserved 
areas  (see  ch.  12).  Although  some  States  have 
devebped  their  own  shortage  area  designation 
criteria,  many  States  rely  on  Federal  designations  to 
identify  areas  and  populations  in  need. 

Of  113  State  health  professions  distribution  pro- 
grams identified  by  the  Federal  Bureau  of  Health 
Professions  in  1986, 61  used  some  type  of  shortage 
area  criteria^  About  one-third  of  programs  and  States 
used  the  Federal  HMSA  criteria  or  slight  modifica- 
tions of  them  (table  1 1-8). 

Hiree-fourths  of  the  45  respondents  to  a  1989 
OTA  survey  of  State  HMSA/MUA  activity  (34 
States)  indicated  that  their  State  had  health  person- 
nel distribution  programs  that  used  some  type  of 


shortage  area  designation  (either  an  HMSA,  MUA, 
ur  Sute  designation)  (table  11  9).***  HMSA  designa- 
tions urere  most  frequently  used  to  implement 
AHEC  programs,  service-contingent  loans  and  schol- 
arships, health  professions  school  loan  repayment 
programs,  and  preceptorships.  Stale  designations 
were  most  nequently  used  for  service-contingent 
loans  and  scholarships,  placement  programs,  and 
targeted  primary  care  trairing  opportunities. 

FEDERAL  DESIGNATIONS:  STATE 
ACTIVITY  AND  SATISFACTION 

HMSAs 

Activity 

Interest  in  obtaming  HMSA  designations  has  not 
declined  substantially  despite  a  decline  in  the 
number  of  available  ^fHSC  personnel.  In  fact,  in 
OTA's  survey  the  percentages  of  States  indicating 
that  the  demand  for  Federal  primary  care  HMSA 
designations  had  increased  or  remained  the  same 
since  1985  were  71  and  82  percent  for  urban  and 
rural  areas,  respectively  (table  U  10)  States  indicat- 


"*Tca  respondents  indicated  tbat  Vacu  Slates  did  noi  have  an>  health  personnel  4i5!ributJOD  programs  u^uig  shor^c  arta  di^r.gnaTinre!  and  nne 
itaX  answered  'Moti't  Icnow.*' 
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Table  11-9^Pres6nc6  of  State  Health  Personnel  Distribution  Programs  That  Use  ShOTiage  Area 

Designations, 


Program  proaont  Shortass  d^ai&nstion  ua^d^ 

Stat*  distribution  prosraai5  ¥  If  MR  HMSA       MUA  dOJFisnatioi) 


Area  Haalth  Education  Cantara  

.  21 

IS 

0 

11 

2 

3 

Targatad  primary  cara  training  opporttmitiaA 

.  20 

15 

10 

6 

0 

7 

5 

20 

20 

1 

0 

0 

^  20 

15 

10 

9 

2 

3 

.  2 

15 

2fi 

1 

0 

0 

Sarvica'^codttingant  loans  and  schoLarsbips .  .. 

.  Z7 

11 

7 

10 

3 

16 

4 

20 

21 

1 

0 

2 

.  1 

20 

2* 

0 

0 

1 

.  1 

15 

n 

1 

0 

0 

Atd  III  practic* 

.  16 

15 

14 

6 

2 

9 

2 

21 

22 

0 

0 

0 

6 

17 

22 

1 

0 

4 

HaaLtb  profataiona  acbooL  Lo^n  copayntent  

13 

13 

13 

10 

\ 

4 

5 

20 

20 

i 

1 

2 

3 

14 

26 

1 

1 

2 

4 

13 

26 

2 

2 

2 

ABBREVrAirONS:    Y  -  ywj  H  »  noj  NR  "  no  roaponac. 

^Batfad  on  45  Stataa  raaponding  to  OTA's  survey  of  sbortasa  and  undar^arvdd  araai  App^  D). 

Ton  StatOA  reporting  no  State  haaltb  parionnaL  distribution  pcograni5f  and  ona  responding  "don't  know/'  ware 
included  a'  "no"  for  aacb  specific  program.  Hher«  Statea  answerad  "yaa"  to  ao<n<>  programe  but  left  otbars 
blank,  tha  blank  raapon»aa  ware  included  in  tb«  "ti^  reaponso"  coLuinn. 

^HKSA,  MUAi  ftnd  State  daalgnatlona  uaad  for  a  particular  program  do  not  alnaya  add  tip  to  tba  nun^ar  of  States 
indicating  tbat  tbe  program  was  present  In  tbalr  State,  Some  States  uaa  more  than  one  designation  criteria 
to  ImpLemant  prograins^  while  otbar  States  did  not  indicate  tbat  any  of  the  three  criteria  HOro  used. 

SOURCE;    Of flea  of  Technology  Assessment,  1990. 


Table  11-lO-^fianges  In  Designation  Activity  for  Metropolitan  and  Nonmetropoman  Primary  Care  KMSAs 

Since  1985  (as  of  1989)* 


 Nx^er_lPercent^o£  States  that  fead;  

rncre«sed  Ho  Decreased  Don't  know/ 

activity  chMiSe  activity  doas  not  apply 

ToUtL  nt^MT  oZ  GUUa: 

Hatro  BMSAi  12  t271}  20  (441)  11  (251)  2  <  41) 

Honmetro  &£As  26  (56X)  11  (24X)  7  (161)  1  (  21) 

Hortbaest  (7  States) 

Metro  fSt^^                                   0  <  01)  4  (571)  2  (291)  1  CAD 

Honfl^^tro  SteAs                              2  <29I)  2  (291)  3  (431)  0  (  01) 

South  vl6  Stetfia) 

Metro  fflGAs                                   6  (36X)  5  (31X)  4  (25X>  1  (  6t) 

Hoinwtro  ^ISAa  11  (69X)  1  (  6X)  3  (IGX)  1  (  61) 

Mld^fevt  (11  States) 

Metro                                             1  (  9X)  6  (731)  2  (161)  0  (  01) 

Konmetro  BMSAa                           5  (461)  5  (4&X>  1  (  9X)  0  (  OX) 

Heat  (ll  Statea) 

Metro  ^A8                                   5  (461)  3  (27X)  3  (27X)  0  (  OX) 

Honnwtro  EHSAa                              9  (73X)  3  (J7X)  0  (  OX)  0  (  OX) 

^Based  on  45  States  responding  to  OTA's  survey  of  shortage  and  imderserved  areas  (see  app.  0). 
SCUHCS:    Office  of  TechnoLosy  Assessment,  1990. 

EMC  ^-^r^ 
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Table  11-11  -factor  s  Aff^ctEng  the  Demand  foi  Federal  Prtmac  y  Care  HMSA  Designations  Sincd  1 985  (ds  of  1989)* 


HonJ^^r  fp&rc^tJ  of  Statew  that  hadr  

Increaoad  Decreased  Had  no  Don't  Ho 

Factor  demand  demand  effect  know  response 


Heed  for  KHSC  p*rAOnneL   31  (691)  ^  (UI)  6  (131)  3  (  71)  0  (  01) 

Availability  of  NHSC  personnel   n  (331)  23  (^U)  ^  <UI)  2  (  41)  0  (  01) 

Rural  aealth  Clinics  Proerao   19  (421)  1  (  21)  tl  <24I)  13  (291)  1  (  21) 

H«dioar»  pbysicitn  bonus  poymant   26  (^81)  0  (  01)  7  (lei)  12  (271)  0  (  01) 

State  proeruB  linked  to  BMSAs   16  (4QI)  0  (  01)  19  (421)  5  (111)  3  (  71) 

Other   10  <22I)  0  <  01)  1  (  21)  2  i  41)  32  (711) 


ABHREVIATrOttS:    HMSA  <•  Heslth  Hsnpower  Shortafa  A^es.  HESC  ^  Hstional  Heolth  Service  Corps. 
'Cased  on  43  states  responding  to  CiTA's  survey  of  shortage  and  und^roerved  areas  (see  app.  D). 
SOUEO:    Office  of  Technology  Assessment,  1990. 


Table  1  M2-State  Satisfaction  With  the  Federal  Primary  Care  Health  Manpower  Shortage  Area  (HMSA) 

Designation  Process,  1989* 


 number  (is^rceftt)  of  States  that  w^er 

Setisfied  Dissatisfied  E>on*t  know/no  opinion      Ho  response 


Criterie   26  (621)  16  (361)  1  (  21)  0  (  0I> 

Applicstion  procee?^          32  (741)  U  (261)  0  (  01)  0  (  01) 

Review  process   30  (671)  13  (291)  0  (  01)  2  (  41) 


^esed  <m  43  Stetes  responding  to  OTA's  survey  of  shortsge  and  underserved  areas  (see  app.  D). 
^e  two  Stetee  ihet  have  not  filed  an  BMSA  epplicetlon  since  196^  vrere  not  esked  to  evsluate  the  sppUc^tion 
process.    Thue  the  totsl  number  of  States  ansvrerine  this  question  wes  43. 

SOURCE:    Office  of  Technology  Aesessment.  1990. 


ing  an  inaease  in  designation  activity  ^veTe  most 
likely  to  be  located  in  the  South  or  the  West. 
Forty-three  o  f  45  responding  States  had  filed  at  least 
1  P]^SA  application  since  19S5,  but  trends  ir 
designation  activity  varied  considerably  among 
States. 

Factors  cited  most  often  as  contributing  to  in- 
creased demand  for  HMSAs  since  1985  were. 

♦  ne^dforNHSC  personnel  (31  States); 

*  Medicare  physician  bonus  payment  (26  States); 

♦  Riural  Headth  Clinics  program  (19  States);  and 

*  State  programs  linked  to  HMSA  designations 
(18  States)  (table  11-11). 

lronically>  the  factor  cited  most  often  as  deaeasing 
PIMSA  demand  activity  was  the  availabtlity  of 
NHSC  personnel  (23  States). 

Satisfaction  With  HMSA  Designations 

Criteria — In  OTA's  survey,  most  Stales  (62 
percent)  were  satisfied  with  the  criteria  used  to 
designate  Federal  primary  care  HMSAs  (table  11 
12).  Oveiail,  respondents  indicated  Uiat  HMSA 
were  generally  relevant,  well^efmed.  and 

RIC 


v^orkable.  Aa^pect^  of  HMSA  criteria  that  respun- 
deuts  thought  were  good  and  :>hould  be  retained 
included: 

«  high  needs  criteria  (9  States)* 

♦  population-to-physician  ratio  (7  States), 

^  consideration  of  distance  and  travel  conditions 
(6  Sfates), 

♦  the  "rational  service  area"  concept  (4  States), 
^  consideration  of  contiguous  area  resources  in 

assessment  of  the  availability  of  physicians  (3 
States),  and 

♦  focus  on  special  population  groups  (2  States). 

For  the  substantial  minority  of  States  (36  percent) 
that  were  dissatisfied  with  the  criteria,  the  most 
common  criticism  was  that  the  present  cut-off  point 
of  3^00: 1  for  the  population-to-primary  care  physi- 
cian ratio  is  too  high  (13  States).  Suggested  cut-off 
points  ranged  from  2>000:1  to  3,000:1.  Related 
suggestions  to  improve  the  identification  of  primary 
care  personnel  shortage  areas  concerned  the  produc* 
tivit)  and  actual  availability  of  phjsicians  counted. 
Tliree  respondents  suggested  discounting  elderly 
physicians  before  they  retire.  Several  respondcnt:> 
suggested  exduding  ph>Mcidn^  >^ho:te  services  are 

o 
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not  available  to  the  general  public  (e.g.,  physicians 
located  in  mental  hospitals  or  on  military  bases). 
Other  areas  of  dissatisfaction  with  Federal  HMSA 
designations  that  were  listed  by  respondents  in- 
cluded: 

•  lack  of  specialty  shortage  area  designations, 
especially  for  obstetricians  (12  States), 

•  lack  of  disoii^Aiiiation  in  the  calculation  of 
physiciancounts  between  physicians  who  serve 
Medicaid  patient  and  ph>  sician:^  who  do  not  (6 
States), 

•  ambiguity  of  the  rational  service  area  criteria  ^4 
States),  and 

•  px>bleins  designating  special  population  groups 
(e.g.,  the  indigent,  thehomeless,  AIDS  patients, 
and  miiiority  groups)  (4  States). 

While  nine  respondents  specifically  mentioned  the 
high-needs  indicators  as  a  very  positive  aspect  of  the 
HMSA  criteria,  some  suggested  improvements  such 
as  eliminating  the  fertility  criterion,  substituting 
unemployment  rates  or  per  capita  income  for  pov- 
erty level,  and  changing  the  weighting  of  the  infant 
mortality  criterion. 

Difficulty  designating  frontier  areas  the  most 
conunonly  listed  problem  associated  with  health 
personnel  shortages  in  rural  areas  of  the  States. 
Other  problems  characteristic  of  rural  areas  included 
the  £()pIication  of  the  '^rational  service  area" 
criterion^  inadequacies  of  distance  and  travel  time 
criteria,  and  severity  of  specialty  shortages  in  rural 
areas. 

HMSA  Priority  Groups — There  was  considera- 
ble disagreement  among  survey  respondents  regard* 
ing  the  usefulness  of  the  primary  care  HMSA 
priority  groupings.  Over  one*haIf  of  the  respondents 
agreed  that  they  are  a  good  measure  of  HMSA^i' 
relative  degrees  of  shortage,  while  one-third  disa- 
greed. Over  40  percent  of  States  did  r^ot  bebeve  that 
Federal  lesource  allocation  was  correlated  with  the 
priority  groups.^'  Several  respondents  felt  strongly 
that  the  priority  groupings  did  not  reflect  the  States* 
primary  care  personnel  needs  and  should  be  elimi- 
nated. Others  commented  that  groupings  would  be 
more  meaningful  if  other  changes  were  made  in 


HMSA  criteria  (e.g.,  if  criteria  were  more  sensitive 
to  specialty  shortage  areas,  or  if  changes  were  made 
in  the  high  needs  categories).  Four  respondents 
noted  that  HMSAs  with  CIICs  usually  were  as- 
signed higher  priority  than  HMSAs  vnthout  Federal 
centers.^* 

Application  and  Review  Processes — Most  re- 
spondents indicatevl  that  the>  were  satisfied  mih  the 
HMSA  application  and  revieV'  ^^ocess  (table  II- 
12),  Federal  staff  were  generally  reported  to  be 
helpful,  but  one-third  of  respondents  found  long 
processing  times  to  be  aproblem,  especially  for  rural 
areas. 

MUAs 

Activity 

Althou^  43  of  4S  States  responding  to  the  OTA 
survey  h^d  fQed  an  HMSA  designation  application 
since  1985^  only  Ig  States  indicated  that  they  had 
fQedanMUA  application  since  1985.*^  Most  States 
reported  that  MUA  application  activity  in  both  rural 
and  urban  areas  has  remained  the  same  or  decreased 
since  1985  (table  11-13).  The  need  for  CHCs  was 
listed  most  frequently  as  having  increased  demand 
for  MUA  designation,  ^hile  the  availability  of  CHC 
funds  was  listed  most  frequently  as  having  de* 
creased  demand  for  MUA  designations  (table  11- 
14). 

Satisfaction  With  MUA  Designations 

Criteria — Many  St3*^s  in  OTA's  survey  reported 
that  they  were  unfamiliar  with  MUA  designation 
criteria  Of  respondents  exf  ressing  an  opinion  about 
their  satisfaction  with  the  criteria  used  to  designate 
Federal  MiJAs,  slightly  more  were  dissatisfied  (16 
States)  than  were  satisfied  (12  States)  (table  IMS). 
Over  one-third  of  respondents  answered  '*don't 
know,"  **no  opinio^/'  or  left  this  question  blank. 
Several  States  suggested  that  Federal  staff  clarify-  the 
current  relevance  and  utility  of  MUA  designations. 

Most  repSpondents  commented  favorably  on  at 
least  a  few  of  the  indicators  of  need.  Changes 
suggestted  to  impTi^ve  the  MUA  de^gnation  cntena 
included: 


''^tVcnly  njuw  (Wtccnt  of  (Ik  respoiutcDts  tboughl  resouitc  ^UocaiioQ  *ai  i^iorciaicJ  vviih  HMSA  ptiuitry  giuupi  aod  2v  pcn^nx  responded  aon  i 
laWi"  '*iio  opinioo,^^  or  left  ihe  quesiioD  blanlc. 

'^lliisUprobaibtyatefkctJoil  of  an  NHSC  policy  ilia[gl\u  pti^ty  tof^erall^  fiiudciiCHC^     ihc  pb^mcni  oDit^dfcopcrM>aucly.scccli. 

'^Twenty-four  States  indicated  ih^lt^  had  not  filed  an  appljc^t^i/Q  Tui  MUAUesjgn3(iijii:>in^e  19^5.  i^e  Sutte  i«$pundc<i  don  i  jcno^v.  and  i^o 
Stales  JcH  ibis  qu«sliofi  blank. 
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Table  tt  t^— Changes  in  Designation  Activity  for  Federal  Medically  Underser^/ed  Areas  (MUAs) 

Since  1^85  (as  of  1989)* 


Number  (tJBtcent)  of  StfttM  that  had: 

Derf«as«d 

Don  *  t  know/ 

Ko 

activity 

activity 

does  not  apply 

response 

Metro  HUAa   4 

11  (271) 

12  (271) 

10  .321) 

7  (161) 

KoniDatro  IWAs                       3  (71) 

U  (311) 

U  (241) 

10  (221) 

7  (161) 

^BsBod  on  45  St^taft  raspondltiS  to  OTA's 

survey  Of  shortage 

and  und^rvarvad 

araas  Cs«e  app.  D) 

SOURCE:    OCnc«  Of  Tvchnolosy  Atts«93mentj  1990. 

Table         Factors  Affecting  the  Demand  for  Federal  MUA  Designations  Since  1985  las  of  1989/ 


Humber 

(percent)  of  States  that  had: 

Increas ad 

D«cr«aaed 

Bad  no 

Don't 

Ko 

Factor 

denand 

d«nand 

effect 

response 

Heed  for  CBCa  

14  (311) 

0  (  01) 

15  (331) 

5  (UD 

11  (241) 

Availability  of  CBC  funda 

7  (161) 

n  (241) 

12  (271) 

5  atl) 

10  (221) 

Rural  Baalth  Clinics  ProSr«m. . 

9  (201) 

0  (  01) 

16  (361 J 

9  (201) 

11  (241) 

Stata  prosraoa  llnkad  to 

3  (  71) 

0  (  01) 

22  («gi> 

5  (111) 

15  (331) 

Othar  

0  (  01) 

1  (  23C) 

0  (  01) 

0  (  01) 

4^  (9S1) 

ABBREVIATIOKS:    CBCs  *  Cooimxnlty  Health  Centers.  IWA  "  Medically  Underserved  Area. 


^Based  on  45  States  reapondltiS  to  OTA's  survey  of  ehortaSe  «nd  utidarserved  aroee  (see  app.  _,}. 
SOURCE:    Office  Of  Technolosy  AftseserDentr  1990. 


Table  1  M5--&tate  Satisfaction  With  the  Federal  Medically  Under^er^/ed  '     (MUA>  Designation  Process. 

1989* 


 Humber  (percent^  of  S;.^te|  that  v^i^  

Setlvfled  Dlft»etl»fled        Lon't  know/no  opinion         Ho  response 


Crlterle  12  (271)  16  (36*)  15  (33l)  2  t  *1 ) 

Application  process*'  2  (lU)  ^  (501)  6  (331)  1  (  til) 

Review  procese   2  (  *1 )  20  (441)  16  (361)  7  (161) 


*Baeod  on  45  Stetea  rettpondinS  to  OTA's  s^rvvy  of  shortage  and  underservad  ereae  (see  app  D> 
■*tha  27  Stetea  that  had  not  filed  an  MUA  application  since  1^85  Here  not  asked  to  evaluate  the  apfAi^ation 
procaas.    The  total  nuinbor  of  States  responding  to  thle  question  «ad  la. 

SOURCE:    Office  of  Technology  Asseasiaantj  1990. 


•  upda(i*ig  the  wei^  factors  atUched  to  the 
four  indicators  of  need  (8  States), 

•  considering  combining  HIviSA  and  MUA  des- 
ignations into  one  measure  (7  States), 

•  incorporating  factors  that  might  be  affecting 
access  to  care  (e.g,,  the  percentage  of  the 
po^;ilation  that  is  uninsured^  on  Medicaid,  or  a 
member  of  a  minority)  (6  States)^ 

•  replacing  some  criteria  with  other  measures 
(e,g,^  lo\v  bina^-v^ight  percentage  instead  of 
infant  mortalitj^  tmemployn.ent  raies  or  per 
sonal  iricome  instead  of  povertj  ratco,  and  rate:) 
of  chronic  disease  instead  oi  percentage  of 

Q        elderly)  (4  States),  and 

RIC 


•  reexamining  the  current  applit^abUity  of  the 
IMU  cut-off  score  used  to  distinguish  an  MUA 
from  a  non-MUA  (2  States), 

Two  States  mentioned  that  the  weighting  factors 
associated  with  the  proportion  of  the  population  that 
is  eld&rly  and  the  infant  mortality  rate  tend  to  cancel 
each  olher  out.  Designating  frontier  areas  was 
reported  by  five  States  to  be  a  problem. 

Application  and  Review  Processes — Of  the  18 
States  that  had  filed  an  MUA  application  since  1985, 
9  repoT>cd  di!):)4tJ!)fdction  with  the  application  proc 
ess  ^l^Me  1 1  15).  Four  respondents  noted  that  the> 
had  recuVed  no  response  to  designation  requests  and 
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cited  poor  communication  with  Federal  staff  as  a 
problem. 

Most  respondents  who  expressed  an  opimon  were 
dissatisfied  with  the  ftequency  of  review  (table 
11-15),  wilh  suggested  firequencies  langmg  j6rom 
annually  to  every  3  to  5  years.  Thre»  States  beheved 
the  optimal  frequcrw^y  would  depena  on  the  specifics 
of  new  modified  MUA  designation  critena  and  how 
resources  were  tied  to  MUA  status. 

Thirteen  States  suggested  that  criteria  used  for 
reviewing  MUAs  fjiat  have  CHCs  or  other  federally 
funded  services  should  differ  from  critena  used  for 
other  MUAs.  Several  States  raided  the  concern  thai 
when  CHCs  have  a  lavorable  impact  (e.g.^  reduce 
infant  mortality),  thii>  jeopardizes  their  MUA  desig- 
nation status.  One  respondent  suggested  that  differ- 
ent MUA  criteria  be  developed  for  initial  designa- 
tions and  for  those  areas  seeking  redesignation* 

State  Designation  Capability 

OTA*s  survey  also  examined  the  opinions  of  the 
respondents  regarding  how  well-equipped  they  were 
to  conduct  Voltage  designation  activity  in  their 
States.  Nearly  three-fourths  of  respondents  (33  of 
45)  reported  that  the  withdrawal  of  Federal  planning 
resources  ha<?  a  negative  effect  on  the  States*  ability 
to  prepare  requests  for  HMSA/MUA  designation. 
Respondents;  overwhelmingly  linked  the  lack  of 
staff  available  to  prepare  requests  for  designations  to 
the  withdrawal  of  Federal  funds.  The  majority  of 
respondents  (35  States)  reported  that  State  and 
Federal  reso\irces  were  not  adequate  for  maintaining 
an  accurate  and  up-to-date  list  of  health  personnel 
shortage  areas  and  medically  underserved  areas. 

STATE  SHORTAGE 
DESIGNATIONS:  PREVALENCE 
AND  USES 

Federal  HMSA  and  MUA  designations  provide  a 
centralized  and  relatively  uniform  designation  sys- 
tem, but  they  do  so  at  the  cost  of  being  inflexible  to 
State-specific  priorities  and  needs.  To  fill  m  the 
gaps,  some  States  have  expanded  on  Federal  desig- 
nation criteriaor  created  their  own  critena  to  address 
particular  problems.  States  that  have  developed  their 
own  criteria  generally  apply  more  lenient  or  more 
specific  criteria  in  defining  shortage  areas. 

In  tt.e  OTA  sur/ey.  State  designation  criteria  were 
i^-ng  used  in  almost  one-half  of  the  responding 
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States  (22  of  45),  either  aJone  or  in  conjunction  with 
HMSA  or  MUA  criteria,  to  implement  State  health 
personnel  distribution  programs.  In  describing  crite- 
ria, two  States  reported  that  they  used  modified 
HMSA  designation  criteria,  four  States  used  specialty- 
specific  population-io-provider  ratios,  and  two 
States  used  a  population-to-primary  care  physician 
ratio  that  was  lower  than  the  HMSA  cut-off  of 
3^500:1.  Another  criterion  used  by  two  States  was 
community  size  (e*g.,  an  area  could  qualify  if  it  had 
fewer  than  15,000  or  10,000  residents). 

A  few  States  have  developed  more  elaborate 
indicators  of  medical  underservice.  Michigan,  for 
example,  has  expanded  on  the  IMUto  develop  a  new 
model  designed  to  be  more  responsive  to  State 
economic  conditions  {386).  The  Michigan  Primary 
Care  Association  (MPCA)  model  added  two  new 
variables  (percentage  of  persons  eligible  for  Medi- 
caid and  the  aggregate  unemployment  rate)  to  the 
IMU  and  has  a  revised  system  of  weights  (table 
11-16).  The  MPCA  model  puts  the  greatest  empha- 
sis on  poverty  and  Medicaid  eligibles,  while  the 
IMU  (emphasizes  population-to-primaty  care  physi- 
cian raHo:  and  infant  mortality.  The  MPCA  intends 
to  use  it^  model  as  one  of  the  criteria  in  a  State 
program  to  place  physicians,  nurse  pmctitioners,  and 
nurse-midwives  in  areas  of  need  {323). 

Over  40  percent  (19)  of  States  respondmg  to  the 
survey  were  defining  shortage  areas  for  physician 
^peciaJdes  or  for  nonphy&ician  health  personnel. 
Eight  respondents  indicated  that  they  were  identify- 
ing shortage  -^as  for  all  i^ysician  specialties,  most 
using  populadon-to-provider  ratios  specific  to  each 
iipecidJty.  Shortage  designations  for  obctetncians 
were  the  most  common  designation  described  (eight 
States).  Several  States  were  either  currently  defining 
or  were  planning  to  define  shortage  areas  for  nurses. 
Other  specialties  for  which  States  were  designating 
shortage  areas  include  psychiatrists,  pediatricians, 
famil>  pracdtiuner^,  jiternists,  and  generaJ  practi- 
tioners. 

When  asked  why  States  used  their  own  criteria 
instead  of  Federal  HMSA  or  MUA  designations, 
respondents  said  they  viewed  their  State  criteria  as 
a  more  accurate  measure  of  need.  Some  respondents 
stated  that  their  State  designation  criteria  were 
addressing  areas  of  specialty  shortage,  were  more 
sensitive  to  needs  of  jSronder  and  other  rural  areas* 
weie  more  lenient  than  HMSA  aiterid,or  were  more 
timely. 
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Tftbte  11^16— Comparison  of  thd  Tdddral  Index  of  Medical  Underservice  (IMU^and  the  Michigan  Pnmary  Care 

Association  {MPCA)  .^odel* 


IMU  weight 

HPCA  weight 

(percent) 

(percent) 

Parcentftg^  at  p^reone  b«Low  LOCI  of  Ftdftc^L  poverty  L«v«L  

  25,1 

20,7 

26,0 

17,2 

P<rc«nt^a  at  persona         65  and  ov^r ......................... 

  20,2 

17,2 

Primary  cur*  phyftlcl^n  to  population  ratio  

  28,7 

13,8 

Perccnt«Be  ot  parsons  Medicaid  «llsibl«  

20,7 

H A  , 

10.4 

100,0 

100.0 

NOTE:    HA  *  not  •pplic«ble, 

waishtft  that  appaer  in  this  table  thoae  asftocieted  vith  leatt-n''c4y  extreme  for  e«cti  critei:lon  l^-B-^ 
the  IMU  weight  of  25,1  for  percentage  at  population  below  the  Pederel  poverty  level  1«  associat«d  with  01 
below  poverty),  (S««  41  FR  45710^45723  for  the  complete  weighting  tables  used  fof  IMU  computation,)  Lower 
eights  are  eeaoclated  with  more  criticiil  need. 


SOUHCB.     Michigan  Primary  Car*  Asaocietlon.  A  BWt&rint  for  Primary  Health  Care.  Comgunitieft  Buildinft  a 
Boalthv  Fr^undation.  executive  summaty  (Lansing,  Kl;    Sovftmhor  1987), 


Table  11-17— State  Opinions  on  How  Accurately  Federal  HMSAs  and  MUAs  Reflect  state  Health 

Personnel  Shortages,  1989^ 


Don't  know/  Ho 
Yes  Ko  no  opinion  Response 


Stat*  has  arees /populations 
that  have  he e 1th  peraonnel 

shortages  or  are  medically  30  C041)  3  (  71)  3  C  71)  1  C  2I) 

undar»erved  but  are  nyt 
d«ei8nated  ae  BMSas  or  MUAs 


State  hae  areae/populations 
inepprowlatoly    doaignated  8  (101)  29  C641)  8  (181)  0  (  01) 

Fe4aral  BHSAa/KUAs 

*  Besed  ^  45  states  responding  to  OlA's  survey  of  shortage  m«d  underserved  areas  (see  app-  D), 
SOURCE:  Office  of  Technology  Aaaessment,  1990, 


Testifying  to  the  limitations  of  the  F^eral  desig- 
nation criteria,  overfour^fifths  of  respondents  (38  of 
45)  believed  that  theie  were  areas  or  populations  ui 
their  State  that  had  health  personnel  shortages  or 
were  medically  underserved  but  ware  not  designated 
as  Fbderal  HMSAs  or  MUAs  (table  1 1  - 17),  Fourteen 
States  had  designated  such  areas  as  State  health 
personnel  shortage  or  niedicall>  undeiserved  areas. 
These  areas  tended  to  be  rural  parts  of  the  State, 
areas  with  specialty  shortages  (i,e.,  shortages  of 
obstetricians)  and  nonphysician  shortages*  and  areas 
where  the population-tO'ph>sicianratios  were belou 
the  Fbdeial  HMSA  cut-off.  State  designated  popula- 
tions included  Medicaid  and  indigent  populations. 
When  asked  why  these  areas  or  populations  were  not 
federally  designated,  respondents  leplied  either  that 
the  areas  lacked  incentives  to  apply  (e,g,,  limited 
NHSC  personnel  a"ailabiiit>)  oi  that  the  State 


lacked  financial  re^uices  dnd  ^taff  to  nominate 
them  for  designation, 

Se\en  States  indicated  that  there  vveie  area^  oi 
pupulatiom  in  their  States  that  ^^e^e  inappropriauly 
designated  as  Federal  HMSAs  or  MUAs  stable 
1117),  Se\  cral  respondents  speculated  that  inappro 
pr  jite  designations  existed  due  to  the  lack  uf  re\  iew 
of  MUA  designations. 

States  engaged  in  :>e\etal  othei  activities  related 
tu  designatmg  underserved  areas  (table  11  18;, 
Forty  percent  uf  Slates  (18  of  45)  weic  delineating 
primtary  care  service  areas,  fhe  majv*it>  of  States 
(32  of  45)  vvere  conducting  special  surveys  of 
pnmar>  care  providers  to  monitoi  shortage  areas  oi 
underserved  areas,  one  third  uf  these  were  doing  &u 
ai  a  part  uf  HMSA  de&ignatiun  and  redesignation 
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Table  11-18— Shortage  Area  Designation  Activity,  by  State,  1989 


Has  filed  at  least 

Has  filed  at 

Defines  its  own 

one  primary  care 

least  one  MUA 

shortage  areas  for 

Delineates 

Conducts  special 

KKSA  application 

applications 

certain  health 

primary  care 

surveys  of  primary 

alticft  1985 

since  1965 

pr petitioners 

service  areas 

care  provid^rft 

Alaibftaa 

X 

X 

X 

? 

Alaflike 

X 

? 

X 

X 

X 

X 

CoLorttdo 

X 

X 

X 

Delaware 

X 

X 

Florida 

X 

X 

X 

X 

X 

X 

X 

Baw4il 

X 

X 

X 

X 

X 

X 

X 

X 

Indira 

X 

X 

X 

X 

X 

X 

X 

X 

7 

X 

X 

Kentucky 

X 

X 

X 

X 

Louisiana 

X 

X 

Maine 

X 

X 

X 

X 

X 

Maryland 

X 

X 

X 

Michigan 

X 

X 

X 

X 

X 

Minnesota 

X 

7 

Mle^lsslfipl 

X 

X 

X 

X 

Mia^ourl 

X 

X 

X 

Montane 

X 

Hebraaka 

X 

X 

X 

X 

X 

Hervada 

X 

Haw  Bampshira 

Haw  Jersey 

X 

X 

Hew  (Mexico 

X 

X 

X 

X 

New  York 

X 

X 

X 

X 

X 

North  Carolina 

X 

X 

X 

Ohio 

X 

X 

X 

OkXahocaa 

X 

X 

Oregon 

X 

X 

X 

X 

Penn^yXvinie 

X 

X 

X 

X 

Rhodft  Inland 

X 

X 

South  Carolina 

X 

X 

X 

7 

40UUI  ijaKota 

Y 

X 

T<>nnessee 

X 

X 

X 

X 

Tex  as 

:f 

X 

X 

Utah 

X 

X 

X 

X 

Vermont 

X 

X 

VirSlnia 

i 

X 

X 

Heehington 

X 

X 

X 

West  V»tftlnltt 

:i 

X 

X 

Wx^ico;>»tn 

X 

X 

HOIE:  X  -  yea^ 

?  "  don*t  know  no 

response;  bXai>k 

*  no 

^Only  tLe  45  States  ^bat  res  >onded 

to  OTA'ft  survey 

of  shortage  <iTid  undtjrt 

tnciuJed 

SOURCE:    Oft  jt  of       hn^l^^/  Assessment.  1990 

activities,  S^^ne  States  reported  sun  eying  each 
physiciar;  as  a  part  of  their  reiicensing  procedure, 
and  somv  State:  com'ucted  annual  surveys  of  CHCs, 
ho^p^tals,  >r  healm  departments.  Other  reasons  for 
doing  surv  eys  included  monitoring  obstetrician  and 
i^ursing  shortages  and  determining  (he  number  of 
private  physicians  accepting  Medicaid  patients*  One 
respcndeiit  reported  that  their  organization  wai  no 


longer  able  to  ^unduct  ^ur\c>:)  because  of  the  lack  of 
staff  time. 

HMSAs  AND  MUA&;  PROBLEMS 
AND  ALTERNATIVES 

Theic  *uc  tsivo  problcmis  inherent  in  the  jJentLfica- 
tion  and  prior lUzation  of  health  iervjvc  shortage 
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areas*  First,  the  terms  "shortage"  and  '*under- 
service''  are  hard  to  define,  second,  the  measure' 
ment  of  various  indicators  of  shortage  and  under- 
service  is  constrained  by  the  limited  availability  of 
accurate  £»nd  current  local  data.  Despite  these 
problems,  the  Federal  Government  has  pursued  its 
efforts  to  designate  needy  areas  since  the  late  1960s 
and  has  relied  on  HMSA  an  "  ^CUA  designations  to 
target  Federal  resources. 

TTie  distinction  between  HMSAs  and  MUA/Ps 
has  not  always  been  clear.  The  concept  of  medical 
underservice  is  broader  than  that  of  healdi  man- 
power shortage,  since  the  former  relies  on  a  number 
of  indicators  of  need,  while  the  latter  is  primarily 
concerned  with  underservice  attributable  to  lack  of 
health  personnel  {339).  Much  of  the  confusion 
associated  with  the  purpose  and  validity  of  the 
Federal  design.ations  stems  from  the  anibiguous 
meanings  of  the  terms  ^'shortage''  and  ^'medical 
underservice." 

Shortage  Area  Designations 

Federal  policies  to  redistnbute  physicians  through 
the  NHSC  program  were  based  on  the  premise  diat 
relative  physician  shoTiages  were  associated  with 
impaired  access  to  care.  The  NHSC  program  was 
initially  tied  to  CHMSA  designations  in  the  early 
1970s  to  increase  the  number  of  providers  in  areas 
with  a  relative  undersupply. 

The  concept  of  shortage  was  broadened  by 
changes  in  the  HMSA  designation  criteria  estab- 
lished in  1978.  Shortage  was  not  only  measured  by 
the  relative  supply  of  providers  to  an  area,  but  also 
by  taking  into  consideration  socioeconomic  bairier:> 
to  access  and  other  indicators  of  need.  The  designa- 
tion of  population  groups  as  HMSAs  was  an 
additional  means  of  addressing  the  specific  access 
problems  that  face  certain  populations.^^  Identifying 
what  the  indicators  of  shortage  should  be  and 
deciding  how  they  ought  to  be  prioritized  were 
major  concerns  in  the  development  of  HMSA 
criteria. 

Ont  point  of  cnticism  of  HMSAs  has  been  their 
reliance,  despite  these  changes,  on  population  to 
providtT  rauos.  Critics  have  suggested  that  these 
ratios  do  not  reflect  differences  between  specialties^ 


in  the  total  hours  \^orked,  allocation  of  time  to 
different  practice  activities,  and  productivity  (718X 

In  19S3,  Berk  and  colleagues  questioned  wl^ther 
HMSA  criteria  result  in  a  valid  distinction  between 
areas  with  adequate  access  to  medical  care  and  those 
with  inadequate  access  (85).  They  evaluated  four 
measures  of  access  to  health  care  for  populations 
residing  in  and  out  of  HMSAs; 

L  the  likelihood  of  having  any  phy.sician  visits 
(in  1977), 

2,  the  number  of  physicitn  visits, 

3,  travel  time  to  usual  source  of  medical  care,  and 

4,  waiting  time  in  the  medical  provider's  office  or 
j/lace  of  practice. 

The  authors  found  that  differences  in  access  to 
health  care  were  better  explained  by  differences  in 
income,  rac^ial  composition,  and  insurance  coverage 
than  by  differences  in  phy:>ician  supply.  Based  on 
these  findings,  they  suggested  that  criteria  be 
developed  that  would  more  closely  link  factors 
limiting  access  and  utilization  with  low  levels  of 
physician  supply,  and  they  concluded  that  the 
physician  redistribution  effort  was  **a  relatively 
inefficient  mechanism  for  reducing  inequities  in 
access  to  care/' 

In  19S3,  the  criteria  used  to  designate  HMSAs 
were  evaluated  as  was  re-juired  b>  law  (Public  Law 
97-35>,  and  four  alternative  deMgnation  cittena  were 
evaluated: 

L  the  IMU, 

the  Utihzatiun  Eteficit  index  (developed  by 
researcters  at  the  National  Center  for  Health 
Statistics), 

3.  the  Deaths  Averted  Index  ^developed  bj  re- 
searchers at  the  Urban  In:>tmJte),  and 

4,  the  Use/Need  Index  (also  developed  bj  re- 
searcher:>  at  the  Urban  Institute)  (682). 

While  the  HMSA  criteria  stress  piovioer  availa- 
bility, the  EMU  considers  both  availability  and 
health  status  measures,  and  the  other  three  indices  all 
emphasize  health  ittatiis  and  health  care  utilization. 
The  shortage  area  designations  that  would  be 
produced  by  the  HMSA  ^^d  alternative  method:> 
were  compared  and  ^.ontrJu>ted,  The  alternatively 
were  assessed  act^ordmg  to  how  well  they  ranked 
counties  in  terni:>  of  need,  acce:>:>^  health  :>t4tu:>^ 


^"Access  lusbecQdcfuic<]t>roaclly  as  the  absence  uf£c<>gmphjt,  finaiKJ^U  and  c^pttuiy  b^iTK^r^  ilu^  rcituwc  a  |>i>^uWjuii  rc^tK^iratcI 
co)t  afford  (pay  for),  and  obtain  m  a  tmicly  manner  health  services  that  bxc  waikttd  or  destrod 
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utUizadon,  insufficient  capacit>%  and  health  person- 
nel avaiiebility. 

Although  differen*  gr^rups  of  counties  v^ere  identi- 
fied by  the  different  alternatives,  all  methods  identi 
fied  a  core  group  of  the  same  counties,  Tnese 
counties  were  predominantly  poor,  niial  counties  in 
the  South  (682).  The  HMSA  criteria  appeared  to  be 
the  most  effective  in  ranking  counties  b>  relative 
availability  of  health  persorn'?! — not  surprising, 
since  the  other  methods  did  not  necessarily  empha 
size  personnel  avaiiability. 

In  this  1983  evaluation,  HRSA  also  evaluated  the 
criteria  used  to  deiermine  "degree-of-shortage" 
groupings  among  HMSAs.  The  agency  found  that 
the  priority  groupings:  1)  gave  undue  importance  to 
differences  in  population  to-practitioner  ratios  aoj 
certain  measures  of  unmet  need,  2)  did  not  consider 
the  size  of  affected  populations,  and  3)  did  not  take 
into  account  unmet  demand  or  area  attractiveness 
(682),  Despite  some  efforts  to  developbetter  degree- 
of-sbortage  criteria,  the  original  priority  groupings 
continue  to  play  a  role  in  die  allocation  of  NHSC 
personnel. 

Vnderserved  Area  Designations 

Th:  lack  of  a  generally  accepted  definition  of 
med  cal  underservice  has  generated  considerable 
criticism.  Wysong,  for  example,  criticized  the  IMU 
for  its  failure  to  define  medical  underservice  di- 
rectly, noting  that  the  IMU  simply  attempted  to 
predict  the  assessments  experts  would  malie  if  they 
actually  visited  sites  (742),  Qitics  contend  that  the 
lack  of  any  empirically  verifiable  concept  makes  the 
IMU  difficult  to  interpret  and  also  difficult  to  defend 
as  a  basis  for  policy  formation  (682), 

Several  studies  exammed  how  well  the  IMU 
identifies  residents  with  poor  access  to  health  care. 
Kleinman  and  Wilson  used  data  fi^om  the  1973  and 
1974  Health  Interview  Surveys  to  detemune  whether 
resident  of  rural  areas  satisfymg  MUA  require- 
ments had  poorer  access  to  medical  care  than  others 
(321),  No  difference  was  found  between  MUAs  and 
''adequately  served"  areas  in  volume  of  physician 
visits  per  resident,  and  only  a  small  difference  was 
found  in  the  proportion  ofresidents  with  one  or  more 
visits  per  year.  MUA  residents  used  some  preventive 
services  less  and  nonsurgical  hospitalizatim  more. 
The  authors  concluded  that  there  was  a  neod  for 
specific  objective  standards  of  appropriate  care  and 


that  underservice  should  be  defined  ^  devutions 
from  those  standards, 

Kushman  evaluated  the  IMU  as  a  piedictor  of  the 
ability  to  obtain  physician  services  usmg  Califortua 
Medicaid  claims  (329),  He  found  that  the  IMU 
explained  only  one-fifth  of  the  vanation  m  the 
number  of  claims  across  counties.  When  nonwhite 
and  urban  populations  were  considered  as  independ- 
ent variables  in  addition  to  the  IMU,  the  regression 
equation  explained  nearly  one-half  of  the  variation 
in  claims.  Kushman  concluded  that  the  IMU  did  not 
adequately  reflect  barriers  to  physician  services 
faced  by  nonwhite  and  rural  persons  and  that 
programs  using  the  IMU  run  the  risk  of  misallo- 
eating  resources  toward  whites  and  urban  dwellers. 

Other  noted  limitation;)  of  the  IMU  mclude  the 
IMU's  in  sensitivity  to  consumers'  perceptions  of 
health  care  needs  and  the  v\ay  individuals  select  and 
utilize  health  services  (330)^  the  absence  of  a  c'ear 
definition  of  ''rational  service  area,' '  and  the  lack  of 
consideration  of  needs  and  available  services  in 
contiguous  areas  {339), 

Criticisms  that  current  measures  of  underset  .je 
may  not  be  adequately  identifying  areas  in  greatest 
need  prompted  a  19S7  study  of  the  usefulness  of 
health  status,  as  measured  by  sentinel  health  events, 
to  identify  underserved  areas  (^5),  Sentinel  health 
events  are  medical  conditions  that,  by  virtue  of  their 
presence  or  prevalence  in  a  population,  indicate  a 
I  k  of  access  to  acceptable-quahty  preventive  and 
^Liier  primary  health  care.  Examples  of  sentinel 
health  events  include  dehydration  m  infants;  mea- 
sles,  mumps,  or  polio  in  children;  and  advanced 
breast  cancer  or  invasive  cervical  cancer  m  aduh 
women.  Identifying  areas  and  populations  that  are 
potentially  underserved  involves  calculatmg  the 
relative  rate  of  sentinel  events  among  different  areas 
or  populations.  The  study  found  that  sentinel  health 
events  vt:^  effective  in  identifying  underserved 
urban  areas,  but  results  were  inconclusive  in  rural 
areas  At  present,  the  most  promising  use  of  sentinel 
heath  events  \^  as  a  supplement  to  existing  methods, 
\o  identify  certain  populations  groups  and  subgroups 
that  may  have  impaired  access  (55), 

SUMMARY  OF  FINDINGS 

^Tiile  there  are  no  definitive  cntena  that  define 
what  constitutes  the  'adequate"  supply  of  health 
care  in  given  area,  the  Federal  Govermnent  has 
developed  measure^  of  'shortage"  and  "medical 
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underservice**  that  atiempt  to  k^nti^  areas  and 
populations  with  a  relative  lack  of  health  care. 

As  measured  by  personnel  shortage,  rural  health 
needs  remain  high.  Contrary  to  predictions,  and 
despite  overall  increases  in  physician  supply,  the 
number  of  designated  primary  care  HMSAs  acta* 
aUy  increased  30  percent  between  1982  and  1988, 
In  1988f  29  percent  of  the  U.S.  rural  population 
(16J  million  people)  lived  in  designated  primary 
care  HMSAs.  States  continue  to  request  new  short- 
age designations.  Where  demand  for  designations 
has  declined.  States  report  that  it  has  been  due  in  part 
to  the  decreased  availability  ot  iiKentives  linked  to 
these  desigTiations  (e.g.,  NHSC  personnel  ^d  new 
cue  funds)  and  the  lack  of  fiinds  to  engage  in 
designation  activity. 

In  genera].  States  regard  HMSA  criteria  as  rele- 
vant and  workable.  Points  of  dissatisfaction  ujidude 
the  cut-off  point  of  3,500;1  for  the  population-to- 
primary  care  physician  ratio  (which  is  often  regarded 
as  being  too  high),  the  lack  of  adequate  considera- 
uon  of  the  productivity  and  the  actual  availability  of 
physicians,  arid  the  often  long  processing  tune 
associated  with  designauon.  The  use  of  HMSA 
priority  groupings  as  a  means  of  allocating  resources 
has  also  been  challenged.  The  prioritization  process 
is  not  as  public  as  it  could  be.  The  cnteiia  used  to 
determine  the  HPOL  hst,  on  which  NHSC  personnel 
placements  are  based,  have  never  been  pubhshed. 

Unlike  HMSAs,  MUA/P  designations  attempt  to 
measure  health  underservice  by  considering  pnmar 
ily  measures  of  health  service  demand  ratter  than 
supply.  Although  the  MVA  criteria  may  well  be  a 
better  measure  of  impaired  access  than  the  HMSA 
criteria^  the  Federal  identification  and  administra- 
tion of MV Alps  has  some  major problems.Becm^t 
MUAs  have  not  undergone  a  regular  review  ^in^^ 
1981,  they  cannot  be  viewed  as  an  accurate  indica- 
tion of  the  current  level  of  medical  underser\ice, 
either  on  an  individual  area  or  national  basis.  Other 
potential  problems  associated  with  MUA  designa- 


tions concern  the  use  of  IMU  weights  and  cut-off 
point  that  have  not  been  reexamined  since  1976,  the 
ambiguous  status  of  MUA  designations  during  the 
past  decade,  and  decreases  in  the  incentives  for 
States  to  apply  for  MUA  designation. 

There  appear  to  be  a  substantial  number  of  areas 
and  populations  that  have  health  personnel  sh  rrt' 
ages  or  ar^  medically  underserved  but  are  not 
designated  as  federal  HMSAs  or  MUAs.  hi  1986, 
there  were  95  nonmetro  counties  that  qualified  as 
HMSAs  based  on  wbole-county  population-to- 
phy^ician  ratios^^  but  were  not  designated  as  HMSAs 
{511),  It  is  also  possible  that  a  nurnber  of  subcounty 
areas  may  have  also  qualified  but  not  appbed  for 
HMSA  designation,  Four-jEifths  of  respondents  to 
OTA's  survey  (38  States)  believed  that  there  were 
areas  or  populations  in  their  State  that  had  health 
personnel  shortages  or  ^ere  medically  underserved 
but  were  not  designated  as  Federal  HMSA^  or 
MUAs. 

Some  States  have  engaged  in  activities  to  help  fill 
in  the  gaps  where  Federal  designations  do  not 
adequately  address  special  State  problems.  At  least 
22  States  use  their  own  designation  criteria  either 
alone  or  in  conjunction  with  HMSA  or  MUA 
criteria^  to  implement  State  health  personnel  distri- 
bution programs.  Examples  of  other  State  designation- 
related  activities  include  defining  shortage  areas  for 
physician  specialties  or  for  nonphysician  health  care 
providers,  defining  primary  care  service  areas,  and 
using  State  surveys  of  pnmary  care  providers  to 
motiitor  health  personnel  ^hortage^  and  mediL^dly 
underserved  areas> 

State  critena  are  gentraU>  more  ^pecift^  or  more 
lenient  than  Federal  cnrena,<^nJ  the>  are  believed  b> 
ihe  States*  to  be  more  sensitive  to  the  needs  of  rural 
and  fronuer  areas,  to  specialty  shortage  areas  (e.g., 
obstetricians),  and  to  needs  that  must  be  met  quickl) , 
State  shortages  ofreso^ces  and  staif,  however,  have 
limited  designation  activities. 
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INTRODUCTION 

The  future  supply  of  rural  hcaith  professionals  is 
dependent  on  a  sufficient  supply  of  professionals 
appropriately  trained  for  rural  practice,  and  their 
willingness  to  focate  and  remab  in  rural  areas 
Factors  affecting  health  professionals'  specialty  and 
location  choice      into  three  general  categories. 

1-  personal  factors  (e,g.^  work  hours^  social 
opportunities,  spouse  employment,and  school' 
iiig  for  children); 

2.  professional  factors  (e,g„  opportunities  for 
professional  consultation,  community  and  pro- 
fessional acceptance,  and  opportunities  for 
career  advancement);  and 

3.  financial  factors  (e.g.,  educational  debtb,  in 
come,  and  practice  costs), 

Mthough  recent  attention  has  focused  on  eco- 
nomic disincentives  to  rural  practice,  noneconomic 
issues  also  play  a  critical  role  in  recruitment  and 
retention  of  rural  health  professionals.  For  some 
professionals,  the  perceived  amenities  of  rurai  prac  - 
tice  outweigh  its  disadvantages.  For  others,  the  most 
attractive  salaries  would  not  compensate  for  the 
perceived  drawbacks  of  rural  areas.  This  chapter 
presents  an  overview  of  factors  affecting  health 
professionals'  specialty  and  location  choices.  It  also 
discusses  more  specifically  some  of  the  key  prob- 
lems in  recruitment  and  retention  of  rural  health 
professionals.  The  chapter  is  largely  concerned  with 
physicians  because  of  the  relative  abundance  of 
studies  and  data  on  physician  recruitment  and 
retention.  Many  physician  recruitment  and  retention 
issues,  however,  apply  generically  to  other  health 
professionals  as  well. 

FACTORS  AFFECTING 
PHYSICIAN  SPECIALTY  CHOICE 

Because  rural  areas  rely  so  heavily  on  primary 
care  physicians  (see  ch.  10),  the  rea  fitment  of 
physicians  uito  ptunary  care  is  tfic  Hist  step  in  nual 
physician  recruitment.  The  recruitment  process  thu^ 
begins  ui  the  earliest  stages  of  medical  education. 


Critics  assert  that  the  current  medical  education 
system  encourages  specialty  and  academic  practice 
and  discourages  students  from  pursuing  prirr'^^ 
care  i206J06J56.604,60S).  It  is  conunonly  be- 
lieved that  medical  school  graduates  are  increas- 
mgly  electing  nonprimary  care  fields  because  these 
are  more  profitable.  Althijugh  earning  potential  is 
not  frequently  mentioned  by  medical  smdents  as  a 
motivator  of  specialty  choice  (5S,6/),  a  recent 
analysis  suggests  that  it  may  be  a  factor  (180),  In 
1987,  the  median  net  income  of  office-based  family 
practitioners  (FPs)  and  pediatricians  was  roughly 
one-half  that  of  ofBce-based  ophthalmologists,  diag- 
nostic  radiofogists,  orthopedic  surgeons,  and  anes- 
thesiologists. Net  specialty  income  correlated  posi- 
tively with  both  the  number  of  applications  per 
available  residency  position  and  the  percentage  of 
available  residency  positions  filled  for  various 
specialties  (180), 

Othei  factors  ma)  also  be  contributing  to  the 
current  trend  away  from  primary  care  specialties, 
including: 

•  the  perception  that  primary  care  practice  is  less 
prestigious  or  less  intellectually  challenging 
than  other  specialti**s  (206J26X 

•  the  belief  that  primary  care  residencies  and 
primary  care  practice  are  more  demanding  and 
require  longer  hours  than  other  specialties 
(6U12\  and 

•  the  lack  of  positive  role  models  in  the  primary 
care  specialties  (206.506JS56r604.608y 

The  three  factors  most  frequently  mentioned  by 
1989  medical  college  seniors  as  the  most  important 
determinant  of  theu-  specialty  choice  were  intellec- 
tual content  of  the  specialty  (30  percent  of  gradu- 
ates), type  of  patients  encountered  (16  percent),  and 
physician  role  models  in  the  specialty  (12  percent) 
(6/),  Very  few  seniors  mdicated  that  their  choice 
was  based  on  the  '^prestige'*  of  that  specialty  within 
the  medical  profession  (60,6/). 

Over  two-thirds  of  1989  medical  school  seniors 
indurated  tli  *  they  had  determined  their  current 
specialty  pietereuLe  during  the  third  oi  fourth  year 
of  mediLal  bt^hool  (6/),  A  :kubbt.intial  proportion  (13 

n  >  -1 
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peicent)  indicated  that  they  had  chosen  a  specialty 
before  eatering  medical  school  (61).  About  two- 
thirds  of  1988  and  1989  seniors  who  indicated  a 
specialty  choice  had  changed  their  preference  during 
medical  school.  In  both  years»  those  students  had 
most  frequently  rejected  the  specialties  of  family 
practice,  internal  medicine^  general  surgery^  and 
obstetrics/gynecology  {60,61).  The  three  reasons 
most  commonly  given  for  the  decision  agamst  a 
previously  considered  specialty  were  excessive  de- 
mands on  time  and  effort^  inconsistency  with 
student^s  personality^  and  negative  clerkship  experi- 
ences {(50r(57). 

A  study  of  1983  medical  school  graduates  found 
that  receipt  of  a  Federal  scholarship  was  the  most 
powerful  predictor  of  selection  of  a  primary  care 
specialty  (168),  This  same  study  found  that  women 
and  married  students  were  more  likely  than  others  to 
enter  a  primary  care  field,  and  that  high  levels  of 
student  indebtedness  were  somewhat  associated 
with  preferences  for  nonprimary  care  specialties  and 
intent  to  enter  academic,  research^  or  administrativ e 
positions  (168), 

Some  States  and  regions  send  a  relatively  hi^ 
proportion  of  their  medical  graduates  into  prunary 
care*  A  study  of  1983  medical  school  graduates 
(544)  found  that  the  percentage  of  graduates  entering 
family  practice  res'  iencies  was  highest  m  the  Pacific 
{17.5  percent)  and  Mountain  (16.1  percent)  regions. 
Regions  with  the  lowest  percentages  were  New 
England  (7.1  percent)  and  the  Middle  Atlantic  {8  J 
percent).  In  7  States,  at  least  20  percent  of  graduates 
entered  &mily  practice  residencies,^  in  10  States  and 
tlie  District  of  Columbia,  feuer  than  10  percent  did 
so.^  New  York,  which  continues  to  have  the  highest 
number  of  medical  graduates  pei  year  of  any  State, 
sent  only  3.2  percent  of  its  graduates  mto  family 
practice  residencies  in  1988  {744).  For  mdividual 
medical  schools,  percentages  in  1983  ranged  from 
0,8  percent  at  Cornell  University  m  New  York  to 
342  and  38.5  percent,  respectively,  for  the  Univer- 
sity of  North  Dakota  and  Oral  Roberts  University  in 
Oklahoma  (544)  In  general,  private  medical  school 
graduates  are  less  likely  than  public  school  gradu- 
ates to  choose  a  primary  care  specialty  (7(58). 


FACTORS  INFLUENCING 
WILLINGNESS  OF  HEALTH 
PROFESSIONALS  TO  PRACTICE 
IN  RURAL  AREAS 

In  the  overwhelming  majority  of  studies  reviewed 
by  OTA,  personal  characteristics  and  professional 
concerns  were  found  to  be  of  greater  influence  than 
financial  factors  on  the  location  choices  of  physi- 
cians. Tbe  concerns  of  luial  physicians  apparently 
have  not  changed  appreciably  over  the  years.  A 
study  of  physicians  practicinginriiralareasin  1967 
{90)  found  areas  of  concern  similar  to  those  tdend- 
fied  by  more  recent  surveys.  Most  physicians 
pracdcmg  in  rural  areas  are  satisfied  with  their  jobs 
{239405,461),  although  one  study  found  even 
higher  satisfaction  rates  among  urban  physicians 
{2391 

Personal  Factors 

Preference  for  rural  or  urban  practice  location 
i»eems  to  depend  more  on  a  personal  preference  for 
rural  or  urban  living  than  on  specific  charactenstics 
of  rural  or  urban  settings  (2i9).  Rural  upbringing  is 
a  m^jor  influence  on  the  decision  for  itiral  practice 
{7L90J42J44J65.239a80J13^07^92J19X^is 
the  preference  for  a  rural  lifestyle  (239^405^07), 
From  1978  to  1986jhoweverjthe  number  of  enrolled 
medical  students  from  rural  areas  decreased  by  31 
percent  while  the  total  number  of  enrolled  students 
remained  essentially  the  same  (500).  This  decrease 
was  primarily  due  to  a  drop  in  the  number  of 
^licants  from  these  areas  {500). 

Ijdw  ^r  socioeconomic  backgroiind  (124,238),  ex- 
perience in  the  National  Health  Service  Corps  (333), 
and  participation  in  a  loan  forgiveuei^s  program  tied 
to  service  obligation  {S72)  are  also  associated  With 
thoice  of  a  rxiral  practice  location.  Minority  physi- 
cians are  more  likely  to  practice  in  areas  with  large 
ininority  populadons^  suggesting  that  the  recruit- 
ment of  minorit}^  medical  students  may  help  allevi^ 
ate  the  critical  medical  manpower  shortages  in  some 
of  these  areas  (507,669), 

The  locations  of  both  undergraduate  and  graduate 
medii^  education  arc  also  important  determmants 
of  physician  practice  location.  An  analysts  of  1982 
data  found  that  39  percent  of  all  physicians  were 


*lbc5C  Sta(cs  were  Mississippi.  Colorado.  New  Hampshire.  washJi^ton.  I<>wa*  North  Dakota  and  Arkansas  W4} 
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Rgtire  12-1— Average  Number  of  Hours  Worked  and  Average  Number  of  Padents  Seen  by  Physicians^ 

by  Specialty  and  Location^  i9aa^ 


A,  Mean  number  of  hours  spent  per  week  in 
profossional  activities^  i988 

70.6 


All  Phyttetu*  ^  Q«n«rat/lunil7  Priclk*  Ob«1«irHi«/07ntc«io0y 
9  All  rwMMtro     ^  Mftiro  il^O.OOO  M«1ro  aOOO.OOO 


B  Mean  Tiumbcr  of  hours  spent  per  week  in  direct 
patient  care  activitres^  t988 


All  phy«icl«ji«  *  Qftn«rk.^f«mll7  Pricllc*  Ot)«l«irtc*/^«Mco><>a7 
^  Alt  noAni«1ii>     ^  Mfttro  aOOOOOO     O  M«lro  .1^00^00 


C.  M^n  number  of  total  patient  visits  per  week»  1988 

170.4 


All  Pfijt^ciani  *  Q«n«r«l/Mini1y  prtcttCft  Ob«Minc«/0yM<,ojouf 
3  Art  noftinftlro     ^  M«1ro  aOOO.OOO     O  M«tro  ^1.000^00 


D.  Moan  number  of  office  visits  per  weeK  t98d 

127^ 


All  phy«*ci*n*  *  Oftn«r«l/1«mity  pf*Ct.c*  Ob«1«triC«/gynacolo^f 
S  An  nonmvlr^     ^  Mftiro  AOOO.OOO  >1000.000 


^DOM  not  jrtclude  osteopathic  physldanst  lro<kral  physfciart$.  resldenls.  and  physicians  not  ^n  patent  qera. 
'^ndudas  physicians  fn  afl  spedaftfos  not 

^xduda»  physicians  In  radh>(ogy.  psychiatry.  an»sth«sk>looy.  and  patholoffy. 

SOURCE.  OHIce  of  Tochnok>9y  A$4e9smenl.  tOOO.  Data  (ro«nM»^  Gonzalez  ai^  h^.t'V.  Lmtpui'*.  v^^i^^f^'^i^^  v;Af«c»i^  >^4»i^iv« 

(Chicago^  II:  Amorican  Medial  Assodationp  1989). 


pracdcmg  in  the  same  State  where  the>  received 
their  undergraduate  training,  and  51  percent  were 
practicing  in  the  same  State  where  the>  received 
their  graduate  training  {112).  Graduates  of  pubUc  or 
less  prestigious  medical  schools  and  training  pro 
grams  were  more  likely  than  other  gradtiates  to 
remain  in  the  State  of  their  training.  General  and 
family  practitioners  (G/FPs)  and  obstetrician/ 
^necologists  (OBASYNs)  were  more  likely  than 
other  specialists  to  practice  in  the  State  where  they 
obtained  their  medical  degree  or  specialty  training 
{112). 

Adequate  personal  time  plays  a  significant  role  in 
'^*'*'sician  location  decisions  {405)y  and  lack  of 


leisure  time  has  been  cited  as  a  source  of  job 
dissatisfaction  among  rural  ph>siuans  {461\  Ph>si^ 
cians  in  rural  areas  work  more  hours  and  see  more 
patients  per  week  than  do  their  urban  counterparts 
(figtire  12  1)  {218).¥oi  sj!o  practitioners  in  isolated 
rural  communitiesT  hours  of  coveiage  ma>  be 
continuous,  with  little  or  no  opportunity  for  respite, 
vacation,  or  continuing  education. 

Available  data  on  work  hours  of  registered  nurses 
(RNs)  reveal  bttle  difference  between  rural  and 
urban  areas  for  these  professionals  (table  12^1) 

Another  area  of  concern  for  rural  health  profes 
sionals  IS  ihe  availabilitj  of  employment  opportuni 
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Table  12-i--NumberafKaurs  Worked  Per  Woek  and  Number  af  Waeks  Work«;tj  Per  Year  by  Registered  Nurses* 

by  Cotsnty  Papulation  Size,  1988 


County  population  sl2fl* 

Hftftn  TLUitA>ar  of  >to^ks 
worked  per  year" 

Mean  nuitt>er  of  ht>urs 
vrorked  per  week'^ 

All  U.S.  counties  

  49.9 

34.5 

Hor«  than  50^000  residamts  

  49.9 

34.  5 

50,000  or  f«if«r  r«Bld«nts  

  49.9 

34.7 

25,001  to  50^000  residents  

  50.1 

34.9 

10^001  to  25>000  »sidentft  

  AC. 6 

34.  5 

10^000  or  f«fr«r  residents  

  49.7 

34.4 

^ounty  population  slzo  doos  not  necessarily  reflect  metro  or  nonm«tto  statu*. 
^uiE^er  of  we«ks  and  hours  in  principal  position. 


SOURC£:  D.A.  KlndiS^  University  of  Wisconsin,  Hadlson,  WI,  «ind  S-  MovASsa$hi^  Ithaca  College,  rthac^,  n^, 
unpublished  analysis  of  data  from  tha  l^^^  Kational  Sanplo  Survey  of  Re$ist9red  Kurses  (provided  by 
the  Division  of  Kursimd^  Bureau  of  Health  Prof^salons)  conducted  under  contract  with  the  University 
of  Korth  Dakota  Rural  Bealth  Research  Center^  Grand  Forks.  Ht>,  1989. 


ties  for  their  spouses.  In  generals  small  rural  commu  - 
nities  provide  limited  professional  opportunities, 
and  local  communities  often  have  to  ''recruit  the 
spouse"  when  trying  to  attract  aprovider  to  the  area. 
Forty-four  percent  of  1989  senior  aUopathic  medical 
students  were  either  married  or  engaged  to  be 
married  (<5/).  Of  these  students'  spouses  or  spouses- 
to-be,  18  percent  were  also  physicians,  59  percent 
were  in  other  professional  opcupatifxis,  and  83 
percent  intended  to  work  after  their  spouses  had 
compieted  their  medical  education  (61). 

The  availability  of  quality  education  for  children 
and  the  availability  of  social  and  cultural  activities 
alw  have  been  cited  as  possible  disincentive5  to 
rural  practice,  although  urban  as  well  as  rural 
physicians  mention  the  lack  of  these  amenities 
disadvantages  to  their  current  practice  location 
(239). 

Professional  Factors 

Health  professionals  may  be  dissuaded  from 
choosing  -a^Vural  practice  location  due  to  either  a 
perceiv^  or  an  actual  lack  of  professional  opportu- 
nities and  benefits.  Unlike  their  urban  counterparts, 
many  rural  health  piofessionals  do  not  have  easy 
access  to  professional  colleagues,  consultations  and 
second  opinions,  medical  libraries,  or  continuing 
education*  Moreover,  rural  primary  care  physicians 
may  infrequently  treat  many  conditions,  and  rural 
technical  personnel  may  fmd  it  difficult  to  maintain 
competence  in  skills  they  rarely  practice.  Other 
professional  concerns  that  may  influence  the  loca 
tion  choices  of  health  professionals — paniculatly 
rtf^nphysicians — include  opportunities  for  career  ad 


vance^nent,  ability  to  meet  contmuing  education 
requirements  for  lecertification^  and  statutory,  regu* 
latory,  and  reimbursement  restrictions  on  profes** 
sional  autonomy  and  scope  of  practice.  This  sectK)n 
describes  the  barriers  that  some  of  these  concerns 
create  for  health  profes.sionals  in  rural  environments. 

Physician  Concerns 

Ability  to  keep  up  with  advances  in  medicine  and 
availability  of  adequate  support  facilities  can  be  key 
factors  in  physician  location  decisions  (405)f  but 
these  amenities  tend  to  be  present  to  a  lesser  degree 
in  rural  than  in  urban  areas.  For  physicians  who  are 
already  practicing  in  rural  areas,  factors  associated 
v^]!(h}oh satisfaction  include  thequality  ofphysician- 
patient  relatianships^  availabibty  of  good  facihnes, 
technical  quality  of  medicine,  practice  autonomy 
(239),  diversity  of  patients,  and  personal  gratifica- 
ticn  derived  from  patient  care  (461).  Factors  associ- 
ated with  job  dissatisfaction  include  heavy  workload/ 
long  hours,  lack  of  professional  and  educatimal 
resources  or  distance  from  other  health  fecilities 
{2i940546l\  bureaucratic  interference  {239\  and 
meeting  expectations  ofhigh  quality  care(46/).The 
perceived  or  actual  lack  of  professional  resources  in 
rural  areas  may  discourage  some  physician-  from 
locating  there. 

Preference  for  Group  or  Salaried  ^ractice — 
Trends  toward  group  and  salaried  practice  have 
>erious  implications  for  smaller  rural  commumties. 
Young  physicians  tuday  tend  to  prefer  practice 
anangcments  that  guarantee  them  a  fixed  mcome 
and  other  desired  benefits,  i>uch  as  regular  hour^, 
vacation  time,  and  a  clo±>e  piofessional  Lommumty 
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(378),  A  recent  survey  of  300  medical  residents 
(327)  found  tbat  5 1  percent  preferred  group  practice, 
30  percent  preferred  employment  in  health  mainte- 
noL^  organizatioBs  (HMOs),  and  only  1  percent 
preferred  partnerships  with  established  physicians, 
HMOs,  however,  are  rarely  located  in  rural  areas 
(i>ce  ch.  5)t  and  group  practices  may  have  trouble 
generating  sufficient  patient  volume  in  very  small 
conununides, 

American  Medical  Association  (AMA)  da*a  con- 
firm that  young  physicians  are  increasingl>  choos- 
ing salaried  over  private  practice,  but  they  al&^ 
suggest  that  ttiany  of  these  physicians  change  &om 
salaried  to  private  practice  before  the  fifth  or  sixth 
year  of  their  career  (2lS),  It  is  not  known  whethei 
physicians  tend  to  remain  in  the  same  community  ui 
move  to  larger  or  smaller  communities  when  they 
leave  salaried  practice.  Increasing  educational  debis 
(see  "economic  factors'*  below)  may  be  one  reason 
behind  the  trend  towards  salaried  practice,  but  thi& 
has  not  been  shown  empirically- 

Impact  ofHasptialClosures  on  Physician  Supply — 
The  large  number  of  rural  hospital  closures  in  recent 
years  raises  concerns  about  effects  on  the  availabil- 
ity of  rural  office-based  physicians.  The  presence  of 
a  hospital  has  been  found  to  play  a  significant  role 
in  the  initial  location  decisions  of  physician  special- 
ists but  a  lesser  role  for  primary  caie  physicians 
(90^41f576),  Less  is  known  about  the  effect  of 
hospital  closure  on  local  physician  supply,  A  recer: 
study  found  no  conclusive  evidence  that  njral 
hospital  closure  reduced  the  availability  of  local 
ofifice^based  generalist  or  specialist  physicians  dur- 
ing the  periods  1970-80  and  1980-85^  (T/j),  A 
recent  Miimesota  -urvey  examined  the  issue  pro- 
spectively.  When  asked  whether  the  closure  of  dieir 
local  hospital  would  affect  their  decision  of  where  to 
practice,  only  21  percent  of  rural  physicians  replied 
that  it  would  not  affect  theii  decision  compared  with 
64  percent  of  physicians  in  the  Twin  Cities  metro 
area  and  50  percent  of  phyoicians  in  the  Duluth  and 
Rochester  metro  areas  (173),  Individual  cases  where 
hospital  closure  has  endangered  access  to  ph>sici4n 
services  have  been  reported  (267)- 


Midlevel  Practitioner  Concerns 

Factors  influencing  the  location  decisions  of 
midlevel  practitioners  (MLPs)"^  have  not  been  stud- 
ied as  extensively  as  those  influencing  physicians, 
but  isolated  studies  indicate  that  professional  con- 
cerns play  a  key  role .  la  a  recent  survey  of  graduates 
fitom  a  certificate-level  nurse  practitioner  (NP) 
iraining  program  in  eastern  North  Carolina  that 
places  most  of  its  graduates  in  rural  practice,  the  four 
primary  incentives  for  choosing  a  particular  site 
were  professional  autonomy,  good  salary  benefits, 
adequate  medical  backup,  and  educational  opportu- 
nities 037)^  Many  MLPs  are  required  to  participle 
in  accredited  continuing  education  programs  in 
order  tc  maintain  licensure,  but  those  practicing  in 
rural  areas  may  ha\'e  difficulty  accessing  accredited 
programs.  Federal  and  State  restrictions  on  MLPs' 
scope  of  practice  and  on  reimbursement  for  their 
services  are  key  concerns  for  MLPs  and  are  likely  to 
influence  their  location  decisions. 

State  Restrictions  on  Scope  of  MLP  Services — 
The  quality  of  care  delivered  by  MLPs  within  their 
areas  of  competence  has  been  described  as  at  least 
equal  to  that  provided  by  physicians  (617)y  and  some 
States  allow  certain  MLPs  to  provide  these  services 
in  independent  settings.  Other  States,  however, 
sharply  limit  the  types  of  services  MLPs  may 
provide  and  the  conditions  under  which  they  may  be 
provided.  Such  diverse  policies  may  influence  the 
location  decisions  of  MLPs, 

The  practice  of  NPs  is  gtrverned  by  State  nurse 
practice  acts.  States  always  require  collaboration 
with  or  supervision  by  a  physician,  but  they  vary  in 
J;cir  specific  terms  and  conditions,  NPs  can  and  do 
practice  without  direct  physician  supervision  in  all 
States.^  In  1990,  32  States  allowed  some  form  of 
prescnptive  privileges  for  NPs^  but  only  three  States 
aUowed  NPs  to  prescnbe  medication  without  3ny 
cosigning  or  approval  by  a  physician  (603), 

The  professional  autonomj  of  ph>sician  assis- 
tants (PAs)  is  much  more  limited,  A  fundamental 
diffcicnce  is  that  PA  pra^ti^e  i^*  defined  under  State 
medical  practice  acts.  Forty-nine  States'*  and  the 


too  mxpTcc)sCr  and  2)  the  availabtiliy  af  other  bospital  facilities  ncaity  was  not  token  loto  account. 

*lDcIud«  nucse  pXactJliotim  (NPs>,  physician  assistwn*  vPAs>»  t^niftoU  nuiw-mij^vivc*  iCNMa^  dnJ  ^iTiUl  rc^;ikic\i  nurse  iiritiUicti^ls 
(CRNA5>(seechH  IQ), 

^Restrictive  ioteipreiation  of  aursc  practice  acts  iq  ooc  or  two  Stales  may  lit„,*  the  scope  of  NP  practice  {603) 

^    5xccp»<?nis  New  Jcrscjf,  wiierc  PAs^noi  ^egaJty  rotf/gnized  hcaJth  prufcsAwoflls  dad  aie  permitted  (u        yfj*  tsi  Fcditnl  fA^thUti  ^-0 
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District  of  Columbis  allow  PAs  to  provide  medical 
services  under  physician  supervision,  but  the  nature 
and  extent  of  the  supervision  vary.  All  of  these  States 
except  Colorado  permit  some  conditions  under 
which  PAs  can  practice  without  a  physician  physi- 
caily  present  in  the  room.  Fewer  States  allow  PAs  to 
practice  with  off-site  physician  supervision^  As  of 
March  1990, 24  States  and  the  Disinct  of  Columbia 
allowed  PAs  to  prescribe  some  ixjedications  (192).^ 
KesUictions  such  as  these  prevent  the  utili2ation  ot 
PAs  in  rural  satelli:  or  remote  practice  seitings. 

Institutional  and  medical  restrictions  on  scope  of 
practice,  li'^bility  coverage  costs  and  availability, 
and  stringent  educational  requirements  present  bar- 
riers to  CNM  practice  {24,617).  These  bamers  may 
be  of  particular  concern  to  rural  CNMs  who  pracace 
in  remote  areas  and  therefor^"  re(]uire  a  greater  degree 
of  autonomy.  As  of  1989*  5  States  required  a 
lachelo'^'s  or  ma^^ter  s  dejFTi^e  in  nursing  for  nurse- 
midwifery  practice.  "nJ  19  States  required  contmu- 
ing  education  unit^  for  either  RN  or  nurse-midwile 
license  renewal  {25\  All  nurse  ^.lidwives  cenified 
by  the  American  College  of  Nurse-Midwives  are 
required  to  complete  continuing  education  umt&  tor 
certification  renewal  {191).  Some  rural  CNMs  have 
difficulty  fulfilling  continuing  education  rei^uire- 
ments  due  'o  lack  of  recognized  continuing  educa^ 
'ion  programs  in  some  ^  tes  and  areas.  These 
CNMs  must  travel  lo  regional  workshops  to  receive 
training,  often  at  their  own  expense 

M  witli  NPs  and  PAs>  restrictive  State  (nur^e) 
practice  acts  limit  autonomous  ^  practice  in 
some  States  (/P/).  Thirty-one  States  did  not  grant 
prescriptive  privileges  to  CNMs  in  1989,  although 
some  are  no\v  considering  changes  L'l  their  pobcies.*^ 
Moreover,  some  State  hospital  licensing  laws  pre- 
vent hospitals  from  allowing  CNMs  admitfmg 
privileges  (/9/). 

Reimbursement  Disincentives  for  MLPs  and 
Their  Employers — A  major  barrier  to  the  utilization 
of  MLPs  is  the  limited  coverage  for  their  services 
under  Medicare,  Medicaid,  and  other  third-pany 
plans  {617).  Reimbursement  issues  for  MLPs  are 


matters  ofeconomic  concern  for  their  employers  and 
professional  concern  for  the  MLPs  themselves,  and 
they  may  play  a  role  in  MLPs'  location  decisions. 

Table  12*2  summarizes  coverage  and  direct  pay- 
ment  for  the  services  of  MLPs  under  Medicare, 
Medica'd.  and  other  third-party  payers.  MLPs  re- 
ceive third-party  reimbursement  for  their  services 
directly  or  indirectly  (through  their  employers  or 
supervising  /hyiicians).  Reimbm^ment  for  MLPs 
under  Medicare  and  Medicaid  is  limited  to  certain 
settings  and  conditions,  and  reimbursement  by  other 
third-party  payers  varies  dramatically  by  State  and 
by  insurance  plan. 

Medicare — Although  reir*ibursement  of  MLPs 
under  Medicare  Part  B  ha^  expanded  over  the  past 
two  decades,  it  is  still  subject  to  many  restrictions 
and,  witi  ^ew  exreptions,  payments  are  made  to  the 
employer  rather  than  directly  to  the  ML?.  Legisla- 
tion  passed  in  1982  (Public  Law  97-248)  authoiLced 
indirect  Medicare  reimbursement  for  PA  and  NP 
services  delivered  without  direct  physician  supervi- 
sion within  HMO  settings.  Subsequent  legislation 
auJiorized  indirect  Medicare  reimbursement  for  PA 
<iervices  delivered  under  physician  supervision  in 
hospitals  and  nursing  home&>  for  assistance  dimng 
<urgery^  and  for  PA  services  delivt  exi  in  rural 
Health Manpov^er  Shortage  Areas  (HMSAs)  (Public 
Laws  99-509, 100-203).  Legislation  in  1989  {Public 
Law  101-239)  authorized  indirect  Medicaie  rcmi- 
bursement  lor  the  services  of  NPs  in  skilled  nursing 
facilities.  Recent  reports  indicate  an  increased  - 
mand  for  PAs  in  c'tain  hospital  settings  (sc^  ui. 
10),  Medicare  reimbursement  for  NPs  and  FAs  in 
HMO  settmgs  may  hmit  the  supply  of  these  practi- 
tioners in  rural  areas*  since  it  increases  tJ,e  demand 
for  N?s  and  PAs  m  HMOs'  predominantly  urban 
settings.  Anecdotal  reports  indicate  increased  de- 
mand  for  PA^s  in  some  rural  clinics  following  the 
1987  amendments 

NPs,  PAs.  and  CKMs  in  certified  rural  health 
clmics(RHCs)  obtain  indirect  cost-based  reunburse- 
ment  under  Medic;u^e  for  their  ^ervices.^^  Although 
RHC  legislation  was  passed  m  1977  (Public  L 


"'Accorditig  10  the  Anicncan  Academy  Physician  A-wis^anrs,  PA  pmcrinr  m  satcllire  ot  i«iiote  sctiu^  wuuid  bo  difH^-uir  if  not  '^poiSthle  m  m 
I<^tfivc  States  due  (O  language  »n  or  mtcrrf^^ijan*' n  meJual  practice  acts  Thc^  States  arc  ColQf.«(lp,  ljom^»ar(a>  Missistippr  New  J ftwy.  and  South 
Carohtia  </f  2) 

*ln  a<Id((iu  '     ^  ii  do  (I'lt  Allow  PAs  to  picscnbc  drugs  do  allow  them  10  djspcn>t-  cert^uu  presstnpiion  nnj^;s 

I9  suites  an  '  t  of  Colnri-bif,  preemptive  pnvilegti  arc  auUion.  «d,  but  the  ^opc  of  ilit-   jtljom>  %afj<;s  jittiiTl>  In  tv^o  \tjtrs  t'NM 

prescript (vc  author,  flChaDen^    '  y  the  Staie  Atiorncys  General  (/y/' 

^^ScTVJCes  of  clintLal  psychologists  ^     pocial  worictis  furnished  m  KHd  afc       ivm^Mir*    by  Vfeditare 
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Table  12*2— Coverage  and  Direct  Payment  for  Services  of  MIdlevel  Practitioners* 


Nurs« 

Physician 

Certi fied 

Certified  Registered 

practitioners 

Assistants  {P^s) 

Nurse " 

nlawtves  \^rffis  ; 

Third'-p«rty  payer 

Coverage 

Direct  payment 

Coverage 

Direct  payment 

Coverage 

Direct  payajen^ 

Coverage 

Direct  P'-^yment 

Medicare: 

Part  A 

No 

No 

,^o 

No 

No 

No 

Ho 

No 

Part 

No 

Soroe*^ 

No 

Yes 

Yes 

Yes 

Yes 

NA 

Yes 

HA 

NA 

NA 

Yes 

Stat«  Medicaid  program^ 

Some 

A  few 

Soma 

No 

Alniost  all 

AIn>ost  all 

Most 

At  least  20 

States 

States 

States 

States 

States 

States 

States 

Modicar^  and  Medicaid 

Rural  Health  Clinic^^ 

Yes 

Ho 

Yes 

No 

Yes 

No 

HA 

NA 

Private  imuranca^ 

Somti 

No 

No 

Some 

Some 

Some 

At  least  13 

States 

States 

States 

States 

States 

States 

NOTE     NA  -  not  applicable. 

^'Coverage"  means  reimbursement  Is  piovided  to  the  employer  'Direct  payment  means  that  reimbursement  i&  made  directly  to  the 
practitioner  "Services"  means  services  that  are  typically  and  characteristically  provided  by  physicians  Most  payment  for  roidlevel 
practitioner  services^  whether  direct  oz  indif^ti  is  at  levels  lower  than  a  physician  would  receive  for  comparable  services. 

^Direct  reimbursement  for  CENA  services  was  mandated  in  1966.  Direct  reimbursement  for  CNM  services  delivered  without  direct  physician 
supervision  but  iti  accordance  vith  State  practice  acts  was  mandated  in  1987 

^It^direct  Part  6  reimbursement  for  tho  services  of  NPs  in  skilled  nursing  facilities  was  mandated  in  1989 

Medicare  relmb'''"*ement  ^or  PA  services  delivered  under  physician  supervision  in  hospitals,  nursing  hornet,  and  assistants  during 
surgery  was  mandated  in  1966  Medicare  reimbursement  for  Pa  services  furnished  in  rural  primary  care  Healvh  Manpower  Shortage  Areas 
was  mandated  in  1987      Payment  is  made  to  the  supervising  physician  or  to  the  employer 

^Prepaid  payments  to  certain  Health  Maintenrtnce  Organiiat *ons  <HMOs)  for  NP  and  PA  services  were  mandated  tn  1962 

^States  hove  the  option  of  reimbursing  for  NP,   pa.   and  CRNA  services  but  are  required  to  reimburse  for  the  seiv^ct^s  of  CKMs  delivered 

without  direct  physician  supervision 
^1989  legislation  required  all  States  to  reimburse  directly  fcr  th^  services  of  ]:<ediatric  and  family  nijtrse  practitioners  irt  all 

settings    The  new  policy  is  scheduled  to  take  effect  m  June  1990 
N;ilnics  certified  under  PubUc  Law  9S-21t)  <  see  ch    3)    Reimbursement  ls  indirect  and  is  cost  based  rather  than  prospective 
^Indicates  whether  States  have  laws  that  require  or  f>ermit  private  insurers  to  cover  oi  directly  reimburse  for  the  services  of  tiV^.,  PAr^ . 

CKMs.  and  CRNAs 

SOURCE    Office  ')f  Technology  Assessment,  1990 
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95'2i0)i  implrf^meiitajon  among  States  has  been 
highly  uneven.  Over  2S0)  counties  in  all  50  States 
qualify  for  RHCs.^i  yel  in  1989  only  470RHCs  '^er^ 
certified  in  37  States  (table  5-15).  lu  8  States^  each 
of  which  had  moie  tliaa  40  qualifying  counties^  there 
wc^  no  RHCs  at  all  (table  5-15).  Unaer  the  law, 
MLPs  can  work  without  direct  physician  supervi- 
sion only  wirhin  the  pt'Oscriplio*is  of  Sta*e  nurSe  and 
iivsdical  prac«jce  acts.  Reasons  for  the  lack  of  KKCs 
in  soloist  States  may  mctuite  restricrions  on  JviLP 
scope  of  practice  and  resis.^nce  £rom  uj^  LTedical 
profession  {516}  oi  :iimply  iacic  of  awareness  of  the 
program.  The  RHC  cerM<icat:on  process  can  be 
lengthy  and  can  cause  sut  ^^ntizi  --itaricial  difficul?y 
for  Some  clinics  (see  ch  5).  The  ability  of  clinics  in 
rura?  HMSAs  to  obtaii  fee- for  service  reinibursA;- 
ment  xrom  Medicare  for  PA  .services  (see  abo\e) 
Tvhile  ssefcjng  certificaiion  n^*»;  ea^e  Ac  JinaiKi<iI 
burden  on  iht^  clinics,  but  chih  utih  cannot  obUji 
such  ieimburse*ncn;  ihe  sr^ices)  of  NP^  U92), 
(Sec  chs.  3  and  for  fttrthci  di:carsio*i  of  the  Rin^ 
Health  CliniCs.  A;:  anci  jarrierb  io  lis  impicin^^nU- 
tion.) 

Unlike  most  uther  MLPat  certified  register*id 
nurse  anesthetists  vCKNA^s)  may  bill  Medici 
directly  for  thejf  smices.  pireci  Me^licMc  reim- 
bursement ^01  GlNAh  v/as  iruni'dt^xi  m  19^6 
(PuSiic  Law  99-509).  The  Acieiican  As:^ociatioii  of 
Nurse  Anesthedsu^  howevei,  beliCve^  diat  reim- 
bursement is  too  low  {23). 

Medicaid—l^^shtion  m        (Public  Law  96- 
499)  required  that  States  reimburse  for  CNM  serv- 
ices xiiider  Medicaid,  regardle:>f;  of  ^^hether  thcbe 
sen'ices  are  ptovided  under  direct  ph>  ^tcit-x  super\  i 
sion.  Legislation  in  1985  (Public  Law  99  Z72) 
fiirther  directed  th;jt  CNM-opcruied  biithijig  ceiiler* 
do  not  have  lo  be  sdministered  by  physii;i<in!>  m 
ordertr  qrMfy  for  Medicaid  reimbursement.  IjigisU- 
tion  in  1989  (Public  Law  )  01  -2?°)  required  States  to 
provide  direct  reunbursesnent  under  Medi*:aid 
the  Services  of  pediatric  and  family  NPs.  reganlJv^a 
of  whether  die  NP  is  under  the  supervision  of 
associated  with  a  physician  or  other  health  care 
provider  (^f&ctive  July  1,  1990).  PAs,  NPs.  and 
CNMs  in  desigr-ate-j  rural  health  clinics  <dso  recei\e 


indirci^  coii  ba^ed  reimbursement  under  Medicaid 
(see  above). 

Excepting  the  previous  provisions,  States  are  not 
required  to  reimburse  PAs  and  NPs  under  Medicaid, 
bui  at  least  one-half  of  States  exercise  their  option  to 
do  so  to  son^e  extent  (418),  The  method  of  reim- 
bursement in  these  States  varies,  Several  Stales  U'nit 
direct  reimbursement  to  NPs  to  certain  procedu'es^ 
such  a$  obstetrics.  At  least  20  Stares  directly 
rci^rJburse  CSNAs  under  Medicaid  ((OJ)P  Most 
Stages  also  reimburse  CHNAs  imder  Medicaid* 
but  ti?.e  iiiexhofi  of  reiniborsement  may  be  iadirect 
(e.g.,  throngb  a  hospital)  ((507)* 

Pri^^ti  Insurance — Private  insurance  coverage 
of  ?vJLP  &Jrv\i,c^  varies  both  by  ^ndividuai  insurance 
plan  and  by  State.  In  some  States,  legislaticn  citJiesi 
re^^jires  or  allows  third-par^  payers  iij  rein  tburse  for 
^^LP  serv  ice^  (tab!c  12-2),  but  some  plaris  reimburse 
Hi  States  Wi*ere  there  \h  no  mandate.  TveL'y-six 
States  eidicf  allow  or  mandate  direct  wvatc  thud- 
party  reiiiibursement  for  NP  services*  and  7  oth^ 
or  mandate  direct  reimbursemeiit  tor  certified 
ps>*  .''iatric  NPs  {603),  NPs  have  succeeded  in 
obiaining  direct  rpimbursernent  from  some  ^  ./atf^ 
plans.  As  af  I9B9,  20  States  had  mandated  private 
insa^ance  reimbursement  fo*'  (?NM  services,  but  the 
method  of  reimbursement  '^?xies  {25),  Most  private 
third-party  payei^  reimbu:.  i  either  directly  or  indi- 
rectly for  CRNA  ser/:c^s,  and  at  least  13  States 
requiie  diTtt;t  j eir ni-yursement  for  their  services 
(60/). 

Nurse  Concerns 

Rural  nur^es)  cite  la^k  opportuiuti^s  ^^i  career 
djUaUi.eincnt.  i>?l4n^i>^  and  increased responst- 
biiity  foi  G^u-nursing  lasks  as  sources  of  job 
dibsatisfactio.i,  Tlie  same  factors  have  been  .issoci- 
^ted  tvith  r&.ent  declines  m  applicants  m  nursing 
pTogrant:?  (j95).  Lack  of  professional  autonomy 
(e.g.,  inability  to  influence  their  own  practice 
enviionmfnt  and  charactenstics)  is  regarded  by 
one  of  the  Itey  factors  affecting  nurse 
retention  and  job  satisfacnon  {232262JJ0J70, 
469^93.717,733*),  A  study  of  nuises  in  rural  Geor- 
gia hospitals  found  Personal  charactenstics— 
including  aget  educationt  salary ,  mantdl  !>tatusi  and 


"TIf  J  ^Anuodeix^iiliLjatioaof  [hciouf  nui^crurguaIif>m|«;k.4Ja^^^  UtU'idc^qb.  norma  eTOf-^vx\\vti>  Ijnda  E^jbUt  LdVrV^'lia 

Cflfcl^MSA^Sc<^Ch.  11) 

O    hjis  Hgtjrt  u  based  on  a  svivcy  tOD^,<»vtcd  btvcta)  yoar^  ago.  and  more  S(l:cs  ma>  now  be  reitnbursifig  Jjrcttly  > 
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number  of  dependents — to  be  relatively  unimportant 
predictors  of  rural  hvopital  nurses'  job  satisfaction 
(232).  The  influence  of  tliese  factors  on  those  nurses* 
initial  location  decisions,  however,  was  not  studied. 

Nurses  in  remote  settings  may  be  less  likely  than 
urban  nurses  to  have  opportunities  for  career  ad- 
vancement(e.g.,  upgrading  from  a  licenced  practical/ 
vocational  nurse  to  an  RN  or  from  an  RN  to  an 
advanced  nursing  position)  due  to  poorer  access  to 
education  programs  and  less  flexible  woik  sched- 
ules* Nurses  in  more  populated  counties  are  more 
likely  than  those  in  less  fK)pulated  counties  to  be 
enrolled  in  nursing-relaied  educational  programs 
(table  12-3)  (317).  Rural  RNs  also  spend  more  lime 
in  supervisory  and  administrative  activities  than  do 
iheir  urban  counterparts  (table  12-3)  (317).  Whether 
this  dilir^encc  is  looked  on  favorably  by  RNs  is  not 
known.butitdoesdiminish  the  ainountof  time  these 
nurses  spend  in  direct  patient  care  (table  12-3). 

R>Is  in  less  populated  counties  are  less  likely  than 
others  to  have  bachelors'  degrees  (table  1043) 
(317).  The  availability  of  upgrade  programs  for  RNs 
without  bachelor^s  degiees  is  a  key  issue  for  RNs  in 
rural  areas  who  want  to  become  certified  as  CNMs, 
CRNAs,  NPs,  or  o*her  nur^e  specialists.  Ahhough 
certificate-level  advanced  nurse  training  programs 
00  exisi,  their  numbers  are  decreasing  {263^073). 
Moreoven \no^t  erg^ni7ations  that  certify  advanced 
nurses  require  a  bachelor's  or  ii?aster*s  de^.iee  (2^3), 
and  there  have  been  movements  in  some  States 
towards  the  bachelor's  degree  ai  the  eniry-level 
degree  in  professional  nuising  {09S\.  In  fact,  in  the 
mid-)9fiOs  North  Dakota  >^ecaine  the  fu'-.t  State  to 
require  a  bachelor*s  degree  in  nui.^mg  for  RN 
licensure  (263). 


EconornL  Factors 

Economic  concerns  inflluence  rural  he.ilth  person- 
nel recruitment  and  retention  at  many  stages.  In- 
creasing costs  of  health  professions  education  can 
discourage  students  from  choosing  health  careers. 
Heavy  educational  debt  loads,  percei\ed  or  duuai 
rural-urban  inconie  differential:^,  and  reimbursement 
policies  that  penalize  certain  spe<,i^ties  or  geu- 
grapbic  areas  may  influence  practice;  ch^^iccs.  Other 
variables^  such  as  rising  malpractice  insurance 
premiums,  ma>  ulsc  influence  studeuto"  and  profcs 

O      career  and  practice  choices. 


Photo  cradit  Gatt  Moon^y 


Nurses  «n  many  rural  hospitals  are  ccJIed  upon  to 
assume  a  wide  raoge  of  rosponsibit^s  due  to  the 
hospitals'  small  stze  and  limited  lesourc^s. 


Cobb  of  Education  and  Student  Indebtednfrbs 

Thition  in  many  health  professions  schools  has 
been  increasing  faster  than  inflation.  During  the 
period  1980-81  to  1986-87.  average  medical  school 
tuition  increased  by  125  percent  lor  sojdents  ;ittend' 
ing  a  public  school  in  their  State  of  residence  {671 ). 
First-year  tuition  in  osteopathic  medical  schools 
increased  by  17  percent  from  1982  to  1984  alone 
(670y  Tiie  average  cost  of  tuition,  fees,  and  oUicr 
expenses  at  United  Statej?  mcdicaJ  schools  tii  aca- 
demic  year  1987-88  ranged  from  513,7^5  for  stu- 
dents attending  public  schools  in  their  State  of 
residence  to  $25,629  for  studeJits  attending  private 
medical  schools  Tbitionin  Ult>'pes  of  nursing 
programs  has  also  been  increasing  (67}),  In  publicly 
supported  associate  degree  nursing  programs,  tui- 
tion increased  by  65  percent  from  1985-86  \o 
1989^90 

Recent  re<1actio!iS  ir  tSc  availabiUl)  t^f  ^clh^lai 
shipb  and  other  formb  of  iman^vial  lUd  have  (ol^^i\\ 
mcdn^al  *>tudcnt&  to  borrovv  more  heavily  iJi  urder 
rinance  their  education  (168).  A>  co^ts  of '*diit.auon 
have  increased^     have  the  levels  and  freqiienv>  uf 
indciitcdncbb  (iitiorL^  health  prufcoSiOi^tdbchoul  grad 
uateb.  A  recent  study  o*'  students  in  allopailuc  and 

O 
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Table  12>3—R&gist9red  Nurses  Employed  in  Nursing.  Percent  of  TimeSpentinVafiOus  Professional  Activities  and 
Percent  Enrolled  In  Advanced  Nurse  Education  Programs,  by  County  Population  Size, 


 Percent  distribution  within  each  courtty  ^iZe  catoeorv^  

Counties       Counties  Counties         Counties  Counties 

50.000      with  f«wer     with  25,001     with  10. 001     with  10,000 
All  U  £.        or  more     than  50,000      to  50,000        to  25.000        or  fewer 
counties      r^sldonts     cesidents        residents        i^sj dents  residents 


prosrm  for  nurflif^-relfttod  dos^ao: 


Yes  

H 

2 

11 

4 

3 

9 

9 

3 

7 

3 

10 

Ho  

$e 

3 

ee. 

I 

90 

e 

90 

92 

1 

69 

6 

Unknown. 

0 

5 

0 

5 

0 

2 

0 

3 

0 

2 

0 

0 

Total**  

100 

0 

100 

0 

100 

0 

100 

0 

100 

0 

lOO 

0 

r^rCtmt  tljvo  spent  in: 

^ministration.  

10 

10 

3 

12 

I 

11 

3 

13 

13 

0 

Consultation  . . ■ ^  ... 

6 

5 

5 

5 

9 

5 

<f 

6 

5 

G 

D.'^e^t  patient  caie 

65 

0 

6^ 

e 

62 

1 

S9 

^ 

5& 

5 

Rese*."*h  ....... 

i 

1 

6 

1 

3 

1 

3 

1 

2 

1 

Supervision. .  . 

u 

3 

11 

0 

15 

0 

U 

5 

15 

2 

17 

0 

Teaching. 

5 

1 

5 

2 

u 

e 

3 

9 

1 

Oth^r^  * 

0 

u 

0 

0 

5 

0 

0 

7 

0 

1 

Total^  .  . 

loo 

0 

100 

0 

100 

0 

100 

0 

100 

0 

100 

0 

^County  population  sizo  does  not 

.'tecossa 

cily 

tri^tro 

or  norvretro 

status 

^Percentages  iiwy  not  add  to  lOO  Jue  to  royn^ine 


SCURCF,      D  A    Kltidlt,    Univ^r^lt/  c£  Wisconsin,  Madison,  WI,  and  H    MOvassaghi .  IthacA  CoUe&^.   Ithaca.  HY. 

unpublished  analysis  of  data  from  che  1966  Hattonal  Sample  Survey  of  Registered  Hurses  Lprovided  by 
the  Division  of  Hurslng.  Bureau  Of  Health  Professions)  conducted  under  contract  with  the  tJni /ersity 
Of  Norti,  Dakota  Rural  H^ait?        -arch  C.^^^r.  '^rand  Porks.  ^  1969 


osteopathic  medicine,  dcniistry,  op'^ometry,  and 
veterinary  medicine  estimated  that  thr^e  fourths  of 
these  students  cover  70  to  90  p'lfceiit  of  their 
educational  costs  through  loans  averaging  $10,000 
for  each  year  they  are  in  school  (52),  The  average 
educational  debt  of  senior  allopathic  medical  stu- 
dents'^ more  than  doubled  from  1980  to  1989,  from 
$^7,200  to  $42374  (6/  67/).  In  19G9, 81  percent  of 
senior  allopathic  medical  students  reported  some 
level  of  educational  debt,  and  29  percem  were  in 
debt  in  excess  of  $50,000  (6/ ).  The  average  educa- 
tional debt  of  senior  ostepathic  medical  students 
increased  by  30  percent  from  1985  to  1988  alone, 
from  $49,600  to  $64,700  {21), 

Indebtedness  of  other  health  professionals  can 
also  be  substantial.  In  1987,  the  average  debt  of 
dental  graduates  was  C39,00a  {67S).  The  amount 
doubled  from  1979  to  1984,  and  it  h?s  since 
increased  at  an  annual  rate  of  6  percent  (673).  In 
1987,  average  indebtedness  was  $33,600  Tor  gradu- 
ating optometry  students  and  $1 3,000  for  graduating 


pharmacy  students  {673),  The  ^iverage  educaUonal 
debt  of  baccalaureate  iiursing  students  in  1988  was 
$10t056  in  public  institutions  and  Si 2,939  in  pnv^te 
institutions  {}9aV^ 

Heavy  debt  loads  ma^  cause  financial  difficulties 
for  physicians  durLig  specialty  training  aid  duruig 
"he  earh'  year^  of  prac  'ice.  Herir:ed  et  al.  estimaed 
that  a  resident  uitti  $40,000  in  undergraduate  debt 
uho  is  training  in  a  relatively  inexpensive  city  will 
experience  a  deficit  of  $4,890  dunng  internship  and 
u  ill  have  a  negative  ca^h  fbu  throughout  his  or  her 
residency  (254).  Residents  with  debts  in  excess  of 
$80,000  may  accumulate  an  ;dditional  debt  of 
$75,000  or  more  during  a  5-year  residency  program 
{25^y 

Evidc.'^e  on  the  relatiunship  btiween  indebted- 
ness and  iocation  choice  is  scarce  and  inconclusive. 
A  recent  stuc  y  of  indebtedness  issues  by  the  Bureau 
of  Health  Piofessions  {070)  concluded  that  the 
cuirent  scared  *  of  research  on  the  effects  of  iiidebt- 


'^tiKludesdcbt  from  prcmcdK;aJ  education  Included  in  t.'i^  average  arc  vnjdcnu  who  reporcd  im  cUuc.iUuiul  dcht 
^    aco^aupcatc  mirsinji  student  debt  basest  on  data  from       sludics  in  only  ID  inshlutions 


ERIC 


Chapter  IT^roblems  in  the  Recruitment  and  Retention  <^ R^ral  Health  Personnel  •  525 


edDess  on  career  and  location  choices  ma>  be  due  in 
part  to  the  relative  newness  of  high  student  indebted  - 
ness.  If  educational  costs  and  indebtedness  levels 
continue  to  escalate  their  current  rate*  financial 
considerations  will  probably  become  more  promi- 
nent factors  in  students'  and  graduates'  career  and 
practice  choices. 

Income  and  Practice  Costs 

Factors  such  as  lower  income  and  inaeased 
number  of  patients  with  inadequate  insurance  cover- 
age have  been  cited  as  sources  of  job  dissatisfaction 
among  rural  physicians  (405,461),  llie  extoit  to 
which  economic  concerns  such  as  these  actually 
affect  health  professionals'  location  decisions  has 
not  he&i  assessed  directly,  but  perceived  or  actual 
lower  income  may  serve  as  a  disincentive  to  rural 
practke. 

The  incomes  of  rural  physicians  axe  lower  and 
have  not  inaeased  as  rapidl>  as  the  average  income 
of  ail  physicians  (table  12-4)  (68),  Some  of  the 
smaller  increases  are  probably  due  to  the  fact  that 
many  rural  physicians  are  primar>  c^e  physicians, 
who  have  also  witnessed  relatively  slow  rises  in 
income.  Less  isJoiown  about  rural/urban  differences 
in  the  incomes  of  other  health  professionals,  PAs 
practicing  in  smaller  communities  are  more  likely  to 
have  low  salaries  than  PAs  practicing  in  larger 
communities  (table  12-5)  (J  7)-  Ther«;  are  consider- 
able differences  in  average  RN  salaries  among 
counties  of  different  population  sizes,  with  RNs  in 
the  least  populated  counties  receiving  only  76 
percent  of  the  annual  salary  of  RNs  in  the  most 
populated  counties  (table  12-6)  (iJ7),The  extent  to 
which  these  differences  reflect  cost  of  living  oi  other 
factors  is  unknown. 

Physician  Income — Nearly  30  percent  of  physi- 
cian income  is  from  government  sources*  much  of  it 
firom  Medicare  (68),  Geographic  variations  in  Medi- 
care payments  for  equivalent  physician  services, 
which  can  be  considerable  (152J96A75.609.615l 
have  been  a  subject  of  considerable  attention  from 
the  Physician  Payment  Review  Commission  (PPRC) 
and  other  interested  parties.  Payments  within  a  given 
locality  to  different  practitioners  who  provide  equiv- 
alent services  also  vary  (475^02).  These  vanations 
are  probably  an  underl>uig  cause  of  geographic 
variations  in  payment  within  a  given  physician 


Table  1 2^ — Income  of  U,S,  Physicians  (as  a 
Percentage  of  Average  Physician  Income) 
by  Specialty  and  Practlcd  Location,  1977 
through  1986*  - 


P*rc«nt  of  averftgo 
U.S,  physician  Incoroe 
1977-78  1985-86 


 Incnma  bv  specialty  

General/family  practice  Q3,B  66,3 

Internal  medicine  98.2  91,2 

Pediatrica  76.5  SS.Z 

Incoioo  by  Keoflra^ohl^  *rea   

Honnvfttropolltan  ar«aa  95,9  86,6 

^Data  ar«  an  aiverdev  of  2  y«ara'  aurveys. 

SOURCE;  Reprinted  trith  periDisslon  from  P.G,  fiarnett 
and  HidtlinS*   'Pubi.ic  Policy  and  the 

Supply  of  Primary  Car«  Physician**"  ''AMA 
262(2a>:2864-2868,  19S9,  table  5  (Copyright 
1969*  American  Kedical  Association).  Based 
on  dat4  from:  H.L.  Gonzalez  and  D,W.  Zm^ 
mons  f  SociQ^conotntc  Characteristics  of  Kod* 
ical  Practice  1967  (Chicago,  IL.  Ametltan 
Hadical  Association,  19S7). 

Table  12*S— Average  Annual  Salary  Range  of 
Phy^tcian  Assistants  by  Community  Sk2e>  1989" 


^ontftunlty  stze' 


Fawor  than    10,000  to     More  than 
10,000         250,000  250*000 
Salary  ran&«  residents     residents  residents 


Percent  of  Physician  assistants 

Liis  1  hAXi  320,000  5  3  <t 

$20,000-330.000.  20  V  11 

330,000-$^0.000  4*  4e  41 

M0,000-$50.000  ?0  23  26 

Greater  than  350*000  10  10  15 

Hon*  listed  1  1  1 

Totai*^  100  100  !O0 


This  information  is  derived  froth  th*  Atn&riC^n 
Acad&nay  ol  Physician  Assistants^  1989  Prescriptive 
Practlca  ^urv^y  and  is  statistically  r*j>reEentatlv« 
of  nomb«i  and  nonm«mbe£  physiciau  assistants  in 
c<Mtira.iriitie*  of  tLt  sitei- 
*^Commanlty  size  do^s  not  inflect  m^tro  r;r  nont^f^tro 
Location 

"^Pf^rrf^ritiSes  may  not  adJ  to  lOC  H^***  to  mandin^ 

OOlJRCE  Ameritm  A^,adf»my  of  Fhysitian  Ass  i  i  t^ll^ts  , 
AlpxandJria,  VA  .  Ljinpuhl  i  shed  data  frt.m  the 
1989  PA  Prescrijjtivf*  Prartite  ^^iirveV 
provided  to  OTA  ..n  lg«9 

specialr>\  because  mediodi  for  setting  payment  rates 
for  different  specialists  are  not  consistent  among 
Medicare's  insurance  earners'^  {652). 


O     tn  lum  submit  rciflibursctnctn  totals  to  Ihc  Health  Cart  rmanting  AJmiUiitratit/n  una  <^i^^t\y  baiii 
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Table  12-6~AvQrdge  Annual  Salary  ot  Registered 
Nurses,  by  County  Population  SIzej  1988 


Averts*  oDnuaL 


All  U.S.  counbl««   $27,432 

50>000  or  ax>r«  rosidenba   27*790 

F«K«r  than  50*000  r«sid6nt8   23*516 

25.001  to  50*000  roflldfrntB   24*335 

10.001  to  25*000  rasldentft   22.774 

lOfOOO  or  fttwor  rftsld«ntB   21.365 


"County  poptilAbloti  si;o  does  oot  n^cos^^rlly  reflect 
metro  or  noiuaotro  status. 
^Annual  aatnlnsa  in  prlvtcipal  pOflitioti. 

SOEJHCE'  D.A.  Kivtdis.  Univeraity  of  Mi^oovtfliv)* 
Madiflon*  MI*  and  B.  Hova«»aShl*  Ith«ca 
ColleSe*  Ithaca*  HY,  iitipubllshed  analyflis 
of  data  from  tho  1988  National  Samplo 
Survey  of  ReSlstored  Nurses  (provided  by 
the  Dlvisiov)  of  Nurflivtg*  Bureau  of  Nealth 
Professions)  conducted  under  contract  t^lth 
the  Unlvorftity  of  North  Dakote  Rur»i 
Health  Research  Center.  Orand  Forkfl .  ND. 
1989. 

Under  Medicare's  current  **custoinary,  prevail- 
ing, and  reaso  nable ' '  (CPR)  method  for  deteimming 
physician  payments,  which  will  remain  inplace  until 
1992  (see  ch.  3),  the  United  States  is  divided  into 
approximately  240  ^'prevailing  charge  localities" 
administered  by  48  insurance  carriers.  Wiihin  each 
locality,  the  carriers  confute  a  ''prevailing  charge'* 
for  each  physician  service  (475).  A  1986  survey  of 
39  carriers  found  that  S  carriers  did  not  distinguish 
among  specialists  in  calculating  the  prevailmg 
charge,  but  that  17  carriers  calculated  a  separate 
* 'prevailing  charge''  for  each  specialty  \pj2y 

PPRC  studied  geographic  variatioDsinprevailiiig 
charges  for  13  procedures  and  found  notable  varia- 
tions among  urban  and  rural  counties  of  different 
sizes  (table  12-7)  (475).  Prevailing  charges  were 
generally  lowest  in  the  smallest  rural  areas  and 
highest  in  the  largest  urban  areas.  After  adjusting  for 
cost  of  practice,  however,  these  variations  evened 
out  considerably  (table  12-7).^^  PPRC  concluded 
that  these  analyses  "cast  doubt  on  the  existence  of 
major  inequities  between  rural  and  urban  areas  in  the 
aggregate,"  but  that  greater  inequities  do  exist 
among  specific  localities,  both  urban  and  rural  (475). 


Among  the  13  procedures  studied,  charges  for 
hospital  and  office  visits  to  internists  and  FPs 
showed  substantially  greater  variations  among  b- 
calities  than  did  other  services  (475),  a  fact  that  may 
be  of  particular  significance  in  rural  areas  where 
internists  and  FPs  constitute  a  larger  part  of  the 
physician  population.  A  study  of  geographic  varia- 
tions in  Medicare  surgical  fees  found  that,  both 
before  and  after  adjusting  for  practice  costs,  rural/ 
urban  differences  were  much  smaller  than  differ- 
ences across  l^e  urban  areas  (396).^^  Wide  varia- 
tion acro^  rural  areas  of  the  same  si^e  has  also  been 
noted.  In  I9^iy  for  exanq)le,  prevailing  charges  for 
a  total  hip  replacement  were  $2,400  in  rural  Missis- 
sippi and  $990  in  rural  Kentucky  (475).  Such 
examples  are  not  isolated  incidents,  aud  they  cannot 
be  explained  by  differences  in  practice  ccsts  alone 
(475). 

Less  is  known  about  geographic  and  specialty 
variations  in  MediCiiid  reimbursement  for  physician 
services.  By  law.  Medicaid  is  prohibited  from 
paying  more  than  Medicare  would  for  a  particular 
service  (see  ch.  3),  although  in  practice  it  may 
occasionally  do  so.  In  many  cases,  however.  Medi- 
caid appears  to  pay  considerably  less.  Table  12-8 
compares  Medicare  and  Medicaid  payments  for  two 
conunon  procedures  in  each  State  in  1986.  Depend- 
ing on  the  State,  the  maximum  Medicaid  payrr^eni 
ranged  from  33  to  125  percent  of  Medicare's 
maximum  allovable  charg;  for  a  hitcf  foUowup 
office  visit,  and  from  14  to  104  percent  for  an 
appendectomy  (610).  These  percentages  must  be 
regarded  with  caution,  because  the  analysis  com- 
pared the  highest  Medicare-allowed  charge  any- 
where in  a  Stale  to  the  average  maximum  Medicaid 
payment  statewide.  However,  the  analysis  does 
llustrate  the  extreme  variation  in  both  Medicare  and 
Medicaid  reimbursement. 

Rural  physicians  may  be  ha:der  hit  by  low 
Medicare  and  Medicaid  reimbursement  rates  be- 
cause they  have  proportionately  greater  Medicare 
and  Medicaid  caseloads  than  those  of  their  urban 
counterparts,  A  recent  survey  of  Mimiesola  physi- 
cians found  that  thf^  median  Medicaid  caseload  was 
15  percent  in  rural  Miimesota  compared  with  5 
peicent  m  the  Twm  Cities  metro  area  (173).  Rural 
physicians  suneyed  were  more  likel>  than  physi- 
v^ians  State^^^de  to  leport  a  recent  increase  m  then 
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"*PPRC  uses  (he  Geogfttphit  PracUctCost  Index  (CPQ>  to  adjust  for  geographic  <fjfIciiMiccs  of  praviivC 
O    ^  tcscatcb^      ^^sed  the  GPO  to  adjust  for  ptaciicc  co^is. 

O 
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Table  12*7— Averase  Ptevaiimg  Ctiarges  lor  Selected  Procedures  by  Geographic  Location,  Actiidl  anu  Adjusted 

for  Differences  In  Practice  Cos!s,  I9d7  (in  dollars) 


Procedure  (specialist) 


 County  size  and  classification''   

Large  Sroall  Large  Small  All 

urban  urban  rur«l  rurcl  coutities 


Cocopreh endive  office  visit  (internist) 

Actual  

AdJust«d  

Coo^rehensive  office  viflit  (family  practitioner) 
Actual. ... t  ................................. , 

Adjusted  

Limited  offic*  visit  (internist) 

Actual.   ... . 

Adjusted  

Limited  office  visit  <f«miiy  practitioner) 

Actuel.  

Adjusted  

Hospital  care,  cocopreb^naive  (internist) 

Actual. >  >  >   ^ ^ ............. .  ....... 

Adjusted  

Hospital  care*  comprobensive  (family  Practioner) 

Actual.  

Adjusted  

Hospital  caro*  limited  (internist) 

Actual. .  t  

Adjusted  

Conttultation*  coniprehensive  (internist) 

Actual.   s 

Adjusted   s  . 

EKGj  complete  Cinten;^ist) 

Actual. ...   . 

Adjusted   ,  . .  .  . 

Qiest  X-ray  (internist) 

Actual    

Adjudte<i. ........  .  .......     .  . 

Upp^r  61  endoscopy  (ga^       nterologist ) 

Actual.   

Adjusted.  

Gallbladder  r^tnoval  CgOTieral  surseon) 

Actusl   .... 

Adjusted.   .  .  .   

Cataract  renx>val  (Ophthalmol gist) 

Actual  

Adjusted. ......   

^fultise^vico  ln4<^x 

Actual.   .  .  .  ^ 

Adjusted  


S3 
76 

71 
65 

26 
2h 

Zh 
12 

94 

a? 

84 
71 

29 
27 

IIB 
106 

39 
36 

44 
40 

361 

1,0A2 
£66 

1,667 
l^Tie 

lU 
104 


76 
79 

63 
65 

22 
23 

21 
21 

86 
90 

81 

83 

23 
24 

96 
100 

36 

37 

39 

327 
334 

893 
'i22 

1*593 
1,628 

97 
99 


69 
76 

55 
61 

20 
22 

19 
21 

eo 

90 

75 
83 

21 
23 

89 
99 

34 
38 

J7 
41 

313 
34  7 

810 

907 

1.  521 
1.  701 

90 
100 


66 
77 

53 
60 

16 
21 

18 
20 

79 
69 

71 
80 

20 

23 

a5 

95 

33 
37 

37 
42 

321 

794 
3*^9 

1*563 
1*776 

86 
96 


77 
77 

64 
63 

23 
23 

21 
21 

86 
89 

80 

60 

25 
25 

102 
102 

36 
37 

40 
'^1 

335 
339 

920 
933 

1.631 
1.68S 

101 
101 


^Lar^e  urban  "  metro  counties  of  1^000,000  or  mora  residents,  small  urbiin  "  niet^o  counties  with  fewtr  than 
1^000*000  residents,  large  rural  ^  nonrr.etro  counties  with  lO^OOf)  Qr  more  residents,  smell  iu£a.  ^  r^jtimetru 
counties  with  fewer  than  lOpOOO  lesldonts. 

SOURCE.     Pbyaician  Payment  Review  Commission*  Annual  Report  to  Conar^aa    March  1986  iHoshinstwn.  KfltLh 
1988),  trf>le5  6-5  and  8-7. 


Medicaid  caseload  (78  percent  v.  52  percent)  yl73 ). 
Rural  Minnesota  physicians  were  also  more  likel> 
than  their  urban  coimterparu  to  report  re<,ent  in- 
creases in  the  proportion  of  their  Medicare  patients 
*Q   t  unable  to  pay  their  bills  (61  percent  of  rural 
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physicians  v.  42  percent  of  ph>siuians  in  the  Twin 
Cities  and  35  peri^cnt  uf  ph>sicians  in  Duluth  and 
Rochester  metru  Arcus)T  and  tn  the  proportion  of  all 
their  patients  whu  lack  any  form  uf  basic  health 
insurance  (173). 

Q  r  :\ 
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Table  12<8— Medicaid  Maximum  Payments  and  Medicare  Maximum  Allowable  Criarges  for  Selected  Services, 

1986'  (m  dollars) 


Brlat  tollowxiP  ottj^a  viait 


Appendectomy, 


neoicaio 

neoicare 

ncoicaio  as 
percent  of  Medicare 

nooicaio 

Med  Lc  are 

rje<*icaici  as 
percent  of  Medicare 

ALabozDa 

$11,70 

$20,70 

56,5 

$405.00 

$4 12 . 80 

90. 1 

Alaska 

23.^1 

2*  .70 

115,0 

WA 

HA 

WA 

Arkatisas 

12,00 

1^,40 

83,3 

275.00 

412,60 

66.  7 

California 

11,04 

30.  00 

36,8 

353,68 

825.  20 

42.9 

Colorado 

11*  75 

15,  50 

75.0 

280 , 00 

433.20 

64,6 

Connecticut 

8,80^ 

2A,00 

35,5 

276,00^ 

700,00 

39,4 

DelBHfur^ 

12,  €6 

21, 00 

SO,  3 

390 , 35 

492 ,70 

79, 2 

District  of  Coluadbift 

20,00 

25,00*^ 

90,9 

315,00 

515, 60 

61, 1 

Ploridft 

10,00 

Zi. ,  80 

40, 3 

197 , 50 

674 , 60 

29,3 

15,60 

15 , 00 

104 , 0 

399, 50 

600 , 00 

66, 6 

Half  4i  1 

13, 25 

16, 50 

80 . 3 

4  53 , 66 

660 . 10 

68.  7 

Idaho 

10  50 

14.60 

71  9 

336 , 40 

476 . 10 

70 . 7 

Illinois 

11+ 

25, 00 

46 .0 

270.00 

605 . 00 

44.6 

Indian a 

17  . 30 

16,  50 

104 . 6 

533 , 00 

515. 75 

103, 3 

Iowa 

HA 

30 ,00 

HA 

HA 

500 . 00 

HA 

16,  /U 

89, 8 

268, 00 

536, 20 

50, 0 

Kentucky 

13, 00 

16, 50 

70, 8 

40 1 , 60 

515, 75 

77,9 

Louitiama 

10, 6d 

1$,  30 

65, 6 

411, 16 

722, 00 

56,9 

K&inft 

0,00 

KA 

WA 

217 , 50 

536,40 

40,5 

Kftrylttnd 

10,50 

22,00 

47,7 

202,00 

^15, 70 

39,2 

Massachusetts 

8*00 

HA 

HA 

233.00 

515  75 

45  2 

Hichigatt 

7  75 

23  50 

33.0 

271  50 

399  00 

68  0 

Minnesota 

15*  75 

HA 

NA 

520  00 

519  90 

100  0 

Mississippi 

IX,  55 

HA 

NA 

295  05 

510  00 

57  9 

Missouri 

10.00 

20  70 

<t8  3 

220.  00 

567. 40 

38  8 

t4c>ntana 

11,30 

14,70 

76,9 

342,88 

439,90 

70,0 

Nebraska 

18,30 

16,30 

100.0 

4  53 , 9- 

453. 90 

100  0 

Kevada 

15,02 

2A,  70 

64,0 

673, 72 

742, 70 

90,7 

K^w  Hajnpsbice 

6,00 

12, 40 

48 . 4 

225 , 00 

490 ,00 

45. 9 

[tew  Jecft^ 

9, 00 

20, 60 

43 . 7 

211 , 00 

660, 20 

32,0 

New  (Iftxico 

1  i  j\} 

17 . 20 

DO  y 

396 . 15 

579. 60 

68.3 

[*ew  lorx 

7  *  OU 

20 . 60*^ 

34  0 

160  00 

1 , 140 . 20 

14  0 

nortn  c-aroiina 

1 J .  lU 

79  ^ 

378  00 

536  40 

70  5 

tfortb  DaKota 

ft  ?n 

t?t>  1 

449  05 

494  80 

90  6 

unlO 

12  00 

20  60 

3S  3 

337  30 

515  73 

65  4 

CKlahoota 

IX  ■  00 

2Q .  70 

53  1 

500,00 

6 10 . 00 

82.0 

Ocogen 

11 .07 

18.  50 

59, 8 

387 . 98 

577 , 60 

67 , 2 

Penna^lvania 

13,00 

25,00 

52  0 

301.50 

515.70 

58.5 

Shod«  Island 

14,00 

20.63 

67.9 

205,00 

515,75 

39,7 

South  CacoLina 

9.50 

14,62 

65.0 

307.40 

440.92 

69.7 

South  Dakota 

12  00 

12  40 

96  8 

345  00 

455  80 

75  7 

Tennessee 

J8  00 

125  0 

449  50 

536  50 

83  6 

Texas 

24  75** 

tfA 

HA 

616  90^ 

Utah 

9 

12  *0 

&0  0 

430  12 

NA 

NA 

Vermont 

S  00 

12  <tO 

64  5 

225  00 

490  00 

45  9 

Virsit^ia 

6.30 

NA 

236.25 

515.60 

45, S 

(fash  ins  ton 

13,92 

17.70" 

78,6 

290.23 

576.80 

50  3 

(fast  Virsinia 

30.00 

16,50 

60. G 

230.00 

515.75 

44.6 

(fiaconsm 

16,23 

18,10 

69.7 

432.85 

663  80 

65.2 

Vty^ing 

16,30 

14,40 

113.2 

403,50 

464  30 

104.2 

SimpLo  Averase 

12  43 

18  56 

67  0 

33;  97 

557  47 

50  6 

RLC 


MOTE:  KA  -  not  available 

^Maximums  shown  und^r  Hedicart  aiid  Medicaid  are  for  phVsjician  specialist  ^-ervicps.  uTil^yES  otherwise  notpd  In 
many  States*  there  i$  a  lower  Medicare  maximum  for  genorftl  prac  1 1  ti  (>ner5 '  nervice^.  only  a  few  Merhcat^I 
programs  tnake  thxs  distinction      Medicaid  maximAims  are  statewide  averag^^      Me^irare  mArim^nis  art"  th<> 
hiohost  allowable  charfies  anyvhere  in  the  State     ArJzona  had  no  Ff^noral  Mp^Iic^id  jirf>^,r  vrt  in  W^^t 
Maximum  payment  foi  general  practitioner,  value  for  specialist©  unavaiI,iM** 
^Includes  Maryland  suburbs  ^  *^  1 

^Information  available  only  for  part  of  State  *   ^  -^^ 

^     URCE:     U.S.  Congress.  Congressional  Kesoarcb  Service-  Modicflid  Source  Boot;    Ba<l;&roimd  P.ita  jnd  ArajJ^i*;. 

Kou«e  of  Represeatatives  Coninittoo  on  Energy  ar^d  Cwnmer^e-   Print  lOO^AA  (Washington,  DC  US 

Government  Printing  Offloo*  November  1988),  tables  5-3  and  G-4 
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Physician  Practice  Costs — A  Medii^al  Econom- 
ics survey  of  1987  physician  practice  costs  found 
that  rural  physicians  had  higher  mean  professional 
expenses  than  did  their  urban  and  suburban  counter- 
parts (269).  This  same  surve>'  showed  that  solo 
physicians'  practice  costs  accouited  for  a  percent- 
age of  their  gross  incmne  gre^iter  than  that  for 
physicians  in  group  practice.*®  .American  Medical 
Association  data  indicated  th<^!  median  professional 
expenses  for  rural  G/FPs  were  $14,000  higher  than 
those  for  G/FPs  in  the  largest  urban  areas  in  198S 
(218)- 

Although  surveys  of  physicians  such  as  these 
suggest  rural  practice  costs  are  higher  than  urban 
ones,  other  data  show  per-unit  rural  costs  to  be 
lower.  While  AjMA  and  Medical  Economics  dat^  a  ^ 
based  on  reported  annual  outlays  per  physician. 
Medicare  uses  the  Geographic  Piactice  Cost  In^lex, 
which  uses  per-unit  input  prices  for  the  various 
practice  cost  components  (e.g.,  nonphysician  em- 
ployee salaries,  malpractice  insurance  pretniums, 
equipment  costs),  to  set  fees  for  specific  services. 
These  per-unit  costs  are  generally  lower  in  rural  than 
in  urban  areas  (475). 

Medical  malpractice  liability  insurance  pretniums 
as  a  percentage  of  gross  income  have  inaeased  more 
dramatically  for  providers  of  obstetric  care  than  for 
other  medical  specialties,  although  these  increases 
now  appear  to  be  leveling  off  (figure  12-2)  (36213). 
High  pr^rnns  may  discourage  physicians  and 
CNMs  from  practicing  obstetrics,  particularlj  in 
areas  where  volume  of  cases  is  low,  orwhere  women 
caijjot  ray  the  full  costs  of  care.  (The  impact  of 
rising  malpractice  insurarce  pretniums  on  the  avail- 
ability of  rural  obstetric  services  is  discussed  in 
greater  detail  inch.  15.) 

Dramatic  variations  in  physicians'  malpractice 
insurance  pretniums  exist  among  States.  For  exam- 
ple, in  1985,  annual  premiums  for  OB/GYNs  in 
Florida  (excluding  Dade  and  Broward  Counties), 
Arkansas,  and  North  Carolina  were  $92,830,$18,950> 
and  $15,290,  respectively  (636).  Premiums  in  these 
Sutes  for  general  practitioners  providing  minor 
surgery  were  $16,700,  $3,700,  and  $3,000,  respec- 
tively (636).^^  No  studies  have  been  conducted  to 
date  to  detenmne  the  direct  effects  of  premium 
increases  on  providers'  choices  of  practice  location. 


Figure  12-2— Average  Liability  Insurance  Premiums  as 
8  Percent  of  Average  Gross  Income*  of  Self- Employed 
Physicians  in  Selected  Spec{8ltfes,i>  1982-68 

Percent  of  gro88  mcome 

12  1   -  —  1 

10  ■ 

8  -  ^  -'^ 

6  - 

A 

^  '    a-  - f 

0  4  T-     ---    -r-  -     -  -    r    -     ■       —  V  j 

1^62       1983       1984       1985       1986       1987  1988 
Obaieirics/gynecoiogy 

' '    Internal  medicmd 

fami\y/^en&ra\  practtce 

^dannet  ircomo  plus  mean  professional  expenses 
^^t>oe$  not  loclixte  osleopalhK'  physK^ans 

ijOURGE  OTfiw  Of  i&chnotc>g>  Assessment,  \090.  Oala  from  ML 
Gonzalez  and  0  W  Emmons.  Scdo^cootimfC  Chetractenstfcs  of 
MBdcaS^ti^f^  fddd {Chicago.  II  Ann^ncan  Medtc^  Assocta- 
aon.  1^89).  and  Amencan  Medical  A^soaation.  Gentm  for 
Health  Policy  Research*  Soao^norDK  Charscf^nstKS  of 
M^cal Practjc&  T9a7(ChicaOo.  IL'  1^97) 

Although  more  caallenging  to  translate  into 
purely  econonnc  terms,  certam  other  practice  "costs" 
may  be  higher  for  rural  than  for  urban  physicians^ 
s  ich  as: 

•  longer  work  and  on-call  hours  (figure  12-1 ). 

•  higher  costs  of  maintaining  medical  equipment 
due  to  technician  travel  costs, 

•  difficulty  subsidizing  through  patient  revenues 
the  costs  of  mainiaining  expensive  h"i  mfrc- 
quently  used  medical  equipment  and 

•  lugh  volumes  of  untumpcnsated  caie  for  >ome 
physicians. 


'^PPI^C  rouod  subsuwUAl  d]ffcrcn<;cs  tbc  f]gmc$  reported  by  ilusssir^Cy  diul  oihcns.  L^ndutic^  Uunn^  vai^jt  i^J^  (hi^^^l  -J^ 
p.y^>  figures  a^e  Tor  ^  same  dcgicc  of  coverage 
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Concerns  of  Allied  Health  Professionals^^ 

A  Florida  study  (572)  found  that  the  greatest 
problems  with  the  recrmtmeiit  and  retentioii  ofalUed 
health  professionals  (AHPs)  in  Florida's  small  rural 
hospitals  were  general  short  supply  of  AHPs  and 
difficulty  in  recruiting  AHPs  to  work  in  rural  areas. 
Recommendations  of  the  study  included: 

#  development  of  cross-training  programs, 

♦  recruitment  of  students  from  rural  areas, 

#  development  of  rural  training  sit^s,  and 

*  formation  of  networks  through  which  rural 
hospitals  could  share  the  services  of  certain 
haxd-to-find  AHPs  (572). 

State  licensure  requirements  for  AHPs  were  also 
cited  as  a  barrier  to  rural  recruitment  and  retention 
(572).  Small  rural  hospitals  were  particularly  dissat- 
isfied with  Florida's  licensure  requirements  for 
respiratory  therapists,  laborai'>ry  technologis:s  and 
technicians,  and  radiologic  personnel.  Some  hospi- 
tals indica^  a  need  to  broaden  certain  bcensure 
requirements  to  permit  personnel  to  perform  a  wider 
range  of  functions,  while  other"  recommended  that 
licensure  requirements  be  nartt  ^ed  for  hospitals 
that  provide  a  more  limited  range  of  procedures. 
Some  hospitals  noted  that  practice  regulations  are  ui 
some  cases  too  stringent,  and  that  certain  AHPs 
should  be  permitted  to  function  wjth  less  direct 
supervision.  For  example,  Flonda  law  prevents 
licensed  laboratory  technicians  from  performing 
procedures  (e.g.,  drawing  blood,  platmg  cultures^ 
when  a  licensed  medical  laboratory  technologist  is 
not  physically  present  in  the  room  {572). 

Although  fulfilling  continuing  education  require- 
ments was  cited  as  a  problem  for  Florida's  rural 
AHPs,  hospitals  and  professional  organizations  felt 
that  cunent  requirements  were  appropriate  and 
should  not  be  changed  due  to  the  provider's  location 
(572). 

Multiskilled  AHPs 

Small  rural  facilities  that  have  a  lower  volume  of 
specific  services  may  not  need  full-time  specialized 
AHPs ,  but  they  may  be  required  to  hire  certain  types 
of  personnel  in  order  to  provide  those  services.  For 
example,  a  remote  rural  intermediate  care  facility 
would  be  required  to  provide  limited  diagnostic 


radiology  services  and  medical  laboratory  services, 
but  it  may  be  fiscally  unable  to  hire  both  a  certified 
radiologic  technologist  and  a  certified  medical 
laboratory  technologist.  Purthermon^,  a  fully  certi- 
fied medical  laboratory  technologist  may  be  over- 
qualified  for  work  in  a  facility  that  only  provides  a 
limited  range  of  services.  Ideally,  such  a  facility 
would  hire  a  single  individual  who  was  certified  in 
both  fields,  but  such  individ'ials  are  in  even  shorts 
supply  than  single-skilled  AHPs. 

There  are  two  major  barriers  to  the  use  of 
multiskilled  AHPs.  First,  there  are  few  programs  that 
offer  formal  aoss- training  for  AHPs.  It  is  not  kncwn 
how  many  of  these,  if  any,  are  in  rural  areas.  Some 
hospitals  provide  formal  on-the-job  training  for  their 
multiskilled  AHPs  (424),  but  this  involves  a  com- 
mitment of  resources  that  small  rural  facilities  may 
not  have. 

Seconds  State  licensure  and  regulation  policies  in 
some  cases  do  not  permit  limited  licensure  of  health 
professionals — i  e  » licensure  for  a  narrower  range  of 
skills  than  the  profession  typically  performs.  Return- 
ing to  the  example  above,  the  rural  intermediate  care 
facility  may  not  require  the  f^U  range  of  skills  that 
a  fully  trained  and  certified  radiologic  technologist 
could  offer  Ideally,  the  facility  would  train  a 
certifie<!  medical  laboratory  technologist  to  perform 
a  more  limited  range  of  radiologic  tasks  (e.g.,  simple 
x-rays)  This  solution  wojld  be  feasible  only  if  the 
State  offerexl  limited  licenses  for  radiologic  technol- 
ogists or  had  more  fie'^ible  staffing  requirements  for 
intermediate  care  facilities.  It  is  likely  that  informal 
cioss-training  of  AHPs  has  been  occumng  m  rural 
facilities  for  some  time,  but  in  some  mstances  the 
use  of  such  professionals  may  fall  outside  the 
proscriptions  of  State  laws  and  regulations 

In  its  1989  report,  the  Instimte  of  Medicine's 
Committee  to  Study  the  Role  of  Allied  Health 
Personnel  described  licensure  as  the  "most  restric- 
tive typ*^  of  regulation*'  and  concluded  that  "its 
effectiveness  m  protecting  the  public  has  not  been 
conUusively  demonstrated**  {288).  The  Committee 
recommended  that  States  increase  flexibility  in 
current  licensing  laws  to  allow  more  overlap  in 
scope  of  practice  fot  ^^/me  occupations  and  to  allow 
alternative  routes  to  licensure  {288). 


^    '^Scc  cb.  10  for  a  description  of  allied  health  ptf^fcssioaails 
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SUMMARY  OF  FINDINGS 

Factors  Affecting  Physician  Specialty  Choice 

Unfortunately  for  the  future  supply  of  rural 
physicians,  physicians  are  increasingly  choosing 
nonprimary  care  specialties.  Reasons  for  this  trend 
include  perceptions  that  primary  care  practice  is  less 
intellectually  challenging  and  more  demanding  m 
time  and  effort.  Lack  of  faculty  role  models  m 
primary  care  may  be  an  additional  factor.  Preference 
for  nonprimary  care  specialties  has  also  been  linked 
to  expected  earnings  and  to  high  levels  of  rndebi 
edness. 

Public  medical  schools  produce  a  larger  pro- 
portion of  primary  care  physicians  than  do  private 
schooU.and  some  States  and  regions  saidrelativel> 
high  proportions  of  their  medical  graduates  mtu 
primary  care.  Receipt  of  a  Federal  scholarship  (.e.g., 
NHSOisalso  strongly  associated  vvith  the  choice 
primary  care. 

Factors  Affecting  Location  Choice 

Physician  location  decisions  are  more  depend* 
enton  personal  and  professional  than  on  financial 
factors.  Factors  such  as  preference  for  rural  or  urban 
cving,  availability  of  recreational,  sci.ial,  and  cul 
tural  activities,  adequate  backup  facilities,  opportunit> 
for  professional  consultation  and  continuing  cduca 
tion,  shorter  work  hours,  and  opportunity  for  group 
practice  have  been  identified  as  key  determinants  in 
the  choice  for  rural  or  urban  practice.  Employment 
opportunities  for  spouses  may  also  play  a  key  role  in 
the  location  decisions  of  young  physicians.  Other 
factors  strongly  associated  with  the  decision  for 
rural  medical  practice  include  lower  socioeconomic 
background,  experience  in  the  National  Health 
Service  Corps,  and  participation  in  a  loan  forgne 
ness  program  tied  to  service  obligation 

For  nonphysicians,  job  satisfaction  ts  more 
heavily  influenced  by  professional  autonomy  and 
opportunities  for  career  advancement.  However, 
financial  considerations  may  be  important  m  the 
initial  recruitment  process. 

Personal  and  Professional  Concerns 

Compared  with  urban  physicians^  physidan^  in 
rural  areas  work  longer  hours,  see  more  patitnu 
per  weekt  and  have  more  office \isits  perneeL  Sulu 
practitioners  in  isolated  rural commumtic^  md>  have 
nous  hours,  with  liuie  or     opportunitj  fui 


vacation  or  continuing  education  leave.  These  prob- 
lems may  also  apply  to  MLPs  in  isolated  rural  areas. 
A  strong  preference  for  group  and  salaried  practice, 
most  often  found  in  urban  areas,  has  been  noted 
among  medical  residents.  Studies  examining  the 
impact  of  hospital  closures  on  rural  physician  supply 
HTC  inconclusive  or  conflicting. 

Lack  of  opportunities  for  caree:  advancement  and 
poor  access  to  continuing  or  advanced  education 
ma>  dissuade  nurses  from  choosing  rural  practice 
locations.  For  nurses  already  in  rural  areas,  lack  of 
educational  resources  may  present  them  from  seek 
ing  advanced  nursing  degrees,  thus  stifling  a  poten- 
tial  source  of  rural  nurse  MLPs. 

A  major  barrier  to  the  titilkation  of  MLPs  in 
autonomous  settings  is  the  limited  coverage  for 
their  services  underMedicare,  Medicaids  and  other 
third*party  plans.  Restrictive  State  practice  acts 
can  also  present  barriers  to  the  utilization  of  MLPs 
in  independent  rural  settings.  Although  third-party 
reimbursement  for  MLPs  has  improved  during  the 
past  decade^  it  is  still  limited  to  certain  setting:*,  and 
it  is  usually  indirect  rather  than  direa. 

Recruitment  and  retention  of  some  AHPs  in 
r'jgulated  rural  settings,  such  as  hospitals  and 
nursing  homes^  are  hindered  by  limitations  of  State 
licensing  laws  that  do  not  permit  the  cross- 
licensing  of  AHPs  to  perform  broader  ranges  of 
functions. 

Economic  Concerns 

The  costs  of  medical  and  other  health  professions 
cducaUon  haveri^en  sharply  in  recent  years.  Student 
indebtedness  has  also  increased  dramatic<tll>  and 
particularly  pronounced  for  medical  graduates.  Al<* 
though  there  is  as  yet  no  conclusive  evidence  of  the 
effect  of  indebtedness  on  location  choice,  the 
increasing  preference  among  medical  graduates 
for  salaried  practice  suggests  that  economic  con* 
cerns  such  as  indebtedness  do  play  a  .-ole  in 
practice  decisions,  and  they  may  dissuade  recent 
graduates  from  establishing  private  pra^  s  in 
rural  areas. 

The  average  incomes  of  both  primary  care  physi- 
cians and  rural  physicians  have  increased  more 
a1o^1>  than  those  f^i  other  ph>sicians.  Based  on  the 
limittd  information  available,  it  appear:,  that  phy 
siuans  in  rural  practice  care  for  a  larger  percent- 
age ofMtJitare,MeditaiJ,anJuninsurtJpaticnti 
than  their  urban  counterparts.  TIiu^  the>  ma>  be 
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penalized  by  low  reimbursement  rates  (particularly 
for  Medicaid  patients)  and  higher  volumes  of 
uncompensated  care.  In  addition,  many  ''intangi- 
ble'* costs  may  be  greater  for  rural  than  for  urban 
physicians  (e.g.,  longer  work  hours  and  costs  of 
maintaining  infiequently  used  eqtkipment). 

It  remains  unclear  to  what  extent  rising  mal< 
practice  insurance  costs  are  affecting  the  outmi- 
gration,  immigration,  or  practice  of  rural  health 
professfonals.  Obstetric  care  providers  face  particu- 
larly high  premiums.  Premiums  have  inaeased 
rapidly  during  the  last  decaf^e,  but  they  are  now 
beginning  to  stabilize.  The  impact  of  the  *'habUi(y 
crisis''  may  be  greater  on  rural  than  on  urban  areas 
due  to  lower  caseloads  among  rural  practitioners  and 
higher  proportions  of  lowei  paying  patients. 


FA&  and  nurses  in  ^mallei  communJljs  have 
lower  incomes  th?'^  ihose  in  larger  cummunities,  but 
it  is  not  clear  to  what  extent  these  differences  reflect 
cost  of  living  or  other  factors. 

Low  operating  margins  make  it  difficult  for  many 
rural  health  facilities  to  compete  for  AHPs  and 
nurses  in  the  national  labor  market  by  raising 
salaries  and  offering  other  incentives.  In  addition, 
licensure  requirements  can  limit  the  use  of  multi- 
skilled  AHPs  in  small  rural  facilities  tha'  neither 
need  nor  cin  afford  to  employ  several  AHPs  to 
perform  separate  fimctic^s. 
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Chapter  13 

Strategies  To  Recruit  and  Retain  Rural  HeaUh  Professional 


INTRODUCTION 

Faced  with  threatened  or  actual  shortages  of 
health  care  professionals,  raral  conununitics  re 
spond  by  attemptii^  to  retain  existing  professionals 
and  recruit  new  ones  (box  13-A).  The  economic* 
geographic,  and  social  disadvantages  of  some  r^iral 
areas,  however,  contiiiue  to  limit  their  abilit)^  to 
compete  effectively  for  health  professionals.  Tlie 
previous  ch^ter  examined  factors  that  may  influ- 
ence the  specialty  and  location  decisions  of  health 
professionals.  This  chapter  examines  and  evaluates 
various  strategies  that  have  been  used  to  recruit  and 
retain  health  professionals  in  rural  areas.  These 
include  focused  educational  strategies  (e.g.,  prinary 
care  and  riral-oriented  health  professions  educa- 
tion), str;^.^gies  to  reduce  professional  isolation 
(e,g.,  telecommumcations  networks  for  rural  health 
personnel),  strategies  to  address  economic  concerns 
(e.g.,  improving  reimbursementto  rural  and  primary 
care  physicians),  and  targeted  suategies  for  the  most 
severe  shortage  areas  (e.g.,  service-contingent  loans 
and  scholarships  and  the  development  of  ^^atelhte 
clinic  networks). 

EDUCATIONAL  STRATEGIES: 
PREPARING  HEALTH 
PROFESSIONALS  FOR 
RURAL  PRACTICE 

This  section  examines  educational  strategies  to 
recruit  and  retain  rural  health  professionals  and 
describes  Federal  programs  that  may  contribute  to 
such  strategies.  It  a^o  describes  specific  projects 
that  do  not  necessarily  receive  Federal  funding  but 
n*ay  be  models  for  new  or  expanded  Federal  and 
State  initiatives. 

Medical  Education  Strat(f  y.c:> 

Special  experiences  during  medical  education  can 
have  a  strong  positive  influence  on  physician^^ 
decisions  ti>  practice  prmiax}'  care  dr^d  to  practice  in 
SiTmalw^c^  {72  J  65  ^12,442,443^76),  ITieseexpen- 
ences  include  pnmaiy  care-orientc^i  undergr^iduatc 
curricula,  rural  preceptoi^^hjps  and  residency  iota- 
tions,  and  other  types  of  decentralized  educational 
T^iodeis.  The  true  mipact  of  paiticular  educational 
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interventions  on  physicians'  choices  of  specialty  and 
practice  location  is  difficult  to  detennine.  Many 
piograms  that  u$e  such  interventions  however, 
place  a  large  percentage  of  their  gradaates  in  rural 
pia.u^  bileh.  Available  evidence  suggests  that 
comprehensive  programs  are  more  successful  than 
brief  rural  preceptoislups  or  iesidenv.>  rotations  in 
influencing  the  decision  for  nual  or  primary  care 
practice  (150). 

In  addition  to  providing  targeted  funding  to  health 
professions  training  programs*  the  Federal  Goveni- 
ment  hew  ^Iso  sponsored  a  number  of  student 
assistance  programs,  including  the  Exceptional  Fi- 
nancivi  Need  Scholarship  Program*  the  Health 
Professions  Student  Loan  Program,  and  the  Health 
Education  Assistance  Loan  Program.  Hie  Federal 
Government  also  provides  student  assistance  indi- 
rectly through  traineeship  grants  to  educationii 
institutions  (sec:  ch.  3,  table  3-1).  These  programi 
affectboth  urban  and  rural  students,  but  information 
regarding  the  numbers  of  rural  participants  is  not 
available.  The  Health  Careers  Opportunity  Program 
and  other  pi  ograms  administered  throtjgh  the  Bureau 
of  Health  Profe.  sion's  (BHPr's)  Division  of  Disad- 
vantaged Assistance  have  supported  training  for 
more  than  50,000  disadva^^mged  and  minority  stu- 
dents since  1977  {675).  These  programs  have  effec- 
tively encouraged  disadvantaged  and  minonty  stu- 
dcnt.s  to  enter  healtli  professions  naining  programs 
and  helped  retain  them  in  such  progrp^s. 

Un^iergraduate  Iviedical  Edu^ration 

The  Federal  Rt/le — Federal  support  of  u^ider- 
^jiaduaie  primary  vdre  medical  education  is  linuted 
to  family  practice.  Section  780  of  the  Pubbc  Hialth 
Service  Act  authorizes  ^ants  to  establish,  m*i^tai^. 
and  improve  departmenu  of  family  medicine  m 
medical  sciiools.  Funding  under  this  section  de- 
creased by  30peicent  between  1981  and  1988  (from 
$9.5  million  to  $6.6  million)  (671). 

Examples  of  Rur^l-Orienkd  Vnder^raJuak  Pro- 
graitn^—Some  schools  require  student:)  to  parti^i 
pate  in  rura^  oriented  training.  The  University  of 
Nebraska  Schoo*  ot  MediLint  requires  an  8-ueek 
rural  preceptorship  dtjing  the  junior  or  senior  y^^, 
where  students  work  in  a  rural  medicJ  practuc 
under  the  supervision  of  a  local  ph>^ician  **prccep- 
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Box  13*A — Wanted:  Rural  Physician 

Parkers  Prame*  Minnesota:  lathe  summer  of  1989,  the  district 
hospital  in  the  fanning  town  of  Parkers  Pra'xie,  Minnesota 
(population  917)  offered  a  $5,000  mwaid  to  anyone  who  could 
find  a  family  pTactitioner(^72),  A  wanted''  p^ister  and  a  cover 
letter  were  sent  to  evety  doctor  and  meuical  student  in 
Minnesota,  Nebraska,  North  Dako'^i,  and  Sou'h  Dakota;  the 
poster  was  put  up  m  strategic  places  Faik^>^  rtairie  to 
Minneapolis,  advertising  the  $50,000  to  $75,000  petition  {472), 
The  bounty  and  advertised  salary  were  apparently  not  hi^ 
enough,  and  after  several  months  the  hospit^  was  forced  to  hire 
a  recruiting  firm  {581),  The  firm  will  charge  from  $12*000  to 
$20,000.  regardless  of  whether  it  succeeds  in  folding  a 
[^ysiciun.  and  is  urging  the  hospital  to  incrtase  the  salary  to 
$125,000  {58l\  As  of  March  1990,  Parkers  Pmirie  still  had  not 
found  a  physician.  It  had  also  lost  its  adniintstrator  to  a 
neighboring  hospital  that  offered  a  better  Sdlary  and  benefits 
{58iy 

The  21*bed  hospital's  sole  [^ysician  reports  that  the 
hospital  is  heavily  in  debt  and  is  in  imminent  danger  of  closer 
(5$)).  With  thr^  physicans^  the  hospital  might  be  able  *o 
g^erate  enough  patient  revenue  to  survive.  The  presence  of 
larger  hospitals  in  neighboring  communities  may  also  contribute  to  tli^  hospital's  financial  difficulties  by  drawuig 
loca'  patients  away  If  the  hospital  does  close_  its  physician  plans  to  remain  in  the  community  ui  pnvate  practice, 
referring  patients  lo  a  hospital  20  miles  av'  ■  \58l). 

According  to  a  survey  conducted  by  the  Minnesota  Hospital  Association.  78  percent  of  Minnesota's  rural 
hospitals  were  actively  recmiting  [rfiystcians  in  1989  {173\  Like  Parkers  Prauie,  few  of  them  were  successful;  on 
the  average,  hospitals  had  been  searching  for  17  months  (l73)* 

Delta*  Utah'  The  administrator  of  a  medical  center  in  the  desert  town  of  Deltai  Utah  (populauon  8*000}  also 
resorted  to  a  bounty  system  to  find  a  [^ysician.  One  of  the  fown*s  three  physicians  had  left,  anddimng  the4  months 
without  a  replacement,  the  other  two  doctors  w^  *'worke<i  to  death"  {259),  After  professional  recruitment  firms 
failed  to  find  a  physician,  the  administrator  enlisted  the  entire  Delta  commumty  ui  the  search,  offering  $5^000  as 
finder's  fee  for  a  family  practitioner  who  would  agree  to  practice  in  Delta  for  at  least  3  years.  The  community 
Succeeded,  All  three  altiactivc  candidates  who  emerged  withui  2  months  after  the  bounty  was  announced  wer* 
relatives  of  Delta  residents  The  reward  went  to  a  man  whose  father-in-law  agreed  to  move  his  general  practice  from 
SUdell*  Louisiana  to  the  Utal:  town  in  September  of  1989  (259).  Slidell.  a  community  of  over  12*000  residents* 
remains  adequately  served  by  13  primary  care  p^ysicians  {156). 
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tor/*  A  survey  of  past  participants  found  tfi^it  the 
preceptorship  had  been  a  stgtiificant  faclor  in  the 
cttoice  10  enter  residencies  in  a  primary  care 
specialty  (72).  The  KirksvUle  College  of  Osteo- 
pathic M^'Jicine  in  Kirksville,  Mi-'jouri  requires 
senior  students  to  complete  a  4*month  notation  in  a 
rural  <*»tcflite  clinic  {165),  The  clinics  are  located  in 
ei^t  coiiununities  that  have  no  resident  physician, 
'jid  students  are  supervised  by  faculty  preceptors 
who  visit  each  site  d^y.  The  rural  cUnics  experience 
was  found  to  be  the  most  influential  factor  m  the 
choice  forrural  p''^c*ice  location  among  graduates  ol 
the  college.  Other  factors  associated  'vttii  the  choice 
of  a  nu^l  practice  location  were  nirai  origin  and 


experiences  with  preceptor  faculty  U65^  At  the 
University  of  New  Mex'co*  all  medical  students 
must  spend  at  least  1  month  of  clerkship  time  m  a 
rural  area  (573). 

Other  schools  off^r  niral-onented  training  on  an 
elective  basis*  The  Universiij  of  New  Me\icn 
School  of  Medicmc  offers  a  special  Pruiiary  Cart 
Curriculum  track  s*n  alternative  ihe  more 
traditional  curriculum  (5/3).  The  special  cumculum 
emphasizes  self-directed  learning  and  pafient  {irob- 
1cm  analysis  iti  order  to  betier  piepar^^  tire  physician 
to  practice  with  confj*j?ntc  in  remote  settrng*;  wh^*re 
tidined  consultants  may  not  be  iiv<iiiaHe  During  tht 
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Box  13*B~Th€  WAMl  Program 

In  1971,  the  ^^T^'aihuigt^m-Alaslu-Momand- 
Id^o)  Program  Wd&  estiibhMied  to  impruvc  the 
geographic  distribution  of  physicians  within  oic 
four  State  area,  whiji  encompasses  almost  one 
fourth  of  the  total  land  mass  of  the  United  States 
Hie  University  of  Washir^ton  in  Seattle*  having  the 
onl>  medical  schooL  in  the  entiie  region,  agreed  to 
accept  20  students  eaji  from  Montana  and  Idahu 
and  10  students  fifom  Alaska  iiKo  each  year's 
medical  school  claS;,  In  1975^  the  program  was 
decentralized  in  order  to  f^irther  'mprove  distnbu 
ticn  of  geneia'/famiiy  practitioners  throughout  the 
region.  Hie  fir^t  2  years  of  ti'aining  are  now  taken 
at  the  University  of  Washington  School  of  Midi- 
ejtne  inSeattle  and  at  smaller  institutions  such  as  the 
Universi^  of  Alaska  at  Fairbanks  and  Montana 
Slate  University  in  Bozeman.  Dunng  the  thud  and 


first  year  of  study,  a  student  spend:*  a  full  4  months 
in  a  rural  area  of  the  State  under  the  direction  of  an 
approved  preceptor,  learning  what  it  is  like  to  live 
and  work  in  arural  area  (57J).  Thirty-one  percent  of 
the  students  in  the  special  ^ack  have  chosen  famil) 
practice  as  a  specialty,  compared  with  1 0  percent  of 
students  in  the  tiadidonal  tiack  {353). 

Another  example  of  an  elective  prograin  the 
Rural  Physician  Associate  Program  at  the  Uni\erMt} 
of  Minnesota  Medical  School.  Created  in  1970»  the 
program  provider  a  9-  to  12-month  rural  clinical 
I^eceptorships  for  third-year  medical  students  \702 ). 
Of  all  former  program  students  m  practice  m  1986» 
57  percent  were  in  communities  of  iO,OOu  or  fe"*er 
residents.  The  program  has  played  a  major  role  in 
improving  the  primary  care  physician-to-population 
ratios  in  Minnesota's  rural  (nonmetropolitan)  coun 
ties.  Studies  comparing  program  and  nonprogram 
r^i'i^nts  at  the  medical  school  indii:ate  that  students 
participating  in  the  program  have  higher  levels  uf 
confidence  in  behavioral*  surgical,  verbal,  and 
interpersonal  skills  than  do  nonpartiupat'ng  stu- 
dents, as  well  as  higher  degrees  of  computer  la^facy 
(702). 

lb  reduce  isolation  and  improve  the  quabty  of 
education  received  by  studeuts  at  remote  tra)  dng 
sites,  schools  can  use  telecommutiicauuns  networks 
to  link  these  sites  directly  to  the  sponsoring  institu- 
tion. For  example,  the  University  of  Utah  School  of 
Medicine^s  rural  family  practice  precepiorjihip  pro- 
gram  uses  microcomputers  to  provide  students  in 
remote  sites  with  the  opportunity  to  conduct  active 
medical  literature  searches  (235).  Participating  stu- 
dents reported  feeling  less  concerned  about  their 
ability  to  keep  up-to-date  on  the  latest  medical 
knowledge^  and  felt  more  confident  in  their  own 
skills  (235)} 

In  addition  to  providing  rural  clinicdl  training 
opportunities,  some  schools  have  decetitraUzed  the 
most  basic  components  of  medical  educcjtion  in 
order  to  influence  the  location  choice  ^  of  their 
graduates.  Perhaps  the  best  known  example  of  a 
decentralized  ir^dical  education  program  is  the 
WVMI  program  (see  box  I3-B).  Since  the  program 
began  in  1975 .  it  has  largely  achieved  its  original 
goal  of  improving  ftie  geographic  distribution  of 
physicians  in  the  four-f*  \te  area.  A  recent  i^tudj 
showed  that  23  percent     graduates  with  VvAMl 


^This  project  vm  huadcfi    pf  *  by  tbc  NatMiiw^  \it>rary  o(  Mcilicinc 

rIc 


fourth  >ears,  or  the  'cLnical  phase' "  of  the  pro- 
gram, all  ^dents  participate  in  i^lerkihips  m  family 
practice,  internal  m<xlicine»  obstetrics  and  gynecol 
og>,  pediatrics,  and  psychiatry  in  Seattle  as  v/ell  as 
in  17  more  remote  towns  throu^ut  the  WAMl 
region.  Graduate  residents  in  family  practice,  pedi- 
atrics, internal  medicine,  and  psychiatry  at  the 
University  of  Washington  also  rotate  service  in 
r^ral  areas  throughout  the  WAMl  region  (4). 

A  stud>  of  42  WAMl  alunini  practicirig  in  Alaska 
m  1986  (77.^)  found  that  52  percent  were  practicing 
in  small  towns  and  91  percent  were  in  faifilly 
practice,  "ilic  amount  of  time  spent  in  Alaska 
clerkships  positively  correlated  widi  the  number  of 
graduates  choosing  to  practice  in  small  Abskan 
Towns.  Of  graduates  in  small  towns.  36  percent 
sported  that  without  the  WAMl  program  they 
woukl  have  been  unable  at:^..d  medical  school 
(179). 


program  experience  were  practicing  in  rural  areas  in 
1981j  compared  with  13  percent  uf  all  U.S.  physi- 
cidi^  Of  graduates  '^ith  WAAil  experience^  61 
peTi.eDt  were  in  primary  care  practn^e  (fdm**^ 
liractice*  general  practii^Cf  general  internal  rr^dicine, 
or  £,eneral  pediatrics)*  (.ompared  with  35  percent  uf 
all  U.S.  physicians  (4). 

Selective  Adirissiim   of  Rural  Siudmh—,\n 
<  ther  6trateg>  used  K  i»ome  medic^J  i>chuoU  is 
i^^Iective  recruitment  uf  ijtjdentA  pre^hspo^ed  to 
rural  prai^ticc  (e.g.,  students  \^  itli  rural  bacl.gruund^). 


3C0 


338  •  Heaitk  Care  in  Bural  Ame'^ica 


Medica^  schoo'^  that  have  changed  admission  poli- 
cies lo  favor  rural  students  have  increased  the 
number  of  giaduates  who  chose  rural  andunderserv- 
ed  practice  (154^75,498,499).  For  example,  grstd- 
uates  from  the  Physician  Shortage  Area  P^gram  at 
JeffeiSoD  Medical  College  in  Philadelphia,  vvhich 
recriMts  such  students,  were  7  to  10  dmes  more  likely 
than  other  graduaies  lo  practice  family  medicine  in 
rural  or  imderserved  areas  (499), 

A  study  of  the  rural-oriented  pnmaiy  caremedical 
school  curriculum  at  Michigan  State  UnivejiJity's 
Upper  Peninsula  canjpus  fo^ind  that  most  Upper 
Peninsula  graduates  were  themselves  from  rural 
areas  (100).  Graduates  were  more  likely  than  their 
'  'down  stale' '  counlerparts  to  choose  rural  practice 
and  family  practice  (100)  At  die  Kirksville  College 
of  Osteopathic  Medicine  in  Missouri,  about  50 
percent  of  the  students  who  graduated  between  1930 
and  1984  came  from  lowns  of  fewer  than  25,000 
residents  (165)  In  1981,  students  from  smaller 
lowns  were  much  more  likely  than  studenis  from 
larger  towns  to  be  practicing  in  rural  areas  (16S), 

Unfortunately,  rural  yo^ith  may  be  discouraged 
from  choosing  a  medical  career  because  of  poorer 
secondary  educational  resources  in  some  rural  areas 
(325)  or  because  of  Ihe  high  t.osts  ot  medical 
education.  As  noted  in  chapter  12,  the  proportion  of 
enrolled  medical  students  who  are  from  rural  aieas 
decreased  by  almosi  one-third  between  1978  and 
1986  (500), 

Graduate  Medical  Education 

The  Federal  Rok — The  Federal  Governmenl, 
through  the  Medicare  program,  furds  graduale 
medical  education  (GME)  m  all  specialties  by 
reimbursing  hospitals  for  costs  associated  \^ith  such 
e;lucation.  In  addition,  the  Federal  Governmer" 
Subsidizes  both  undergraduate  and  gradual^  primaiy 
care  training  programs  and  demonstration  projects  in 
rural  areas. 


Medicare  reiriibur&ed  hospitals  approximately  $3 
billion  in  1988  (672)?  Recent  and  proposed  reduc- 
tions in  Medicare  reimbursement  for  GME  costs 
(/ 38)  have  caused  particular  concern  among  primary 
care  residency  programs.  Studies  have  shown  that 
famil>  practice  (FP)  residency  programs — especially 
those  in  ambulator^  care  settings— cannot  usually 
cover  tht^ir  cosb  through  patient  care  revenues 
(128439^05,464),  Reduced  funding  may  lead  hos- 
pitals to  reduce  the  number  and  size  of  their 
residency  programs;  if  so,  those  programs  most 
likely  to  be  di  -continued  are  primary  care  residen- 
cies, which  contribute  the  least  to  hospital  revenues 
(113.138), 

Critics  of  the  current  medical  education  system 
have  recommended  that  more  primary  care  specialty 
training  programs  be  moved  to  the  ambulatory  care 
netting,  where  most  primary  care  medical  practice 
occurs  (338J52L606),  Development  and  mainte- 
nance of  anovulatory  care  training  programs  would 
probably  require  further  targeted  funding  to  help 
offset  some  of  their  additional  costs.^ 

Federal  funds  to  encourage  the  production  of 
primary  care  physicians  have  decreased  consider- 
ably over  the  past  decade.  Federal  grants  to  i^P 
residencies  decreased  by  25  percent  from  1980  to 
1988.  bom  $27.1  miUion  to  $20.2  million"^  i676). 
Federal  grants  to  general  internal  medicine  and 
general  pediatric  rc&idency  programs  decrea,sed  by 
28  percent  during  ^lic  sam*.  period,  from  $19-3 
n  llion  to  $13,9  mil?ion  (68)} 

The  Omnibus  Budget  Reconciliation  Act  of  1987 
(OBRA  87r  authorized  a  program  tofund  four  Rural 
Health  Medical  Education  Demonstration  Projects. 
Under  this^  program,  hosp^tak  sponsonng  residency 
program^  <*pply  grants  to  develop  I-  to  Jl  month 
clinical  experiences  at  small  rural  hospitals  for 
physicians  who  have  completed  1  year  of  ^'esidency 
training.  Participating  rr^dcnts  receive  stipends  and 
benefits  based  on  the  reimbursement  rate  of  the 


^rtits  amouni  inclarfcd  aw^ly  $1  biUton  m  direct  costs  %  -  tcachjog  tpsti,  rcsitlcnfcs'  ^alancs,  administrattve  expcascsJ  and  just  ovci  S3  biHion  m 
mditcct  coste  (adfUuonal  operaitug  costs  assumed  to  be  associated  weh  the  tcachii^  funcuon — t  g  -  *ncieased  use  of  ancillary  service$P  inci^ased  <ost 
of  high  tech  tesoog  and  tr^tfl^tit  faciliiies) 

'Certain  GME  costs  may  be  higher  in  acabulaiory  car*  settings,  due  to  ddfet^.i,^  in  the  togiitiLS  of  teaching  mihcsc  settings  Fof  cjimnpJc,  Icwcr 
Stu/rats  nifly  be  involved  in  ao  ambulatory  visit  than  during  a  lengthier  bv^$|Jita]i/aiiOfu  and  the  tiKieascd  iliu.ition  of  ambulatory  vi$](s  due  to  $(udcot 
iiivolvctticni  may  decrease  th;:  (Dxalpatiem  volume  of  Ihe  facJ^^  Befote  l98t>.  Medicate  only  reimbursed  Jot  ouipaiicnt  care 

'xlucatton  if  It  was  provided  in  bospttflls  Hic  Omnibus  Budget  Rccoociliauon  Act  of  J9]^6  tPuHiL  Law  99>^509j  bri^dcucd  reimbursement  to  tncJudc 
educaiioofll  costs  many  outiMi'^'nt  care  settings  wbcre  a  hospitaJ  incurred  "aJl  or  substanliall^  all'  of  the  naming  cost 

^Funding  is  autborucd  under  secMoii  7S6(a)  of  the  fublit  Health  Service  A-;!  Figures  do  not  uitJu<lc  funding  for  facuHv  <levclopmcni  piojtficis 

^Funding  is  auihotiMd  undtt  Sec-ion  1%A  of  the  Public  ileatth  Service  Act  Figures  do  not  ttu-ludc  funding  tor  t^cuity  devciopmcm 
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Sponsoring  hospital  rather  than  that  of  the  small  niral 
hospital,  and  payment  to  the  sponsoring  hospital  is 
adjusted  for  additional  costs  unique  to  the  program, 
Tlie  demonstration  objectives  are  to  determine 
appropriate  components  for  rural  residency  pro- 
grams and  to  show  how  such  programs  can  be 
duplicated  in  other  areas  at  minimal  cost.  The 
Omnibus  Budget  Reconcihation  Actof  1989  (OBRA 
89)^^  expa"ied  the  number  of  demonstration  projects 
to  10.  Projects  began  in  mid-1989  and  last  for  3 
years. 

Examples  ofRural-OrientedGraduate  Programs — 
A  unique  program  in  Montana,  a  State  v/ith  no  FP 
residency  program  of  its  own,  provides  sateUite 
rotations  in  rural  Montana  communities  for  FP 
residents  from  about  ^  out-of-State  programs 
Participating  residents  complete  their 
rotations  imder  the  supervisior  of  board-certified 
physicians.  The  prograii.  ha5  not  only  enabled 
Montana  to  attract  residency  graduates  from  other 
States,  but  it  has  also  helped  to  improve  the  * 
geographic  distribution  of  physicians  within  the 
State  {442443). 

A  pediatric  residency  program  at  ^  medical  center 
in  Hanover,  New  Hampshire  places  medical  resi- 
dents in  rural  pediatric  practices  viewed  as  *'teach- 
ing  laboratories/  where  they  are  exposed  over  a 
S-year  period  to  various  aspects  of  rural  practice-  Of 
the  first  14  residents  to  complete  the  program.  12 
were  in  primary  tare  practice  in  1985  and  8  were 
practicing  in  rural  IcTatjons  in  various  Slates  {309). 
A  general  surgery  resjtv.^'^ncy  program  at  Uie  Univer- 
sity of  Louisville  m  Kciitucky  provides  optional 
rotations  in  nu-al  areas,  A  survey  of  physicians  *;yho 
graduated  from  the  program  between  t9"^and  19S1 
found  that  a  significantly  larger  percentage  of  those 
who  were  practicing  in  rural  than  in  urban  arcis  hud 
participated  in  the  optional  rotdLions  ^57) 

A  program  Lunched  in  1^9  a  the  Maish^tli 
University  School  of  Medicine  allows  FP  re:>identi 
to  take  1*3  years  out  of  their  training  to  piactice  in 
mderservcd  conununitic  ;vhile  earning  mastci:>' 
degrees  in  community  health.  The  pjogiam  diret^lur 
believes  that  '*thi  prcgiam  hdi>  aci^uunted  for  muic 
years  of  phjMcian  scrvai^c  in  underserved  areu^  of 


Webt  Virgima  than  an>  progiam  be:>ide:>  the  Na 
tional  Health  Service  Corps*'  (533). 

Decentralized  residency  programs  also  provide 
unique  opportunities  for  faculty  and  can  contribute 
to  die  well-being  of  both  sponsoring  and  local 
[lospitals,  A  rural  teaching  practice  operated  through 
the  Department  of  Family  Medicine  at  the  State 
University  of  New  York  at  Buffalo  is  composed  of 
a  four-physician  group  practice  serving  two  rural 
communities  (529).  TTie  four  physicians  are  full- 
time  faculty  at  the  universinr.  and  the  group  practice 
provides  unique  nu^al  educational  experiences  for 
medical  students,  residents,  and  fellows.  The  prac- 
tice more  than  co\'ers  its  anrual  costs,  represents  a 
substantial  portion  of  the  primary  care  referral  base 
at  the  university  teaching  hospital,  and  has  contnb- 
uted  to  stabilizing  the  occupancy  rates  of  local  rural 
hospitals  (529). 

Educational  Strategies  For  Other 
Health  Professionals 

MidlocI  Practitioners  (\SLPs) 

The  Federal  Hole — The  Federal  Government  has 
supported  PA  trainiiig  programs  for  nearly  two 
decades  (table  13-1),  Since  a  m^or  decline  in  1982, 
funding  has  remained  relatively  stable,  Approxi- 
niately  three-fourths  of  the  52  PA  training  programs 
in  operation  in  1989  received  Federal  support  (192). 
Some  of  the  federally  funded  PA  programs  have  a 
rural  focus,  and  all  are  mandated  to  encourage  their 
graduates  to  practice  in  healtli  personnel  shortage 
areas.  Continued  suppoii  of  PA  training  programs* 
particularly  those  with  a  rural  orientation,  is  likely  to 
have  a  positive  effect  on  rural  PA  suppJy. 

The  Federal  Guvernfr;ePt  al^u  i^upporti  the  truia 
iR^  of  certified  nurse-mid  a  ives  tCI^l^^  nar^ 
praU^tionerh  ^NPs),  and  certified  registered  nui^ 
anesuietists  (CRNAs)  dirough  the  Nurse  Pract^ion- 
er  and  Nurse  Midwifery  grant  program  and  the  Nurse 
Ane:^thetiSt  Trainceship^  and  Progianu  gianfe  pro- 
graiTi,  Although  th^se  prugi^m^  are  n^a  entirely 
Jedivated  io  the  U^hxing  of  students  for  rural 
puaice*  the>  do  fund  some  n^al  focused"  piujea^ 
Funding  for  the  Nur.^e  PractUionei  and  Nuit>e- 
Mjdvvifery  gr.tnt  progr^im  i^hanged  btue  bciueen 
!980and  1990-  from  $13.0  rrulUn  (u$13,4!mIhoR 
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Table  13-1 —Federal  Support  for  Physician  Assisia.^t  Training  Programs,  Fiscal  years  t972-l969 


Total  ni^«r 

Autbotity** 

Fiscal  Year 

Aniount  funded 

0£  programs 

HKElA  Contracts 

1972 

$  6j 090*109 

40 

Section  774(&> 

1973 

£    AAA  nnn 

39 

1974 

8.129.252 

43 

1975 

5 1 994 , 002 

40 

197S 

6.247.203 

41 

S.^ttion  70l<e) 

1977 

$  a. 171. 441 

39 

197*1 

8,685,074 

42 

Section  783(a)(1) 

1979 

8,453.666 

42 

19B0 

8.262.968 

43 

1981 

8.019.000 

40 

1982 

4.7  52.00r 

34 

1983 

4.752.0OJ 

34 

19&4 

*,;l4,e50 

34 

1985 

4.442. :?6 

37 

1986 

4,548.0^0 

36 

19&7 

4,275.0t0 

36 

L9B8 

4.549.973 

37 

Sections  701(8)  and  7aa(d) 

1989 

4.452.00L 

38 

*  P^tblic  :i©«lth  Service  Act. 


SOURCE-  \S       Depertnent  of  Health  and  Human  Sp'vlce^    Hea'  h  Resources  end  Services  Administration.  Eureau  Of 
UrtLth  Professions.  PhYstcian  Assistant  Program  Flies,  fiockvllle.  MD.  August  1989  ^ 


(table  3-1).^  It  funded  11  rural-focused  NP  projects 
and  one  rural-focused  nurse-midwife  project  in 
fiscal  year  1988.  Most  of  the  grantees  were  family 
practice,  primary  care,  or  geriatric  care  NP  traioing 
programs  providing  rural  clinical  experience;  and 
rural-oriented  ciirriculafor  their  students.  Of  the  208 
NP  training  programs  operating  in  1984,  almost 
one-half  received  some  support  from  the  Federal 
Government  (671).  The  Nurse  Anesthetist  Trainee- 
ships  grant  program^*^  received  $1,1  million 
appropriations  in  1990,  an  increase  over  1989 
appropriations  (sec  table  3-1).  The  number  of  rural 
programs  funded  is  not  known. 

Examples  of  Rural-Oriented  MLP  Training 
Programs — NP  and  PA  training  programs  with 
rural -oriented  curricula  have  been  highly  effective  in 
placing  their  graduates  in  rural  and  underserved 
communities  (209^0^37^09^35),  Some  of  these 
programs  selectively  recruit  students  who  alieadj 
have  job  Commitments  in  the  local  area  once  their 
training  is  completed.  A  certificate-level  NP  training 
program      East  Carolina  University  in  North 


Carolina  h^is  betn  very  successful  in  placing  gradu- 
ates in  rxiral  practice  (ii7).  A  similar  program  at 
Georgia  Southern  College  has  also  been  successful 
(see  box  13-Q*  The  Primary  Care  Associate  Pro- 
gram based  at  Stanford  University  and  Foothdl 
College  in  California  trains  PAs  and  NPs  to  provide 
services  in  medically  underserved  areas  (2S0),  The 
program  has  community-based  trainmg  sites  that 
recruit  their  own  students  locally  and  have  suc- 
ceeded in  retaining  over  70  percent  of  their  graduates 
in  the  local  areas  (230), 

Decentralized  education  programs  have  been 
hailed  as  highl>  effective  means  of  mfiproving 
recruitment  dr.d  retention  of  MLPs  and  otl^^r  health 
professionals  in  rxiral  areas,  but  die  degree  of 
decentralization  re<4iured  has  been  debated  {2^0), 
Completely  decentrahzed  programs  (he,,  those  that 
provide  aT  components  of  the  educational  proi^es^at 
the  remote  site)  have  higher  operatmg  costs  than 
those  that  decentralize  only  the  terminal  {ot  clmtcal) 
phase  of  training,  and  they  may  not  be  any  more 


^*Pundmg  is  autboriwd  under  Section  822(a)  of  ihc  Publjc  Health  Service  Aci 
^UDdi0g  IS  autborized  uiidcf  Section  S3I  of  ihc  PMtc  Health  Service  Act. 
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Box  13-C— Example  of  a  Rural-Oriented 
Training  Program  for  Nurse  Practitioners 

Georgia  Southern  CoUege's  certificate  program 
for  family  nurse  practitioners  (FNPs)  emphasizes 
development  of  strong  generaitst  skiUs  and  an 
understanding  of  cultural  and  health  caie  beliefs  of 
rural  populations  in  southeast  Georgia  {209).  It 


provides  rural  ciinical  experience  under  the  supervi- 
sion of  feculty  experienced  in  niral  practice.  Adini^- 
sions  policies  &vor  stud^ts  livmg  or  practicmg  m 
rural  arcas,  or  who  have  expressed  a  commitment  tc 
practice  in  rural  areas  on  completion  of  the  pro 
gram.  Of  the  75  FNPs  who  graduated  &om  1981  to 
1988, 74  percent  were  working  in  medically  under- 
served  rural  areas  in  1988,  pioviding  care  to 
populations  characterized  by  low  mcome,  low 
education,  and  high  mortality  rates.  A  1985  survey 
showed  that  over  90  percent  of  program  graduates 
were  still  in  Geoigia,  and  83  percent  were  employed 
as  NPs  (Z09r535y  TTiis  program  received  Federai 
grant  firiding  from  1982-87,  without  which  the 
continuation  of  the  program  would  have  been 
**hlglily  unlikely"  (209^35). 

The  program  has  had  difficuhies  recruiting 
students  in  recent  years  due  to  a  change  in  the 
American  Nurses*  Association  (ANA)  ceitification 
poUcy  009).  Beginning  in  1992,  the  ANA  will 


effective  at  retaining  graduates  in  those  areas 

A  new  barrier  to  the  recruitment  of  rural  nurses 
into  NP  programs  is  the  recent  change  in  Ammcan 
Nurses  Association  (ANA)  NP  certification  policy. 
The  ANA  now  requires  a  bachelor's  degree  for  NP 
certification  (263).  Jh  States  tha*  require  ANA 
certification  for  NP  practice,  decentralized  training 
programs  tha*  recniit  local  nurses  may  not  be  viable 
due  to  aielative  lack  of  registered  nurses  (RNs)  with 


bachelors'  degrees  in  rural  areas  (see  table  10-43, 
box  13-CX 

Nurses 

Rural  experience  during  basic  training  may  help 
to  better  prepare  nurses  for  general  hospital  as  well 
as  rural  practice.  Nursing  students  participating  in 
elective  rural  rotations  report  that  these  experiences 
are  more  valu^-ble  than  those  available  In  urban 
facilities  because  ihe>  allow  students  to  practice  a 
ftider  range  of  skills  Aith  a  greater  degree  of 
independence  (482).  Nursing  students  in  a  rural 
hospital  preceptor&hip  program  who  later  took 
f^mployment  at  the  hospital  reportec^  feeling  more 
comfortable  with  patients  and  less  overwhelmed  by 
the  orientation  process  (599). 

lb  make  rural  nursing  more  attractive,  to  improve 
retention  of  nurses  who  are  already  in  rural  areas, 
and  to  improve  the  rural  supply  of  nurse  MLPs  (NPs, 
CNMs,  and  CRNAs),  niixd  '^urses  need  access  to 
advanced  training  programs  that  will  allow  them  to 
upgrade  their  skills  without  having  to  leave  their 
families  or  place  of  employment. 

The  Federal  Government  supports  general  nurse 
Uaiaing  through  the  Advanced  Nurse  Training, 
Ni  jsing  Special  Projects,  and  Nursmg  Demonstra- 
tion Project  grant  programs.  None  of  the  grant 
programs  are  entirely  dedicated  to  rural  training,  but 
all  fund  some  rural-focused  projects.'^ 

Funding  for  the  Advanced  Nurse  Training  grant 
program  increased  from  $12.0  million  in  1980  to 
$173  niiUion  in  1988,  but  it  deaeased  to  $12.8 
million  in  1990  (table  3- 1).^""  In  fiscal  year  1988,  this 
program  funded  three  rural-focused  projects  in 
Georgia.  North  Dakota,  and  Wyoming  (679).  These 
projects  involved  rural  nurse  specialty  baintng 
progiamsand  expansion  ofamastei's  level  program 
in  rural  nursir^.  The  Nursing  Demonstration  Project 
grant  OTogram  funded  four  rural-focused  projects  in 
fiscal  year  1988  (679). 

Funding  fur  the  Niir^ing  Special  Projects  grant 
piugram  devre<ised  &um  $15.0  millioi*  in  1980  lo 
$12.9  million  in  1990  (table  3  1;.'''  This  program 


require  a  baccalaureate  degree  in  nursing  for  NP 
certification  (263).  Not  all  States  require  ANA 
certification  for  NP  practice,  but  Geoigia  does,  and 
a  lack  of  baccalaureate-prepared  r«gisiered  nurses 
in  the  area  has  caused  maiiced  decreases  in  program 
enroliment  (209). 


*^"nicP!miifli>CaicA5S^ial<i  Pt<>grami&  California,  foi  eA-unptt,  [uu^  NPi  J  FM  dirui*|^  budi  i^itJli*aji  <u>d  ^kti  f^uiW  pvit  ^jT^Jwut  tcttmi^ifj 
n^TH  Bsat^n^  students  v/Uo  took  uvly  Jic  termdul  phase     tiaima^  di  ihc  ^ateiJiiCr  ^ciiici  tu  bt  t^cti  Jugli^r  liuu  dniL>i4^  ^luJuu^  iht  uijurcr> 

of  ibeir  traliiiDg  at  Uwsc  sites  i230) 

>^Sm  footnote  8. 

i^FUndiBg  Is  fliiihonzcd  uDdcr  Scciion  32 1  of  the  Public  llcalih  Service  Aci 
i^Phndmg  Is  2JiitihonitA  uiider  Seciion  820  of  the  Public  Health  Service  Aci 
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funded  39  rural-focused  projects  in  fiscal  >ear  1988 
and  40  such  projects  in  fiscal  >ear  1989  (679). 
Projects  included: 

»  continuing  education  programs  for  rural  nurses 
on  a  variety  of  nursing  topics; 

•  outreach  and  off-campus  programs  to  provide 
baccalaureate  degrees  to  RNs  in  rural  areas; 

•  programs  toupgradelicoised  practical/vocational 
nurses  (LP/VNs)  to  RNs; 

•  geriatric,  home  health,  cntical  care,  family, 
community,  and  preventive  nursing  training 
programs;  and 

•  nursing  preparatory  education  projects  (679), 

Some  of  the  special  projects  used  telecommumca- 
tions  to  provide  nursing  education  in  remote  areas 
(6791 

Allied  Health  Professionals 

Rural-oriented  training  has  also  been  effective  in 
recruiting  allied  health  professionals  (,AHPS)  to  rural 
areas.  A  linkage  program  between  the  Uruversity  of 
Alabama  at  Birmingham  and  several  of  the  States' 
junior  colleges  provides  clinical  training  opportum* 
ties  for  AHP  students  in  underserved  sites  {91), 
Students  receive  their  first  year  of  training  at  a  junior 
college,  and  the  second  year  at  the  University  ot 
Alabama  Medical  Center  in  Birmingham.  Their  last 
weeks  of  clinical  training  are  completed  at  smaller 
health  care  facilities  throughout  the  State  (91),  After 
1 1  years  of  the  program,  a  study  found  that  56 
percent  of  graduates  returned  to  their  home  counties 
to  wc  ;k  (143).  Other  schools  that  offer  rural  training 
opportunities  to  AHP  students  include  the  Univer- 
sity of  Wisconsin  Medical  Technology  program  and 
Kentucky  Southern  Community  College  (288).  The 
relatively  short  length  of  most  AHP  training  pro- 
grams presents  an  excellent  opportunity  for  local 
recruitment  of  students.  The  development  of  decen- 
tralized training  progr^mis  such  a$  these  appears 
likely  to  improve  AFP  supply  in  participating 
communities. 

Rural-oriented  traimng  of  AHPs  with  a  single 
skill,  however,  *11  not  satisfy  the  unique  staffing 
needs  of  many  ^iiral  facilities.  What  are  needed  zt€^ 
programs  that  teach  students  a  broader  range  of  skill  ;> 
and  offer  eligibility  for  dual  or  multiple  certification. 
One  such  program,  which  was  started  \vith  the  help 
of  a  Federal  grant  in  the  early  1970s,  ts  located  at 
Southern  Illinois  University  at  Carbondale.  Qrigi- 
nally,  students  in  the  Carbondale  program  pursued 


primary  area  of  stud>  (e.g.,  radiography^  with  the 
option  to  pursue  certification  ebgibility  in  a  second 
area  (e.g.,  medicat  technology)  through  an  addi- 
tional year  cf  course  work  (424),  After  administra- 
tors found  that  many  students  were  not  utilizing  their 
multiple  competencies  due  to  strict  departmental 
lines  in  hospitals,  the  program  was  redesigned  to 
combine  complete  competencies  in  either  radiogra- 
phy or  cardiorespiratory  care  with  competencies  in 
emergency  medical  services/technology,  healtti  care 
management,  gerontobgy,  or  computer  science 
(424), 

Although  demand  for  multiskilJed  AHPs  is  con- 
siderable (see  ch.  10),  only  a  small  number  of  formal 
cross-training  programs  are  currently  in  existence 
(424),  A  documentation  project  conducted  by  the 
National  Multiskilled  Health  Practitioner  Clearing- 
house of  the  University  of  Alabama  at  Birmingham 
in  1988  identified  only  75  programs  naionwide 
offering  multiple  compctercj^  training.  These  pro- 
grams are  located  primarily  in  community  colleges 
and  4-year  or  graduate  institutions.  The  study 
identified  only  four  programs  located  in  hospitals. 
Programs  can  be  generic,  preparing  students  in  two 
or  more  areas  of  practice,  or  fiiey  can  be  * 'add-on" 
programs  that  expand  the  competency  of  individuals 
rlready  certified  in  one  area  (424), 

r^eral  funding  of  AHP  training  ha&  dechned 
consideiably  since  its  peak  in  the  1970s  stable  13-2j 
(288,674).  In  1974,  nearly  $30  million  was  awarded 
in  grants,  cooperative  agreements,  and  contracts  m 
allied  health.  In  19St>,  the  figure  was  zero.  Lack  of 
data  has  prevented  a^^sessment  of  the  mipact  of 
Federal  fundmg  in  allied  health  {288),  OBRA  89 
(Pubbc  Law  101-239>  approved  $750,000  for  the 
Allied  Health  Special  Projects  grants  program,  and 
$726*000  was  appropnated.  The  program  is  de- 
signed to  improve  allied  health  program  admimstra- 
tion  and  expand  eruollments  m  albed  health  pro* 
grams.  Only  7  to  10  grants  were  to  be  awarded  in 
August  19^,  but  by  mid-January  1990,  the  BHPr 
had  received  almost  KOOO  inquiries  about  the 
program  (4.^), 

OBRA  89  diso  authunzed  a  new  grant  program 
entitled  Intetdibt^iplinaiy  Tituneeships  for  Rural 
Areas.  This  program,  funded  at  $2  25  million  in 
1990  (table  3-1),  will  support  interdiscipbnary 
health  profesbionb  training  programs  in  rural  areas, 
dnd  it  could  conceivably  i>erve  as  an  additional 
iuuivc  of  i>upp^>n  fi^r  the  training  of  vert4in  AHPs. 


ERLC 
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Tab,e  13-2— federal  Grants  and  Cooperative  Agreements  Awarded  vn  the  Allied  Health  Area, 

Fiscal  Years  19^*7-1990 


  Awards  ( ir>  mlll^ona  ot  dOllaral 

Fiscal  Advanced  Training  Special  Spinel  al  BaaIc 

y«ar  train^ashlps        in^U  tute»       imprcvcuneTita         projects         iroprov«o)&Tits  Other  Total 


1967  

0.24 

0 

0 

0 

3-29 

0 

3  53 

1968  

1.2D 

0 

0 

0.8Q 

9.75 

0 

11.75 

1969  

1.55 

0 

0 

1.23 

9  75 

0 

12  53 

1970 H -  - . .  H , 

1-54 

0 

0 

1-23 

9  70 

0 

12.47 

1971  

2-46 

0.48 

0 

4.48 

9  70 

0 

17  13 

1972  

2.59 

0.32 

10.50 

7.63 

0 

21  04 

1973  

1-95 

L  14 

7.00 

5.64 

0 

0 

15.73 

IW3*  

0 

0 

10.50 

0 

0 

0 

10.50 

197*  

2.56 

1-DO 

16.00 

10.13 

0 

0 

29.69 

1975  

2.61 

D-96 

10.19 

6  87 

0 

c 

20.62 

1976  

2-56 

1.00 

10.50 

8  20 

0 

0 

22.26 

1977  

2-33 

0.64 

8.91 

6  41 

0 

0 

2D.  29 

1978  

1.44 

0.92 

0 

lU  35 

0 

0 

16.71 

1979  

1.49 

1.01 

0 

8.15 

0 

0 

10  65 

1980  

0.89 

D 

0 

4  25 

0 

o.;4^ 

5.89 

1981  

> 

rt 

0 

0  51 

0 

0  37^ 

0  87 

1982  

0 

0 

0 

Q 

0 

0 

0 

ma  

0 

0 

0 

0 

0 

0 

0 

1984  

0 

0 

0 

0 

0 

0  91^ 

0  91 

1985  

0 

0 

0 

0 

0 

0  B3^ 

0 

1986  

0 

0 

0 

0 

0 

0 

0 

1987  

0 

0 

0 

0 

0 

0 

0 

1986  

0 

0 

0 

0 

0 

0 

0 

1989  

0 

0 

0 

0 

0 

0 

0 

1990**  

0 

0 

0 

0  73 

0 

<2  25)^ 

0  73 

Released  Itnpoundad  funds. 
*^lltary  Exprtlanca  Oiractad  Into  Health  Careers  <-1EDIKCi  toopflrative  agtaemeTit  funds 
*^rants  for  allied  health  personnel  In  health  pro";otion  and  disease  prevention 

^Figures  represent  appropriation?  and  not  award  amoutits    Av^ar  i  aroounts  were  not  yet  ava^laLle  at  the  T^ime  ot 
this  study- 

^Rural  Health  Interdisciplinary  Traineeship  grant  appropriations    Not  all  of  this  moiif?J  will  go  towards 
traineeshipj^  in  tha  allied  health  professions. 
^Excludes  Rural  Health  Interdiscipllnar:*  Tralnaeship  prograjn  funds. 

SOURCE.  Institute  of  Hediclna,  AUie^  i'ea^th  Services  Avoiding  Crises  iWashingLon.  X  National  A^-ademy 
Press-  1989),  table  5-4,  U.S.  Dep^rtJuanL  of  Health  and  Human  Services-  Public  Health  Servi(;e-  Health 
Resources  and  Services  Adihinistration.  Bureau  of  Health  Professions.  Division  of  Associated  and 
Dental  Health  Professions,  Roekvllle-  MD.  unpublished  data  provided  by  F    Paavola  in  1990 


The  Area  Health  Education  Centers 
(AHEC)  Program 

The  AHEC  program*^  encourages  training  of 
health  personnel  in  primary  care  and  emphasizes  the 
relationship  between  educational  experiences  and 
health  care  delivery,  AHECs  provide  decentralized 
clinical  education  experiences  for  a  variety  of  health 
professional  trainees  by  Unking  academic  resources 
of  medical  schools  with  local  health  facihties  and 
agencies-  AHECs  also  provide  continuing  education 
for  health  professionals  in  remote  cummunitie:^ 
(677), 


Federal  funding  of  an  individual  AHEC  ma>  not 
exceed  9  years  (see  ch  3)-  The  wide  impact  and 
success  of  AHEC-sponsored  programs  (box  13-D) 
indicate  that  Federal  investment  in  these  programs 
has  encouraged  State  and  local  participation  in 
activities  addressing  the  geographic  maldistribution 
of  all  varieties  of  health  professionals.  Each  project 
must  contribute  at  least  25  percent  in  matching  funds 
firom  State  or  other  sources,  and  some  have  contrib- 
uted considerably  more  (627,677).  Twent>  three 
AHEC  programs  are  nuw  fioivtioning  witltuut  Fed 
eral  fundii^g,  and  18  more  are  movug  towards 


)^SoectL3  fbrad«;scTjplion  of  AHECprogfamaulhgniatiOnaiidfuiuling 
20-810  0-90-12  013  - 
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Box  13'D — Splected  Area  Health  Education  Center  (AHEC)  Activities 

Arizona'  AHECs  in  Arizona  provide  tuial  training  experiences  for  medical  residents,  nursing  students,  health 
educators, and  3therhealth  professions studentsatclmii^s  serving  Aruona'smigrant  farmworker  population.  Health 
professionals  already  serving  migrant  populations  also  have  access  tu  i,ontinuing  education  programs  through  the 
APIECs  iSSOl 

Arkansas*  Programs  of  the  Arkansas  AHEC  have  cocitributed  to  improvements  in  the  geographic  disUibution 
of  physicians  in  the  State.  Since  1981,  recruitment  of  famil>  practitioners  through  AHEC-sponsored  residency 
programs  has  been  responsible  for  the  elimination  of  ph>sicianshort4ges  m  9  previously  designated  shorugc  areas. 
Over  one  half  of  the  graduates  of  these  residency  programs  locate  m  towns  of  fewer  than  2c.000  residents 

N^orrACar^j/Zrta.  A  survey  of  all  physicians  vi^ho  settled  m  rural  NorU^  1976. 1977,  and  1978  found 

that  activities  of  North  Carolina's  AHEC  program  had  been  instrumental  "n  those  phystuans'  location  decisions. 
The  State  has  experienced  dramatic  improvements  in  physician-to-population  ratios  dunng  the  past  decade  i370). 
Seventy-three  percent  of  all  physicians  who  panicipated  in  a  rural-or  ented  family  practice  residency  program 
operated  by  the  Mountain  AHEC  in  Asheville  since  its  inception  in  1978  remained  within  the  region  to  pracuce 
(552)  Overone-halfcrfthesepractitionersarelcKatedmcoiTuiiuniUesof  10.(X)0or fewer 

has  also  been  involved  in  developing  off <ampus  baccalaureate  programs  for  registered  nurses,  i^Ltnical  tiaimng  sites 
for  both  undergraduate  and  graduate  nursing  students,  and  i^ontinuing  education  opponumties  for  nurses  and  <^ther 
health  professionals  in  rural  areas  (lOl). 

Oklahoma'  The  Oklahoma  AHEC  program  provides  preceptorship  opportunities  at  Indian  Health  Service 
clinic  sites  and  tribally  operated  clinics  and  hospitals  for  a  variety  of  health  professions  students  {231). 

South  Carolina*  An  AHEC  in  rural  South  Carolina  coordinates  with  educational  directors  m  hospitals 
throughout  the  region  to  deten^iine  the  continuing  educational  needs  of  hospital  employees.  Programs  to  address 
identified  needs  are  conducted  at  the  facilities  demonstrating  greatest  need,  or  at  central  locations  where  health 
professionals  from  all  facilities  attend  The  AHEC  program  also  serves  the  continuing  education  ne^s  of 
nonhospital -based  pharmacists,  dietitians,  nutritionists!  nurses,  and  emergency  medical  personnel  within  the  region 
(72?). 

Texas-  AHECs  in  Texas  are  creating  telecommunication  linkages  betwe^ai  health  stienve  venters  and  small 
rural  hospitals  for  consultation  and  patient  referral.  The  health  science  center  provides  the  hardware,  and  the  AHEC 
provides  the  health  cane  specialists  and  information  suuri.es  rcif uired  to  nieet  the  needs  of  pani^ipating  institutions. 
Other  cooperative  projects  of  the  AHEC  include  joini  pharmaceutical  and  supply  purchasing,  emergency  transport 
information,  and  shared  provider  services  (170). 

Virginia:  The  Western  Tidewater  AHEC  on  Virginia's  Eastern  Shore  provides  muludihciplinary  ejtpenences 
in  health  promotion/disease  prevention  among  lUigrant  farm  worker  populations  foi  students  m  dentistry,  dental 
hygiene,  medical  technology,  nursing,  and  medicine  (712). 

WAMt  The  WAMVAHEC  program  (serving  the  States  of  Washington.  AiusLi.  Montana  and  Idaho  through 
tfa?  University  of  Washington  School  of  Medicine  in  Seattle)  opemtesa  Rural  Hospital  reject  funded  by  the  \V.K. 
Kellogg  Four; dati on  Its  purpose  istoexaniine  theplightufmral  hospitals  s^ithm  thertsgrun.  This  project  represents 
an  expansion  beyond  the  typical  AHEC  program  goal^.  m^olving  administrative,  planning,  and  poh^^y  personnel 
in  addition  to  health  care  practitioners  (44) 


independence  (table  13-3)  (677).  The  first  genera 
tion  of  AHECs  (table  13-3).  although  intended  as 
multidiscipUnary  efforts,  de  v  oted  the  greater  portion 
of  their  resources  to  physician  education  (2J0}.  In 
the  second  aad  third  generations,  and  in  the  continu- 
ing activities  of  first  generation  projects,  a  greater 
emphasis  has  been  placed  on  nonphysician  educa- 
tional interventions  (2/0).  Federal  fimdingfor  AHECs 
has  remained  relatively  stable  during  thepa&t  decade 
(table  134)  (677). 


AHECs  may  cover  portions  or  all  of  aStatc.  '»Vhilc 
panial-Sute  AHECs  may  be  njial  or  urban.  State- 
^^ide  AHECs  can  encumpass  ooth  rxiral  and  urban 
projects.  Figure  13  1  depicts  the  distribution  of  the 
various  types  of  AHECs  across  the  country  i677). 

AHECs  are  involved  m  a  wide  variety  of  educa- 
tional and  service  activitici,,  ranging  from  rural 
clinical  experiences  for  health  professions  studerUS 
to  research  on  the  financial  viability  uf  rural 
hospitals  (box  13-D).  AHECs  in  Arizona.  New 


Table  13-3— Location  and  Funding  status  of  Area  Heelth  Education  Center  (AHEC)  Prolects 


Lccttton  of 
AHtC  piojt^tt 


1977 


\97t 


1979 


Ptflod  of  FtdeitL  fundlns 


Pint  tSMrttLoD  (F^Lie  Lmrt 

^Lifornli  £C*ntf«L 

Sin  Joi^ln  VilXty) 
lUlnolt 
H«ln*  (Tuftt) 

HLttouf L 
H*H  H#Xl<o 
(Havtjo  Mttlon) 

M»ft))  Oilcott 
South  CifoLlnt 
T«tt  (5»uth> 


CoLoftdo   

PinnsylvMili  <PitttfcHir«)»>  

Withintto«»  DC   

Coru>»c  t  i  cut   

Haittchuttttt  _ 

Mtw  JtfttT   

Ohl*   

South  £)«)tot*  

CiLtfomlt  (tttttHldt) 
iCtnttt 
viuinit 


Afifo^t  

Gtor^it/ALtbtst   

mcMsin  

O^Lihona   

Ttnnttt**   

T»ii  (Hiit>   

CtLifotnLt  (C^LLtUt  of  OtttQPtthU  H«dleiiit> 
rioiidi  (SECCM) 
iCtntucky 

Htiint  (CoU*«i  of  Otttop«chic  Htdiclni) 

Wiihtnstoti  ^HAAKWT.rD) 
Floiid*  fUrlv 


of  MliPil  > 
StvtdA 


KOT£  prdjt^tt  rtc4W*d  h*.LL  AHEC    tptcitl  inltltttvt  "  tv^trdt  tftti  th*  FtdtrtJ.  funding  phttt 

^J?tCL     U  S    D«P4ftti«nt  of  t'^wlv    uid  UuiMh  Strvl^tt^  Rttlth  Rt*ouf(«t  And  Sirvicti  AdaJ^ittf •ttan.  B'jrtt^j  of  r^AdlLh  Picift^sions 
Olvlilon  of  HOlcin*,  "Th*  ^tt  of  fl#ilth  Education  Ctnt«fA  ProftiM     Town  tnt*  <Vj*n  Woifcin*  To*iih»r       l-tipr^^v*     •  [Ja:i(: 
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Tabk  13-^1 — Federal  Fundirg  of  the  Area  Health 
Education  Cente'-s  (AHEC)  Program,  Fiscar  Yoars 
1978-1990;  and  mpact  of  the  AHEC  Programs, 
Fiscal  Year  1988 


Appropriation^ 

Flacal  year  (in  S  millions) 


197B  

$17 

0 

1979  

20 

0 

1930.  . 

21 

0 

19B1. .  . 

21 

0 

laez  

18 

1983  

17 

9 

198*  

17 

Q 

1985  

16 

0 

1986  

17 

2 

1987  

16 

0 

1986. . . 

18 

0 

1969  

16 

9 

1990  

18 

Funding  atid 

imPact .  f 

AHEC  p^oxrams  (Sec 

78l(a)(l1) 

Amount  awarded. 

315 

5  ni  Lj ' on 

Number  of  projects. 

'lumber  of  regional 

conttrs 

A3 

Number  of  StAtea  served  21 

Sfieoiql  ir^itiativ^s^  fSoc  78Ha1t2n 

Amount  awarded    h     h  $17  jniliion 

Humbar  of  projects   2C 

Komber  o£  States  served  ID 


^S87 . 9  million  w*re  awarded  as  contr<icts  under  the 
HMEIA  authority  from  1972  throug'  1976 

^A  fi^pajrata  but  sAcnilax  program,  no  Heal^Ti  &Ju<,dtj^uri 
Traininfl  Canters  FroSram^  authorized  1988 

(Public  Law  100''607>  and  waa  appropriated  $4  0 
million  in  199P.  Ihe  program  focuses  on  the  trjin- 
Ang  of  health  pr ufsssioiials  in  ar^  ;  alon^  th« 
U  3  -Mexico  border  Th*  $ie  5  miLLl  \HEC  approp- 
riatior  h^re  i»  exclu^lv^  of  that  $4  ^  tnillion 

^Se*  ch.  3  for  an  explanation  of  At^EC  special  iniL- 
lative  funding. 

iJuURCE:  U.S.  Departme,it,  of  Elealth  at^d  Human  Ser- 
vic*s^  Health  Resources  and  Services  Admi - 
.listratlon.  Burtau  of  Health  Professions. 
Division  of  Medicine,  The  Area  Heelth 
Education  Centers  Program  Town  and  Gown 
Worhinfi  Tofitther  to  Improve  the  Hatiun^s 
Health,"  app  11.  RockvilU.  MD.  1968  Up- 
date 1  by  OTA. 

Mexico  a*id  Tex^  einphaM^  rca^imcnl  of  health 
professionals  to  serve  Hispanjc  ^ommi  aiU  ;s  {(>77^. 
Other  AHECs  focus  on  training  of  health  profession- 
als to  serve  Native  Amencan  anJ  black  populaticns, 
AHECs  operated  through  Mehany  MediciO  oUege, 
Mc-eljouse  School  of  Medicine*  and  Qiarles 
Drew  University  have  demonstrated  f^uccess  v^ith 
int^reasing  the  numbti  of  black  heallli  professions 
students  in  the  AHECs'  ui:derservcd  clinical  train 


ing  sites  (677).  \n  AHEC  m  Washington  State  has 
established  an  office  of  rural  health  that  engages  in 
numerous  research  and  service  activities  relating  to 
the  States'  rural  health  cere  needs  (42t, 

The  goals  and  priorities  of  AHECs  differ  depend- 
ing on  their  geographic  location.  While  urban 
AHECs  concentrate  on  graduate  medical  education, 
health  professions  career  opportunity  programs, 
health  education  and  nutrition  progranis,  aiid  under- 
graduate medical  education,  rural  AHEO  tend  to 
emphasize  nursing  education  and  continuing  profes- 
sional education  (2/0),  Rural  AHECs  also  have 
devoted  a  substantial  portion  of  their  resources  to 
providing  support  for  area  National  Health  Swice 
Corps  (NHSC)  providers  and  career  mobility  for 
nurses  {210).  A  recent  national  study  found  that 
nonmetro  counties  with  AHECs^— especially  coun- 
ties not  adjacent  to  metro  counties — had  greater 
growth  in  primary  care  physician  supply  b'^tween 
i975  and  1985  than  counties  without  AHECs  {281). 

Although  response  to  local  needs  undoubtedly 
dictates  some  of  the  differences  between  rural  and 
urban  AHECs,  differences  in  opportunities  :o  con- 
duct certain  types  of  training  programs  may  be 
auOther  important  factor.  For  example,  compared 
wilii  urban  AHECs,  rural  AHECs  may  allocate  fewer 
resources  to  undergraduate  nicJical  education  pro- 
grams because  they  are  more  remote  from  medical 
schools  and  have  fewer  local  resources  {210).  Also, 
rural  communities  may  not  consider  student  trainiiig 
programs  as  important  as  the  need  for  trained 
l^Uysicians  in  the  area,  especially  if  there  i?  no 
guarantee  that  these  students  will  ret:u'n  to  the  area 
to  practice  (210). 

"^TRATEGIES  TO  REDUCE 
PROFESSIONAL  ISOLATION 

Consultative  and  EduccC    at  Opportunities 
Through  Telecommunications 

One  means  of  increasing  the  ,>rotessiOnal  re- 
sources available  to  rural  practitioners  is  improve- 
mer.4  of  tel^LommufULationA  networks,  through 
which  health  professionals  ha,e  at^vcss  to  consult- 
ants, literature  databases,  new  technologies,  and 
continuing  education  progriu^s 

The  KARENET  systeiiL  operated  by  Tex^ib  Tech 
Umversity*s  Health  Scien^^es  Center,  places  a  com- 
puter tenmnal  by  each  patient  bed  partivipatrng 
rii  ,il  hospitals,  enabling  ij^;ect  consultatuc  contact 
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Figure  13-1— Distribution  of  Area  Health  Education  Center  (AHEC)  Programs 

by  State,  1988 


AUA^KA 


'  for  t>OfiiOnt       the-  Stalo 


SOURCE  U^S.  Dop^anmont  of  Health  and  Huinan  So^cw*  HeallK  Resources  and  Servico^  Admini^traton.  Bui^qu 
o<HoafthPro(^lon$.Dvi3ionofM»dicino**7haAreaH«althEdkK^onCent«r^  TownondGown 
V\torfdn9Tog«lh«rto(mprov«ThaNpton*sH«anhrRockvill«.  MD.  1986 


with  Si  2cialists  at  the  Hedth  Sciences  Center  i;i 
Lubbock  (26S)J*  Another  project,  MEDNEX  Jviii 
be  a  two-way  interactive  video  network  linking 
Ttxas  Tech  specialists  to  rural  physicians.  The  use 
of  these  programs  is  expected  to  decrc<ise  traveling 
time  for  patients  and  health  providers,  as  well  as 
improve  occupancy  rates  in  rural  hospitals  that 
would  otherwise  be  obliged  to  *'efer  problem  causes 
the  Health  Sciences  Center  (268X 

Teleconference  networks,  i,uch  as  the  South 
Dakota  Medical  Information  Exchange  (SDMIX), 
established  in  1981  at  the  University  of  Sou*  i 
Dakota  at  Sioux  Falls,  are  capribie  of  reaching 
hundreds  of  people  across  hundreds  of  miles  at 
relatively  low  cost  (259).  Strictly  an  ^"dio  system, 
SDMrjC  offers  a  series  of  1  hour  conthjing  medical 
education  programs  for  physicians  and  additional 
progranLiiing  for  medical  supp^ . .  ^taff.  Unlike  soh-c 
teleconference  net\vorks,  SDMIX  is  not  a  faed 
network  and  thus  can  accommodate  any  site  with  a 


telephone,  no  matte,  how  distant.  Useri  at  up  lO  57 
sites  can  participate  sr-nultaneo^sly  {259)* 

A  recent  initiative  at  the  National  Library  of 
Medicine  (hlLM)  focuses  on  making  NLM  products 
and  services  available  to  health  professionals  in 
isolated  rural  and  inner  city  area^  \422),  The  NLM*s 
Regional  Medical  Library  Progran.  s  a  computer- 
accessed  network  of  nearly  3,000  medical  libranes 
serving  all  50  States*  Libranes  participating  in  the 
network  have  agreed  to  provide  services  *o  help 
health  professionals  iden:,.y.  locate,  and  obtain 
information  (422). 

Health  professionals  in  rural  areas,  however,  may 
not  have  ready  access  to  computers  and  telephone 
lines  that  enable  them  to  us.  the  service  (422), 
Purchase  of  requ  ^^d  hardware  (c-g-,  computers, 
sdtclbte  sending  und  receiving  equipment^  may  also 
be  d  mdjoT  barrier  to  utilization  of  tclecommun*va- 
tioni>  teclinology,  particularly  for  solo  providers 
isolated  ni^U  areas.  ^Sumc  people  have  suggested 
th*rd  party  reimbursement  fur  patient  cjij  related 


*Tbc  program  was  fuintcd  by  the  WK  Kellogg  Foundalton*  and  haidwarc      provided  by  AT&  t 
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telecommuniccitions  costs  (85).)  Other  disadvan^ 
tages  of  t/jlecormnunications  technologies  are  their 
level  of  complexity  and  the  training  they  may 
require  on  the  part  cf  physicians  and  otiier  users, 
NLM  has  recommended  additional  funding  for  a 
program  that  would  bring  iidividual  health  profes- 
sionals into  the  net^vork,  as  well  as  for  expansion  of 
a  grant  program  tiiat  would  bring  NLM's  products 
and  services  to  a  larger  number  of  isolated  medical 
facilities  {422\ 

Opportunities  for  Vacation  and 
-Educational  Lea^e 

Some  rural  health  professionals  may  be  unable  to 
take  professional  or  personal  leave  because  there  is 
no  one  to  replace  them  while  they  are  absent.  The 
"burnout"  problem  iray  be  particularly  ^^^^vere  fc. 
solo  practitioners  in  isolated  rural  ar  ^  who  are  ou 
call  continuously,  Tb  address  this  problem,  some 
States  have  developed  special  locum  tenems  services 
to  provide  relief  for  rural  practitioners.  For  example, 
a  Robert  Wood  Johnson  Foundauon-fanded  project 
in  Montana  is  developing  a  registry  of  providers 
available  Tor  temporary  placement  m  rural  Montana 
Jomm»  mties  (/26), 

Sat'^ilite  ciiric  networics  and  physician-midlevel 
team  practices  can  also  help  to  reduce  professional 
isolation.  These  str^itegies  are  discussed  later  in  this 
chapter, 

FEDERAL  STRATEGIES  TO 
ADDRESS  ECONOIvaC 
CONCERNS 

The  Federal  Goverxunent  has  trken  to 
increase  Meclicare  payi.ients  to  primary  c*,e  and 
rural  physiciai^j.  O  ler  strategies  to  address  eco- 
uo'^ic  concerns  rural  practicfr — e,g,.  Federal  azid 
State  ';ducation£j  loan  repayment  pro^jranis  and 
other  private  sector  efforts — are  discussed  -^tet  in 
this  chapter. 

The  Resov^ce-Basjd Relative  Va^ue  Scale 
(RBRVS) 

A  ntmber  of  statutory  changes  in  Medic^ire 
paymenr  to  physicians  h?/e  been  aimed  at  mcreajs- 


ijig  pay  ment  to  primary  care  providers  *;t  the  expense 
of  payinent  for  secondary  lare  ^rvices  OBRA  87 
(Public  Law  100-203)  introduced  a  nambei  af 
iiiaemental  change^^  that  included: 

•  permitting  maximum  annual  increases  in  physi- 
cians' chirges  to  Medicare  to  be  higher  for 
primary  care  services  than  for  other  SCTvices, 

•  setting  minimum  levels  for  prevailing  charges 
for  primary  care  services,^^  and 

•  audiorizing  bonuses  above  and  beyond  what 
Medicare  would  normally  pay  for  phvsician 
services  delivered  in  designated  Health  Man- 
power Shortage  Areas  (HMSAs)  (see  below). 

OBRA  89  (Public  Law  101  -239)  introduced  more 
general  payment  reforms  to  further  increase  pay- 
ment for  primary  cr:e  services.  This  law  established 
a  resource-based  relative  value  scale  fRBRVS)  as 
the  basis  for  Medicare  physician  payments  as  of 
J^muary  t,  1992,  to  be  phased  in  fully  by  1996, 
Under  the  RBRVS,  differences  in  payment  among 
different  tj'pes  of  physicien  specialists  for  llie  same 
service  will  be  eliminated  gradually  over  time,  and 
a  higher  lelativc  value  than  in  the  past  wiU  be  placed 
on  "evaluative  and  management  services" — the 
types  of  services  most  of.f^n  perfoimed  by  primary 
care  physicians  (475)^  Unlike  the  current  syston, 
which  ^ses  payments  on  **customary,  prevailing, 
and  reasonable*'  charges  for  specific  services  withm 
specified  prevailing  charge  localities  v  ^  chs,  3  and 
12),  payments  under  the  new  system  will  be 
determineci  by  a  relative  value  scale  that  is  based  on 
three  components:  work,  practice  expenses^  and 
malpractice  expenses.  Geographic  adjustments*'' 
wiU  be  applied  fully  to  practice  expenses  and 
malpractice,  but  only  to  one-fourth  of  the  work 
component  (\vhich  represents  approxmiately  tO 
percent  of  each  fee)  (4  ^5), 

I Vtailed  projections  of  liie  impact  of  tl  le  RBRVS 
■  ]piiysi(:ans  anf'  >enefic^anes  cannot  b^  made  at 
ihi  ooint  because  the  r,'^*\  fee  schedule  h^z  not  yet 
i>*on  ^^eveloped,  Tlie  l^ysician  Payment  Review 
CVimn^silon  (PPRC)  predicts  that  fural  physicians 
will  fare  well  u^  ^ .  'Jie  new  plan  because  they  are 
mostly  primary  ^art  phy,sicians,  and  because  the 
^e-jgrapb.v  cui^t  of  living  adjuj^tment  will  only  apply 
tu  one-fourth  of  the  wKtfk  vornponent  (475}. 


^'Por  most  services,  the  MedicaJt  fee  is  dctcnniaci  acwj/duig  to  ihc  (jn,v^V'r.^ 
legislation,  however,  tbe  nuiuntum  allowable  p^ynteftt  for  r^nw>  ^.Arr  e^  i 
regardiess  of  ibe  local  prevailing  ch^gc. 

"Geographic arf|ustmcnis  lowerpaymcnis  m  arc,TS  wiih  lowe-T  tOiU  of  hun^ 


>c  fwi  J  pjtrt*^*iljj  >?rvtw*r  ii  gUfCJi  kXiilH>  iJmJcr  this 
.istxl  '^r*  SO  pTKoi  (  y(  lilt  rvt.  .livl  ^v^a^e  prrvailii»|!  ^haig^ 
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T^ble  13-5--Changes  fn  Physicians'  Medicare  u.6 
Total  Revenues  Under  Medicare's  Resource-Ba^ed 
Rotative  Value  Scale  (R8RVS),  by  Specialty* 


specialty 


Percent  cb^r^e 
prac*'ic^  revemij^^  from 
Hodicar^^       All  fiogrces^ 


Int«rn«l  medlcl'te,. 

1/ 

Family  practice .  .  . 

38 

6 

Derw^tolosy  

L 

NA 

SurSicd 

QphthftUaolo^y.  . . . 

-16 

-8 

Generel  aurg«ry  

•10 

-5 

Ortliopedic  s^ir^ery 

-  7 

-3 

'5 

Thor<c  '  surSftty* 

-20 

-$ 

Ot<  larV'itfoloft/  

6 

NA 

Obste  tr 1 ca/^yneco  Lo^y 

2 

0 

4ospital~based 

Radlolosy. . . 

-21 

-7 

Patho lofty  

NOT'*     iXk  -  T*ot  avplUblo 

^ThesQ  estimates  ^i"?  based  on  atk  earlier  vet^^ori  of 
RB/RVS  aii:^  do  not  reflect  the  effect  of  tb^ 
^coSrophic  ci?t  of  living  adju^'-*^**^'-  whicn  will 
apply  to  2^  psrcent  of  the  woik  cmiponent  g^idtr  the 
vorsion  adopted  In  Public  Law  101-239 

Medicare  program  payments  are  exclusive  of  bal^iT^o^ 
bills  (see  text) . 

^Itkcludes  revenues  from  all  paVers  RBRVS  or.lv 
applied  bo  Medicare  revenues  Medicare  assignment 
rate^  are  assumed  to  be  unaffected  the  new  RBRVS 
fee  schedule  and  lOQ  percent  ^'f  balance  bilU  (at 
120  percetkt  of  the  prevailing  charge)  ar^  assumed 
to  be  collected  Estimates  of  non-Hedlcare  revenues 
are  unavailable  for  some  specialties 

SOIJRCE'     Physician  Payment  Review  Cott^miasion-  Anr.ii?! 

I^eport       CorfK^^ts%.  :i9a9         ai^ i nSton  .  DC 
PPRC.  i969K  tabl9J  9-6 


Based  on  a  simulated  model,  PPRC  predic:ed  U^At 
under  'he  new  system,  specialties  that  will  rcceiv\; 
the  greatest  increases  those  that  engage  in  a 
gi^ater  proportion  of '  *ev?luanve  and  managemem  * 
as  opposed  to  ""procedural'*  services~e.g.,  faituJy 
practice  and  iikitrnal  medicine  (table  !3-5>  {475). 
SurgJCal  and  hospitnl-baseo  specialties  (eg.,  oph- 
thalmology, radiology,  and  pafiiclogy)  will  lose  ihe 
most.  Within  specialties,  the  impact  of  tlic  new  f^e 
schedule  wiU  depend  on  the  proportion  of  eviJrative 
and  management  services  performed  {475). 

Chai .  in  overaJi  Medicare  reimbur;  inerit  to 
physitians  w'l  probably  be  greater  in  roidi  man  in 
urban  areas,  with  tlie  greatest  increased  in  the 
smallest  rural  are 4b  (475).  MedicaJ  spec  <)Ities  *i 
gioup  wiU  increase  the^r  Medicare  income  in  all  bui 


Table  13-6— Ch^ingt;;  m  Medicare  raymonts  Undei 
Medicare^^  rlesourca-Based  Re*^*^'%  Value  i^a^e 
(RDRVS;  in  Metropolitan  and  rfonn&ti 


Ar^a^ 
H^*"  rt'  coi  ^ty 


Sjje-^idlt^ 
Srcup 


Percent 


Fewesr  than  J  ,000  .  00^ 

Nonmetro  comity 
25.  00(>  ■  popMlation 


S^^rglc^l 

Ail  ^hysicj^ar^ 

^^edlc^l 

Surgical 

All  physi.  i^int- 

Med I c  fl 1 

5-jrgRal 

All  rjhvin^ian'j 


Surgical 

^fedlc^l 

Surgical 

All  pWsHMans 


29 
12 


'^E^tKrated  ch^  f  s  reflitt  the  difference  b^jrff^en 
average  1$&6  charges  ^^nder  re^sor^able  charSe 
paVment)  ^md  fee  schedule  charges  under  the  veralon 
of  KBfiVS  adopted  in  1969  (tuMic  Law  I0l-2v^9> 

^^etro  and  T*onm<?tro  counties  (accounted  for  6^  and  16 
percent  ( respectively >  of  Kediiire  ^llowf^d  aT^>Ljnts 
in  19^56 

SOURCE      Physician  Payment  Revn^w  C."iTni 3  on .  Aniv^n^^i. 

Rev)Qit  to  Coii£ress,  1950  tWti&htnjjtoiir  DC 
PPRC,   IQ9C^     (,dt>U  2-J 

the  largest  urban  ai^^a;*,  medi^^di  spcci^tli^ts  m  rural 
djeat  ^^'Jl  have  the  greatest  lontases  Uabl 
(475). 


Restrictions  on  bikmce  billing  will  go  inio  citeci 
before  the  new  fe^  sche.d"ile.  **  Balance  biiirng'*  l? 
th.  ''iffere^ice  between  what  Medicare  will  pay  (the 
'allowed  ch^  gc' ')  and  what  the  physkian  actually 
chargeiitlie  pa'ient  (the  "billed  charge").  Under  the 
1989  legislation,  no  physiciau  will  be  pennit:ed  to 
charge  beneficiaries  more  than  1  IS  percent  of  die 
Medicaid  allowed  charge.  The  full  restriction  will 
dpplj  beginning  in  1991  to  phj^h^ians  who  chaiged 
'Within  this  iimit  m  1990,  btit  it  will  be  phased  ^n 
more  J^rat^uaJl>  fur  ph>^ti,ians  who  charged  uutMt' 
tli^iimnin  1990  Utniits  will  be  125  peri^cni  in  19^^ I, 
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120  percent  in  1992,  and  il5  percent  thereafter) 
(475). 

Balance  billing  restrictions  are  likely  to  have  a 
sotnevsfhat  negative  effect  on  the  incotne  of  physi- 
cians who  have  historically  charged  outside  of 
newly  allowed  limits,'^  For  example,  a  pliysician 
who  gets  $12  from  Medicare  for  a  visit  and  who 
charged  $24  in  1990  will  only  be  able  to  charge  S15 
in  1991 — a  40  percent  reduction  in  total  incotne  for 
that  /isit.  Although  beneficiaries  in  rural  areas  report 
balance  billing  to  a  slightly  lesser  extent  tlian  their 
urban  cour^ierparts  (4/5),  rural  areas  in  which 
physicians  balance  bil!  more  extensively  ^indoubt- 
edly  exist  A  preliminary  analyses  by  PPRC  found 
thai  Medicare  income  reductions  due  to  balance 
billing  limits  will  occur  more  frequently  for  Frimary 
rare  practices  and  practices  in  rural  areas  than  for 
others,  but  that  very  few  of  these  practices  would 
experience  reductions  in  excess  of  5  percent  of 
current  Medicare  revenues  {475), 

Because  it  could  make  pnmary  care  pr<tCiice  more 
economically  mmictive  to  physicians,  the  RBRVS 
may  be  a  powerful  long-range  strateg^  for  iirq)rov- 
ing  the  supply  of  Primajr>  care  spe  Jjsts.  This 
could,  in  turn,  improve  theruriiJ  supply  of  physicians 
by  exi^anding  the  pool  of  specialists  most  needed  m 
those  areas  On  the  cher  hand,  impact  on  the 
geographic  distributi  ^  Df  primary  ^^a^r  physicians 
may  be  limited  due  to  competing  urban  deit^ands  for 
these  providers  (e.g.,  by  health  maintenai^cc  r^^gani- 
zations). 

Medicare  Bonus  Payments 

OBRA  87  (Public  100-203)  authorized  a  5 
percent  bonus  on  Medicare  reimbursement  for  all 
physician  services  provided  m  i  jnmetro  class  I  ftnd 
classlIgeographicpnmjirycareHMGAs  (seech,  11 
foi  discussion  of  HMSAs).  The  objective  was  to 
incr^^ase  access  to  physician  set.  ices  for  Medicare 
b^eficiaries  residing  in  these  ^as  by.  1)  attracting 
physicians  to  these  HMSAs,  and  2)  inducing  physi- 
cians already  in  the  areas  to  stay  by  offering  them 


higher  fees.  OBRA  89  i^Public  Law  101-239) 
creased  the  bonus  to  10  percent  and  expanded  area 
eligibility  to  all  rural  primar>'  care  HMSAs  (i:;cldd- 
ing  population  and  faciUty  designations),  effective 
January  1,  1991 

As  of  Januarj'  1 989.  all  Medicare  earners^  were 
required  by  the  Health  Care  Financing  Administra- 
tion (HCFA)  to  post  information  about  the  bonu5 
provision  in  their  periodic  buUetins,  which  are 
distributed  to  all  physicians  practicing  within  their 
ai'ia  {110),  The  buUetins  listed  quabfymg  HMSA 
counties  within  each  carrier's  area-  Once  phys'  :ians 
have  identified  quabfying  sites  of  service,  the) 
indicate  by  special  codes  on  their  claim  forms  which 
^ivices  were  provided  at  those  sitefi.  The  bonus  is 
Qien  automatically  paid  to  the  physician  or  physician 
group  on  ihe  claim  form.^*  Individual  claims  are  noi 
verified  by  the  carrier,  altliough  hCFA  requires  that 
camera  coriduct  an  annual  audit  of  a  random  sample 
of  at  least  10  claims  for  the  top  3  percent  of  eligible 
physicians  to  determine  the  \  alidity  of  those  claims 
{UOY 

The  bonus  program  entaiiS  a  number  of  problems 
and  uncertainties.  First,  it  if;  not  clear  whether  a  10 
percent  bonus  on  Medicare  payments  ij  sufficient  to 
attract  or  retain  physicians  in  HMSAs  {242),  Al- 
though physicians  *ve  been  found  to  respond  t  > 
increased  Medicaie  ard  Medicaid  reimbursement  by 
accepting  more  Medicare  and  Medicaid  patients  or 
by  providing  increased  care  to  patients  they  already 
see  {16L266.395,S08.S64\  the  strength  of  the  in- 
centive will  vary  depending  on  the  Medicare  or 
Medicaid  vaseioad  of  the  ph;^sician.  The  increase  in 
payment  rates  should  result  Ji  increased  income  for 
many  physicians,  however-  One  '4nalysis  of  rural 
physician  reimbursement  found  that  a  7  percent 
increase  in  reimbursement  rates  (from  all  sources) 
would  produce  a  26  percent  increase  in  income 
{710)P 

Second,  the  p^^unary  care  HMSA  may  not  be  the 
most  sujtable  tool  for  idcntifymg  areas  wtiere 
Medicare  beneficiaries  have  poo'  access  to  services. 


^^Studie^havc^bowothatbialtAce  billing  s*ioDg[y  idfttod  to  beneficiary  nicdtL^l  .osts  A  Urge  proportion  t>Al  i  billing  is  conu^nlrftte<t  ^ong 
astnatt  grtni|>of  bciidicianes  wiui  h'gta  medical  Cf^s  k75)  TV  geographic  locauoiu  oftbc^c  b«ncfii,tanc$  tutvetk-)!  been  siud(c<1 

^Mcdtcxtre  P"rt  B  reiivibursemeiit  is  tucidted  |hrjugh48  iiiaurancecjrncr^  Ph^siuans  sabn>it  ihcif  ^.l^ms  lo  ur>c  c^Ticfs  fuf  nMoibur^cincnL  and  the 
earners  m  tuni  submit  icuiibursemciit  lou^s  t^^  4be  ficallh  Caic  Financing  Adnimtslnilion  (KCFA>  on  a  qu^crty  t^a.'Ei 

^^rby^tciaDservtccs  provided  in certiH^  Rural  Health  Clitiics  (RHOdo  out  qualjfj  -ot  the  tniniis  RHi_Mc*.civeu  si^tviwd  i4tlK:f  itiat  pfo^poi-lrve 
icunburset-itit  for  physician  5er>  icis  under  Pubhc  i-aw  95-21 0  (sec  ch  3) 

22Tbepaniinclersusc<?  in  this  model  wcrebased  .nonlyon^rf  the  case  styd>  ^iics*ittihc<;;^,Kifi>ru*csivj*l  iioiappj>  loaJioird  Pi^ukca  litchnding 
that  agtveri  inctr^  in  ictmbtirscmeni  rai^s  taa  pnodrtcea  grcaici  mt-rcaif  inphyiKmn  jrKome*  however,  applies  gcneifijiiy 
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Legislatively,  the  bo^;ds  program  af  'ics  to  all 
physiciaQ  services  r^ndere-t  in  the  destgnatol  i*Ted^, 
leganllt^s  of  the  pliysiciaa's  specialty.  Primary  u^^e 
HMS^  designa  ton  criteria  however,  do  not  ton 
5ider  the  presf  n^  of  all  physician  specialists.  In 
particular,  they  may  fall  short  of  identifying  areas 
with  low  avaiabiUty  of  noK]arimaiy  care  services. 
The  criteria  inc^udf"  specialists  vrho  are  le^s  Ukely  to 
see  Medicare  patients  (e.g.,  pe^iiatriciams  and  obste- 
tricians) but  exclude  nonprimary  care  specialists 
who  may  have  large  Nledii^aie  caseloads.*-  HCFA 
and  the  Bv.reau  of  He^Jth  Care  Debvery  aiA 
Assistant  ^^HCDA)  have  received  complaints 
frompsychiatiists  in  designates  psychiatric  IiMSAs"* 
who  feh  they  should  also  be  leceiving  the  bonus. 

As  currently  implemented,  it  s  likely  that  the 
program  is  affecting  a  large  number  of  subspecialists 
who  travel  to  qualifying  aieas  and  provide  services, 
as  well  as  physicians  whose  practices  are  actually 
located  in  these  areas.  From  the  information  pro^ 
vided  to  HCFa  by  the  earners,  however,  it  is 
impossible  to  determine  wh  'it  types  of  ph>  sivians  die 
receiving  the  '^onuses. 

Third*  identification  of  HMSA  boundanes  has 
been  problematic,  since  they  do  not  ul'vvays  conform 
toeasUy  identified  county  boundanes.  Physiaans  in 
sub-county  KMSA^  must  detemiine  wbicli  of  theu 
servL;e  sites  aie  eligible  based  on  maps  provided  by 
HCF\  (//0)>  These  maps  must  be  frequently 
updfJcd  to  reflect  ch:inges  in  HMSA  designations 

am 

rourthi  the  effectiveness  of  the  incentne  may  be 
re^.uced  by  the  instability  of  the  HMSA  designation. 
IfMSAs  are  reviewed  at  lea^t  once  every  3  year^  ^^ee 
r.n.  ^d  since  designation  is  dependent  on 
physician-tO'prpulation  r?Mos,  physicians  locating 
in  an  HM^A^^  cculd  in  fact  precipitate  its  uedesig- 
naiion,  disLontim>in^  ebgibthty  for  the  bonus>  In  at 
least  one  ln.s^ctnce,  a  rjral  physician  with  a  large 
Medicare  caseload  who  had  been  receiving  the  5 
percent  bonus  decided  to  leave  the  area  when  it  tu^t 
its  designation  (and  ebgibiU'y  for  »he  bonus) 


Finally^  evaluation  of  the  piogram  is  seriously 
hampered  by  lack  of  data  regtirding  the  number  and 
percentage  of  ijualified  physicians  receiving  the 
bonus.  In  the  third  quarter  k^I  1989.  '\hen  the 
program  ^^as  fully  implemented,  $425,000  were 
spent  on  bonus  payments  {4S<})}^  Carriers  rej-ort  to 
HCFA  the  lotal  number  of  checks  written  each 
quarter,  but  the  total  number  does  not  distinguish 
between  checks  to  ind"vidual&  an^f  checks  to  groups 
of  physicians  {110).  Carriers  couK  provide  informa 
tion  to  DHHS  regarding  the  t>T)es  of  services  ior 
which  physicians  are  receiving  bonuses,  since  such 
information  included  on  compu  prized  claims 
Torms,  but  they  are  vurrently  not  required  to  do  so. 


TAf'GETED  STRAl'EGIES  FOR 
AREAS  OF  ACUTE  AND 
CHRONIC  SHORTAGE 

SLholarship  and  loan  inpayment  programs  tied  to 
a  service  obligation  have  been  u^ed  successfully  by 
both  the  Federal  and  State  governments  to  influence 
the  supply  of  health  profes^^ionals  in  rural  and 
unj^rserved  areas.  A  1971  study  of  11  such  State 
programs  operating  between  1958  and  1969  found 
that  60  percent  of  participating  students  served  their 
obligations  by  practicing  in  rural  areas.  38  percent 
bought  out  of  their  obligations,^^  and  2  percent 
defaulted  ot  their  obligations  {372).  At  the  Federal 
level,  the  fSiUSC  has  provided  service-contingent 
scholarship  ami  loan  repayment  opportunities,  and  a 
^paratt.  program  ha^  provided  service-contingent 
M.hol?rships  to  NPs.  A  1986  ^tudy  by  the  BHPr 
LonLtuded  that  6er\iLC-contingcnt  student  aid  pro- 
grants  with  high  buyout  penalties  were  successful 
mecaanisms  for  shoit  term  reLxuitment  of  health 
professionals  to  rural  areas  and  areas  identifiel  as 
belig  medically  under  served  {6SS).  This  study  also 
touiid  that  programs  paying  attention  to  the  vontinu 
ing  iieeds  ot  obligated  profesMiirjal^  in  such  areas 
ma>  be  moie  likely  tu^etain  tho^e  prof*-.ssiundl;Npast 
the  period  of  obligation  <68S). 


^S«c  cli.  1 1  fot  a  dcscnpiioc  of  pnm^  i  z  HMSA  dtsignadon  cnicna 

"Psy^hjatiy  ttndpnmary  care  arc  thcotkly  physicwn  spcrialucs  ivi  \vhn,h  ihc  Fcdcrji  Govcmmciu  ^.^urcnU  Jtiipuiici  HMjA^  I  u 

^OfNtlSC  physicians  complctmgUwtrobJjgatcd  service  wtio  decide  \o  *ia>  m  ihc  HMj  ^      ^  iiicn  iht  jrh^Mv^an  i^.  p^>p^Uut"tj 

i3lio  crJ^oJatioa  (sc«  cb  11). 

^^'TTiw  figure  may  be  &n  ovcrcsumauon  sintc  it  itu^tudu  some  second  i^ua^cr  pa>m.   i  i^hith  s^crc  JtUyc^l  iluc    pr^Kt*siJig  JiffKulncs 

^S^  totarship  and  loan  fuiKU  undo*  aJt  of  r*l<^cPf^g^ams^vcr&^epAyabkm  ihc  oT^£i[ka^  jmukjM  plu:i  iiiivic^i  I^^kj^  \^     Uurgc  pcr^nt^c  uf  tiuJcrj-i 

c^oosiAg  to  buy  oot  ol  tbcir  oiDligation>  some  Suite  ^n<l  Fcdcrji  pr^grjnis  huvc  ifiLrc^^eU  ihc  buji>ui  p<;TMii*c''    J^uUc  .a  (i;ptc  \ht  V.^n  >r 

^cbolarship  amount  plus  mteresi 
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Other  strategies  for  addressing  the  needs  of 
iemote  communities  include  increased  use  of  MLPs 
and  satellite  clinics. 

The  National  Health  Service  Corps 

The  N3SC  has  been  the  single  most  direct  Federal 
I^Togram  addressing  health  t)ersonnel  distnbution 
dex-ing  the  last  two  decades.  Since  1971  it  has  placed 
over  16,500  health  professionsJs^  in  federally 
designated  HMSAs  (663),  The  genesis  of  the  pro- 
gram was  the  Emergency  Health  Personnel  Act  of 
1970  (Public  Law  91-623),  which  authorized  the 
Secretary  of  the  Department  of  Health,  Education, 
and  Welfare  (DHEW)  to  assign  comiTiissioned 
offipers  in  the  Public  Health  Service  in  areas 
designated  as  having  cntical  shortages  of  health 
manpower  and  services.  In  1971,  20  physicians  in 
the  Public  Health  Service  Commissioned  Corps 
located  in  these  areas.  To  expand  tlus  small  corps  of 
heaiui  pT^ofessioQals,  Congress  authorized  a  scholar- 
ship prcgram  in  1972  (Pubuc  Law  92-585>  that 
obligated  professionals  to  similar  service.  In  '987,  a 
small  authorization  was  made  available  for  two  loan 
repayment  programs:  one  administered  by  Uie  Fed- 
eral Government,  and  the  other  administered  by  tl>e 
States  In  1988,  funding  for  the  scholarship  program 
was  largely  discontinued,^^  and  a  Volunteer  Pro 
gram  was  established  to  recruit  non  obligated  he  Jth 
professionals  to  HMSAs, 

Sources  of  NHSC  Personnel 

The  Scholarship  Program—TbG  NHSC  Scholar- 
ship Program  was  first  fiujded  in  1974  at  a  level  of 
$3  million  (table  13-7)  (6!S).  Fundmg  peaked  at 
$79,5  million  in  1980,  with  over  6,000  new  or 
continuing  scholarships^  and  then  decreased  steadily 
until  1989,  when  no  new  funds  were  apprupnated. 
Scholarship  recipients  undergo  an  average  of  6  years 
of  education  before  they  are  available  to  serve  (346); 
consequently,  th**  peak  nurrber  of  professionals 
serving  their  obligation  occurred  in  1986  (table 
13-7)  (618X  Over  1 3,000  students  have  been  awarded 
scholarships  under  thih  program*!*  and  approximately 
10,400  eventually  seiv*;d  (or  are  serving)  their 
obligation  in  the  field  <689).  Some  70  percent  of 


these  servv4  in  "rurai*'  areas  (inciudmg  those  in 
Indian  Health  Service  ^ites»,  and  30  percent  served 
in  "urban areas 

The  overwhelming  majority  of  scholaiships  were 
awarded  to  m'^^ical  students  (bolh  allopathic  and 
osteopathic);  the  rest  wen'  to  students  in  a  variety  of 
other  health  professions  (including  dentistiy,  nurs^ 
ing,  pharmacy*  optometry,  and  veterinary  medicine) 
{662).  Students  could  qualify  for  up  to  4  years  of 
scholarship  if  they  indicated  an  interest  in  primary 
ca^  and  promised  to  serve  1  year  in  a  federally 
designated  HMSA  for  each  year  of  scholarship 
received,  with  a  minoium  2-year  service  obligf-tion. 
Payback  began  when  students  had  completed  their 
training,  although  some  physicians  opted  to  serve 
before  or  during  specialty  training  ^662),  As  of 
January  1990  80  percent  of  scholarship  recipients 
had  served  or  were  serving  their  obligation,  16 
percent  had  repaid  their  scholarship  awards,^^  and  4 
percent  had  defaulted  (346),  The  default  rate  is 
expected  to  decline  with  a  new  amnesty  program, 
which  permirs  defaulters  to  pay  back  their  obligation 
through  service  (662). 

The  Loap  Repayment  Program — 1987  legisla- 
tion (Pubhc  Law  100-177)authonzeJ  the  creation  of 
two  programs  through  vibich  the  Federal  Gove., 
ment  would  subsidize  the  repayment  of  educational 
loans  health  professionals  in  return  for  service  in 
designated  HMSAs, 

The  Federal  Loan  Repayment  Program  recruits 
providers  and  repays  their  loans  at  a  rate  of  up  to 
$20*000  a  year  if  they  provide  primary  care  health 
services  in  a  qualifymg  HMSA  {661).  Participants 
must  serve  from  2  to  4  years  (661)  The  progr^'m 
placed  132  parficipants  in  1988  and  1989  (table 
13-7)  (659). 

The  Stale  component  of  the  program  provides 
Federal  monies  to  States  for  the  repayment  of  health 
professionals'  student  loans.  States  must  cover  all 
administrative  costs*  and  they  must  provide  at  least 
25  percent  of  total  loan  repayment  funds 
Qualifying  areas  fot  Sute  loan  repayment  place- 
ments are  determined  by  the  individual  States, 


^Asof  December  31,  i9S9p  ihc  lota]  rmmbcr  of  health  pjt):«&jyor4Js  plac<^  ihii&w^  lfi.5M>  mas 

iocludfs  ail  healm  piofcssjons  dtscipluw^  aod  all  rccf^Ltment  caieg^jfxcs  (ic ,  voUifltc^rn  obltS^«d,  am*  comoiissioncd  corps)  y663i 

^Asn)altaiiK>uj;iofaioricywaj Available for^holarshjpsm fiscal yca^  I9ft9 doc torcpnjgriunTmp^ of LcnamJoari repay  cntfiJOls  (.wrahlc  l^7> 
^oxbc  NHSC  dftfincs  "nifal"  as  Twnurbaoiicd  areas*  somt  of  which  arc  loce<c<t  withm  metro  *  outities  (V) 

^■Ii)  the  early  years  of  tbc  progntm^  scholar^lup  recipjcniswhc  noticrvcm  HMSAs  had  *'^f^payihcpnticipaiplusimcrcst.  ln^cr  v^;c^  Mic  pciiaJty 
was  iiKicaied  10  tnple  the  pniKipaJ      imciesl  i6S9) 


labia  13-7— 'National  Health  Service  Corps.  Funding  and  Participants  in  Field,  Scholarship,  and  Loan  Repayment  Programs, 

Fiscal  Years  1971-89 


Fiscal  year 

Field  P 

loan  W^poyrrtfrir. 

Appropriation 
(S  thousands) 

Year'^nil 
field  str-irfitb^ 

Appropn  at  ion 
{S  thousands 

[few 

Awards 
Continuation 

Total 

Appropriation 
thousands) 

Awards 

1971  

S3, 000 

20 

NA 

HA 

NA 

HA 

NA 

NA 

1972  

I2,37ii 

181 

NA 

IfA 

NA 

HA 

NA 

KA 

1973  

11,000 

330 

NA 

KA 

NA 

HA 

NA 

NA 

iSJt*  

9,787 

^05 

S3,0D0 

372 

0 

372 

NA 

NA 

1973  

1^,033 

«*86 

22,500 

1,A9S 

365 

1,86A 

NA 

NA 

1976. . . 

.   .  2*J,662 

600 

22,5'^0 

1,759 

3, 

5,201 

NA 

NA 

1977  

24p354 

690 

A0,0GO 

a, 092 

1  «*81 

3.373 

NA 

NA 

1978  . 

39,696 

l,i.a5 

60  000 

3,150 

1,907 

5,05; 

NA 

NA 

197S  , ,  , 

62*969 

1p826 

75,000 

a,:!t80 

A,  029 

6,<t09 

NA 

NA 

I960  

7^,075 

2pO80 

79,500 

1,  7  7a 

6,159 

NA 

NA 

1981  

84  p 739 

2,33^^ 

63,400 

i&a 

A,  175 

A, 337 

NA 

NA 

1982. 

95p078 

2/  Z 

A2,50O 

160*^ 

2,289 

2,4A9 

NA 

NA 

1983 

93,391 

2,865 

13,i58 

793 

937 

HA 

NA 

198i.  . 

91 P 000 

2p609 

6,:oo 

69^ 

9S 

167 

NA 

NA 

1983  .. 

75 P 000 

2,958 

2,300 

37* 

12 

^9 

NA 

NA 

1986  . 

58,500 

2,201 

36* 

t 

NA 

NA 

1987  . 

i9.&8i 

2,7*2 

2.300 

A6* 

% 

NA 

NA 

i^&a 

3>  .*i2 

2.097 

2,202 

36* 

4 

915 

20 

1989 

39,866 

2.953^ 

O* 

6 

^9 

112 

NOTE    NA  "  not  applicable 

^The  NHSC  field  bud6*t  funds  th<*  salariiJs  ot  federally  eriploY^d  assiAn^es.  the  tr<>vei  costs  of  rew  ami  i:,jrrent  assiSn'"<is,  vario  ,s 
clinicaL  support  activities,  teclinical  assistance  to  Stdt^s,  and  recruitment  ^nd  retention  activities  'jf  the  program  From  1971 
through  1978,  4ll  NHSC  field  placennonts  were  NHSC-salaried  Since  1*?79>  there  has  heen  a  trend  away  from  NlJSC - salar ied  position  and 
towards  other  types  of  fslac^mont      From  through  1988*  portions  uf  the  original  NH^  Field  f'tugram  apprupr  i dti ons  were  reprt^graFKned 

into  the  b-idget  for  CoqniuTiity  and  Migiant  Health  Centers  to  htip  pav  the  salaries  of  NiK-^C  asi^iftnees  ir*  those  centers  field  Progxix 
appropriations  'n  this  table  exclude  rt^proS rammed  amounts 

^The  NHSC  scholarship  prograjn  provided  scholarships  to  health  professions  stuients  in  exsthiny^e  lor  service  m  a  designated  shortage  t^r^^ 
when  they  completed  thei  r  tra  ini  ng  jhe  Oiin  irnym  service  obi  igat  ion  s  ^  y  ears  ,  ^nd!  thf  mnVjori  t.y  of  s  cho  1  a*  sM  jps  went  to  medi :  a  \ 
students 

^Figures  jn  this  table  refer  only  to  the  Federal  Loan  Repayifnent  Vxr^^i^ 

*^Thtf  number  of  NH*^C  parsonnel  in  the  field  at  the  end  of  the  caleniir  v**,^r       Tti.  i-^dt'S  pers>nri*il   \n  .\\\  ep^^.uMi  i  i  i>c  i  f  1 1  n^i^i .  ^oth 

volunteer  and  obligated,   in  both  NHX  and  IKS  sites 
*Multiyear  awards 

*^This  figure  was  quoted  over  the  telephoTie  by  MISC  stalf  ,n  Janunirv  l^^O 

*Reprogrammed  from  State  loan  repaYtK^ent  funding  f'^r  1039  Oneinally,  r,o  funding  wis  a^pr^^ji  lat  *fd  t  >i  n*,^  l/- Li  r^>hi  ps  in  IJH^.  nj* 
'r^^'^  orilV  1  ml?  ton  of  thi  3  ^  (niilion  appropr^  *^  t -^n  f^r  State  Loan  RepaYtK^^nt  PtoSraoi  w-^^  use.i  it,  t  ht-  remainder  wa^        -  '  * 

award  ^3  new  scholarships  for  exceptlon,iLiy  financially  needy  medical  students 

SOURCES  ^  S  Jongress,  Office  of  Technolojy  Assossitient*  CJ  inical  StafXlUA  m  ihj^  Indian  H«^altri  Sorvirf^.  Sihecul  fi«f;ort  ^Washir*t:p, 
DC  OTA,  February  19S7>,  U  S  Department  of  tJeaLth  and  Human  Servi<-es,  Health  Resources  ^^d  ?^t-rvirfr,  A^t^^l  n .  ^  *  r  iM  r>n ,  &Kijrea> 
of  Health  Care  Delivt*  v  and  A^sistanc*.  anPubLii»hed  d,ita  provided  by  G    Goubeau.  Nov    9,  I^jfi^ 
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Table  13-8— Volunteer  Placements  Made  Through  the  National  Health  Service  Cotpb  \UhSCf  Rei,*  ujtmen*  Bcancn, 

1988  and  1989 


1966* 

1989 

Type  of  pI«caaenL 

Physician 

0th er^ 

Total 

Fhy&icians^ 

Oth^r^ 

Total 

HHSC^  

.   .  191 

4 

195 

278 

HHSC  Loan  Repayment*  . 

2 

20 

97 

15 

112 

Indian  Health 

Service  (IHS)'  

62 

536 

123 

663 

Other^   

.    . .  a 

53 

61 

17 

253 

270 

Total  volutitger 

placements". .....   . , . 

  279 

535 

81^ 

i*7l 

652 

1.323 

^Figures  for  1986  are  ostimft^s.  since  the  pioSram  database  had  not  yet  been  established 
^'includes  KDs  and  DOs. 

^Includes  all  nohphysiclan  he^Hh  personnel  (e  s  ,  nuifs  practitioners,  physician  aasist^nt^.  d^nLists. 
nuraesj  pharroacists) . 

^Includes  individuals  matched  to  Federal  comnanity  and  migrant  health  centers  \C/MHC&/  or  ty  HHCC  freestanding 
sites.  Most  individuals  are  hired  by  the  C/MHC*  but  a  small  proportion  nnay  be  salaried  directly  by  the 
Federal  Gove  .Timont .  Individuals  at  freestaiiding  sites  ei^tabLish  their  own  practices 

'*a11  NHSC  Federal  Loaii  Repayment  recipients  are  recruited  through  th*  HHSC  recruitment  branch  TYiey  are  not 
true  "voluntOi^rs , "  because  they  are  under  obli&at^on  to  serve  m  HMSAs .  but  are  included  in  the  official 
volunteer  placemen'*,  ^ount 

Iiicludes  all  volunteer  health  professionals  rettuited  to  IHS  facilities  and  servite  areas  ttrough  th«  HHSC 
recruitment  br^^nch  and  throuSh  I.  j  recruitm^int  efforts,  but  excludes  thos*-  part i c ipatinS  in  the  IHS  Loan 
Repayment  ProSram. 

^Includes  (a)  individuals  matched  to  non-f ftdeiatly  funded  sites  in  f^KSAs  inhere  the  cociunu.\ity  is  able  to 
suppoit  the  practitioner's  salary.  Cb)  individuals  placrd  ih  the  Bureau  of  Prisons  or  other  Federal  program 
Sites  besides  C/MHCs  and  freestandtns  HEISC  sites 

^All  cateforifts  may  Include  individuals  recruited  into  the  Public  Health  Seivice  Commissioned  J^rpt  tijoufih 
the  HEISC  volunteer  recruitment  program 

SOUHCE  U  S  Department  of  Health  and  Human  Services,  \ealth  Resources  and  TjArviLes  Administratj  o:. .  Bureau  <>f 
Health  Care  Delivery  and  Assistance.  Division  of  Hational  Health  Service  Cor -nSr  uipubli&h^id  data 
provided  to  OTA  on  Dec    16.  19&9  and  Jan    16.  1990 


although  ilie  criteria  are  subject  to  approval  b> 
BHCDA  (662).  States  also  set  their  owii  priorilies 
concerning  types  of  health  personnel  to  recruit.  In 
fiscal  year  1988,  approxiniateI>  $1  nullion  wd> 
awarcfcii  to  seven  State  programs  (66/).  In  1988,  the 
State  programs  placed  74  physicians,  2  MLPs,  an^ 
5  RNs,  falling  short  of  the  110  total  placements 
nticipated  for  that  year  (689). 

The  Volunteer  Program — Sjme  provijers  nia> 
not  be  interested  in  or  eligible  for  scholarships  and 
loan  repayment  but  may  still  be  interested  in  practKc 
in  rural  or  underserved  areas.  The  NHSC  Volunteei 
Program,  officially  begun  in  1988,  acts  as  a  recruit 
ment  service  for  the  ^fHSC,  the  Indian  Health 
Service^  other  Federal  facilities  and  programs  (e.g.. 


Fcdf^  1  prisons*  federaH>  funded  commumty  and 
migr^^it  healfh  ^^enters;,  and  other  HMSA  facibties 
or  communities  1662 >.  The  program  is  advertised  by 
the  rc^jional  offii.es.  which  make  hsts  of  placement 
sites  available  to  medical  re:.idency  programs  and 
other  health  professional  schools.  These  hsc^  include 
all  HMSA;^,  regardless  of  degree  of  shortage  group- 
mg  or  prionty  ranking.  Although  higher  priority 
HMSAs  are  inchiued  on  the  volunteer  placement 
hst,  volunteers,  with  few  exceptions,  tend  to  go  to 
thclowcr  pnonty  suesv662v^-  In  1989,  the  program 
matched  1,323  volunteers^  of  which  36  percent  were 
physicians,  to  qualifying  sites  (table  13-8)  {663). 
Most  physicians  rci^mited  are  plavxd  in  NHSC  sites, 
while  most  other  health  perM)nnei  are  placed  in 
Indian  Health  Service  sites  Uable  13*8^  {663).''^ 


^Scc^h  tl  for  ades<.nptiunof  Ihc  tanuti5pla^cineat4jppiptiiini(>  L^i;^  u^cdb/  thcNH^C  fvr    tivi4i  \hip.  WdiaofM/nK^nudi^l  vtiWiica  pc[»nnet 

^^Tbis  may  be  due  in  pan  Iv  the  fat^t  liial  Indian  H^^fh  Scrvj^  sacs  iCLid  lu  ItL^^TiitaL^.  whi^^i  hd^c  ^  gr^ici  need  foi  nur^s  and  uihcr  n^upby^-u  jn 
lica]Uipcrs<mnctiliaDNlISCi"Tidoihciij(Ci^[J6J^  Alsu.ito  noted dici^^Jt.  dk.  IHS  figiire*  unUuo^.  ***i*tnx«r  mjt^^icsinaar,  *hio^*ghfCvniinnentciioTts 
Otha  than  NirSC 
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TaDle  13-d--fedeTally  Salaried'  Personnel  in  tha 
National  Health  Service  Corps  (NHSC 
Obligation  Status,  1989 


ObLiftstiOTL-Status 

status 

Scholarship 
obLiSorv 

or  loan 
rapa3^0nt 

Total 

CoamlssLoned  corps. 

20 

11& 

136 

Civil  a^rvtce  

Ilk 

Total  

134 

276 

^Porsonn^I  in  the  HHSC  ffho  r^caiva  their  aalarios 

directly  from  tho  NHSC, 
^Includdft  aome  scholarship  recipients  vho  comfplated 

their  service  obligation  but  decided  to  stay  oh  in 

the  liTHSC  coinnissiotied  corps. 


SOUHCC:  U.S.  D^pattmant  B^alth  and  Bunian  Ser^ 
vicsa,  Bealth  Resources  and  Services 
Administration,  Butaau  of  Health  Care 
Delivery  and  Assistance,  Division  of 
Hationol  Health  Service  Corps,  unpublished 
data  provided  to  OTA  Jpn    24,  1990 

Commissioned  Officers  in  the  NHSC — Com- 
missioned officers  in  the  NHSC  are  a  subset  of  the 
Public  Health  Service  (PHS)  Commissioned  Corps, 
They  are  a  mobile  cadie  of  health  professionals  who 
receive  their  salaries  directly  from  the  NHSC  and  are 
deployed  in  higfi  priority  HMSAs.  NHSC  scholar^ 
ship  or  loan  repayment  recipients  as  well  as  nonobli* 
gated  volunteers  can  choose  to  join  the  NHSC 
Commissioned  C^ps  if  positions  stre  available.  Like 
other  PHS  Commissioned  Corps  personnel,  how- 
ever,  thty  are  subject  to  periodic  transfer  from  one 
site  of  service  to  another. 

As  funding  for  the  NHSC  Field  Program  has 
decreased,  so  have  the  number  and  proportion  of 
NHSC  commissioned  officers  and  other  NHSC* 
salaried  perso?iiiel,^  While  commissioned  officers 
once  represented  the  ma:':rity  of  field  staff,  they  now 
make  up  only  a  small  pu'centage.  Of  the  1 ,948  total 
field  staff  in  1989  (table  13-7)  {659),  only  278  (14 
percent)  received  their  salaries  through  the  NHSC 
(table  13-9)  {663).  Of  these  278,  approximately 
one-half  were  commissioned  officers  and  the  re- 
mainder were  civilian  employees  ttable  13-9)  {663). 

Placement  of  NHSC  Personnel: 
The  Field  Program 

The  NHSC  Field  Program  places  personnel  &om 
Scholarship,  loan  repayment,  and  volunteer  pro 


Table  13~tO—Nationdt  Health  Service  Corps  Providers 
by  OfsclDtfne,  1981  and  1989« 


Provider 

FiacaL 

year 

discipline 

1961 

1989 

7,272 

7, is; 

Gdnecal  pi^actice,  

1,098 

64 

Family  practice,.. 

2,038 

614 

2.0&& 

671 

Pediatrics, , , .  .  .  , . h 

968 

286 

Obstetrics/synecolosy. . . 

454 

242 

417 

215 

Other  

209 

75 

Dentists, ,  , ,  -  -  -  ■ ,  ■ 

957 

96 

Hurse  practitioners.. 

319 

17 

Ehysiciftn  assistants  

111 

6 

Tlur£e-otidwives,   . , . , 

68 

1 

Podiatrists, . ,  

27 

Othet  

313 

17 

Total  

9,157 

2,347 

^Humbets  in  this  tab^e  diffet  from  year^end  fi«ld 
St'  .i^tti  .  "^nrs  in  table  13*7  becausa  they  teflect 
th,  number  provi^^e^^a  serviti^  at  any  time  from 
Oct  1,  19S0  to  Sept.  ;iO,  19S1  or  f  r>n  Oct.  1,  1988 
to  Sept.  30,  1969  r^'her  tb^in  the  number  ot 
providers  present  in  the  field  At  the  end  of  the 
calendar  year.  tlun:^«r&  i.'i';lude  both  obllSated  and 
nonobligatod  providers. 

U,5,  Department  of  Health  and  Human  Ser 
vicea.  Health  Resourcea  arvd  Cervices  Adm^n^ 
istration.  Bureau  Of  Kea.th  Care  Delivery 
and  Assistance.  Division  of  National  Health 
Service  Coip^.  unpublished  c^ata  pio^ided  to 
OTA  Feb    7.  1990 


^ams  in  qudUlying  wte^.  The  m^ority  of  field 
placements  have  been  and  continue  to  be  physicians 
(table  13-10)  {663).  MLPs  (nurse-midwives,  NPs, 
and  PAs)  represented  a  signific  *t  proportion  of  the 
total  field  staff  in  1981t  b'lt  their  numbers  have 
dropped  to  aknosi  zero  (table  13-10)  (665),  Hie 
number  of  dentists  as  a  proportion  of  all  NHSC 
providers  has  also  decreased  (table  13-10)  {66$). 

The  four  basic  mechanisms  used  to  place  NHSC 
personnel  arc: 

•  Federally  Salaried — providers  receive  their 
salaries  directly  from  the  NHSC; 

•  Private  Practtce  Assignment  C'PPA'') — 
providers  afe  salaried  through  facilities  that 
have  Federal  giant  money  (from  non  NHSC 
bouiLCb)  dedicated  for  that  purf  jse  (e  g  ,  fed 
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erally  funded  Community  and  Migrant  Health 
Centers); 

•  Private  Practice  Salary — providers  are  sala- 
ried through  projects  or  facilities  th^t  do  ^oi 
have  Federal  grant  money  dedicated  for  thdt 
purpose^  but  who  are  located  in  qualijfymg 
areas; 

•  Private  Practice  Option  ('*PPO  ') — ^providers 
set  up  their  own  private  practice  in  an  HMSA» 
without  any  fmancial  assistance  from  Cie  Fed- 
eral Government  (662)?^ 

Until  1979,  the  year  in  which  the  first  large  group 
of  scholars  came  out  of  the  ''pipeline/*  the  majority 
of  field  pkcements  were  volunteers  or  commis- 
sioned officers  (662).  In  1979^  the  field  strength 
more  than  doubled  due  to  the  addition  of  obligated 
scholars.  It  peaked  in  1986,  with  3,304  NHSC 
personneP^  practicing  throughout  Uie  United  Statei>. 
Fie3d  strength  du*casedby  36  percent  from  1986  to 
1988  {table  13-7)  (575,659),  and  it  will  continue  to 
decrease  as  the  ''pipeline*'  dries  up  and  current 
personnel  complete  tbeir  service  obligations.  NHSC 
Field  Program  funding  has  declined  dramatically 
since  its  peak  in  1983  (table  13-7)  (618,659),  The 
ntimber  of  HMSA  designations  and  the  number  ot 
physicians  needed  to  remove  these  designation:^ » 
however,  have  remained  relatively  stable  dunng  this 
time  {see  ch.  11), 

Problems  and  Changes  Over  Time 
in  NHSC  Programs 

Over  the  years,  changing  needs  of  underserved 
communities^,  changing  preferences  of  health  profes- 
sionals^  and  reductions  in  the  NHSC  budget  have 
caused  the  NHSC  to  adapt  its  recruitment  and 
placement  strategies. 

Sources  of  NHSC  Personnel~lo  earn  scholar- 
shipSj  students  make  commitments  from  4  to  8  years 
(the  average  has  been  6  years)  before  they  are  due  to 
serve  {346),  However,  during  the  course  of  their 
studies  many  factors  (family  characteristics,  career 
interests^  etc.)  can  change  their  ultimate  speaaity 
and  location  preferences.  In  some  cases,  NHSC 
scholarship  recipients  changed  their  primary  care 
preference  to  nonprimary  care  specialties  (662), 
undermining  chances  that  communities  with  small 


service  populations  would  be  able  to  retain  them 
beyond  their  period  of  obligated  service. 

Part  of  the  rationale  behind  the  transition  to  loan 
repayment  was  th^t  commitments  near  the  end  of 
training  would  prove  more  valid  than  early  commit- 
meits  as  indicators  of  enduring  interest  in  primary 
caie  and  practice  in  an  iin-ierserved  community 
{6S9)  In  addition^  a  loan  repayment  program  vvould 
recruit  personnel  to  the  field  immediately  ^  vvhile  a 
scholarship  program*^  as  along  "pipeline**  between 
receipt  of  scholarship  and  start  of  service.  Moreover^ 
since  potential  loan  repayment  participants  would  be 
aware  of  the  specific  placement  oppormriities  availa- 
ble before  signing  a  contract^  they  might  make  more 
informed  decisions  and  be  less  likely  to  '^default** 
on  their  obligations  (659). 

Loan  repayment  and  scholarship  pri^gxams  rruy 
att'act  diffeient  types  of  providers,  {689),  Physicians 
andother  health  professionals  with  high  educationa] 
debts  may  find  NHSC  loan  repayment  an  attractive 
incentive.  Scholarship  programs^  may  be  mo^  ^  effec- 
tive for  recruiting  nurs^s^  MLPs,  and  allied  health 
professionals  because  their  educational  costs  and 
assocMted  debts  are  lo^er  than  those  of  physicians. 
Ilie  NHSC  Scholarship  Program  also  attracted  laany 
minorit)'  and  disadvantaged  students  who  otherwise 
might  not  have  been  able  to  afford  medical  school. 
Of  scholarship  recipients  who  completed  their 
obligations  and  for  whom  data  are  available^  17 
percent  were  black,  and  9  percent  were  from  other 
minority  groups  {689), 

Although  the  Federal  Loan  Repayment  Program 
gave  priority  toNPsand  CNMs,  115  of  the  total  132 
placements  in  1988  and  1989  were  physiaans^ 
because  few  CNMs  and  NPs  had  applied  (662). 
although  one  explanation  for  their  low^  ^  plication 
rate  is  the  lower  debt  burden  of  CNMs  andNP^/'^  it 

Ukeiy  that  lack  of  information  was  also  a  major 
reason  for  tlie  lack  of  candidates.  It  has  been  reported 
tliat  over  one-half  of  CNM  training  program  direc- 
tors had  not  heard  of  the  program  as  of  fall  1989 
{1911 

The  Slate  Loan  Repayment  Program  was  intended 
to  improve  recniitmenl  by  decentralizing  efforts  and 
encouragmg  State  investment  m  loan  repayment 


^^cchnicot  H3£i$UDCC    $iic  devclopmcni  and  procbce  managciQcnT  ls  ^'rwule<t  through  regional  and  State  NH^C  olficcs 
'^Tbe  ''year-end  fkld  streosih"  coluntn  in  table  1^7  mcludts  commissioned  and  obligated  NKSC  field  $iaff  in  ail  health  prolc^sional  fields 
''^Somc  contend  that  Ml-Ps<  because  tbctr  fnofessiOtkal  income    considerably  lower  than  tliat  of  ptiysicmns.  may  find  loan  repayment  an  attractive 
moemive  cvea  with  idatively  ^^^^  debt  burdens  il9t) 
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activities.  The  2S  percent  matching  requirementt 
however,  may  dissuade  some  of  the  neediest  States 
firom  ;*pptying.  This  concern,  as  v/e  11  as  others  vnth in 
BHOA  about  the  success  of  the  program  during  its 
first  year,  prevented  the  planned  expansion  of  the 
program  in  its  second  year. 

In  fiscal  year  19*^9.  BHCDA  officia'^  requested 
congressional  pemussion  to  redirect  $^.9  million 
originally  appropriate^  for  nev/  State  Loan  Repay- 
ment p*^grams  to  Federal  NHSC  scholarships  {224). 
E>uring  the  nrst  year  of  the  program,  the  original 
seven  State  grantees  had  difficulty  finding  sufficient 
numbers  of  participants  to  use  av/arded  fiinds  {689), 
According  to  State  grantees,  hov/ever,  BHCD  V  had 
given  them  insufficient  time  in  which  to  recruit 
participants  and  make  av/ards.  States  v/ere  notified 
about  the  program  in  September  of  1988.  and  they 
had  only  1  month  to  identify  qualifying  health 
professionals.^^  Inability  to  use  funds  for  repayment 
of  undergraduate  loans,  a  lov/  maximum  allowable 
yearly  repayment  rate,  and  a  lack  of  candidates  v/ith 
sufficient  levels  of  debt  have  also  been  cited  as 
possible  reasons  for  States'  limited  sua:ess  during 
the  first  year  (<S59), 

The  new  NHSC  Volunteer  Program  ha^  suc- 
ceeded in  attracting  a  significant  number  of  person- 
nel since  its  inception  in  1988,  but  it  mtght  have  a 
greater  impact  if  additional  incentives  were  availa- 
ble to  practitioners  serving  in  HMSAs.  As  of  199L 
physicians  locatiiig  in  rural  pnmary  care  HMSAs 
will  be  eligible  for  a  10  percem  bonus  on  Medicare 
reimbursement  (Public  Law  10i-239).  Additional 
incentives  might  include  reimbursement  for  travel 
for  practitioners  and  spouses  making  site  selection 
visits,  and  tax  breaks  or  lump-sum  bonuses  for 
health  personnel  who  practice  in  KMSA5.  Volunteer 
recruitment  is  also  hampered  by  a  lack  of  recruiting 
staff  in  the  Federal  and  regional  offices  «562). 

Methods  of  Placing  SHSC  Personnel — Most 
field  placements  were  NHSC-wlaried  up  until  1979. 
but  thereafter  a  shift  toward  othei  salary  i>ourccs 
occurred  {224).  In  1988.  only  15  peruent  of  NHSC 
field  positions  (excluding  those  at  Indian  Health 
Service  sites)  were  NHSC-salaried,  54  percent  were 
PPA;  23  percent  were  private  practice  salar>;  an^  8 


percent  were  FPO  t<559>.  The  changing  pattern  uf 
salary  and  placement  mechaiubm:^  reflects  a  \  ant  t) 
of  concerns. 

In  the  early  19S0^,  polic>makers  :^upported  the 
use  of  the  PPO  as  a  way  of  reducing  the  Federal 
financial  burden  accming  fi^om  the  growing  number 
of  obligated  scholars  emerging  from  the  pipeline. 
However*  m  the  mid-1980s,  the  NHSC  reduced  the 
number  of  PPO  placements  m  response  to  concerns 
about  the  short-term  and  Jung-term  viability  of 
independent  private  practices  in  small*  remote  com- 
munities {662\ 

The  NHSC  had  once  also  held  that  the  PPO  would 
improve  retention  by  increasing  physicians*  per- 
sonal investment  in  a  location  (7^),  a  position  which 
has  suice  been  quesuoned.  OnginaJly,  PPO  obligors 
were  only  pemxitted  to  locate  in  areas  :"ith  eccio- 
nues  sufficient  to  sustain  a  pn^ate  practice,  but  this 
requirement  was  eliminated  in  the  Health  Programs 
Extension  Act  of  1980  (l^iblic  Law  96-538).  pre- 
sumably to  allow  PPOs  to  fill  the  gaps  left  by  the 
decreasing  number  of  NHSC-salaried  physicians. 
Faced  with  drastic  decreases  in  funding  for  the 
NHSC  field  progjam,  scholarship  graduates  were 
sometimes  told  that  the  PPO  was  their  only  option 
short  of  triple  indemnity  repayment  or  default  {78). 
{Practice  management  and  other  technical  assistance 
were  presumably  available  through  a  State  contrac 
tor's  office  or  through  the  regional  office^  but  the 
degree  of  support  from  these  offices  may  ha-  ^  aried 
greatly.) 

During  the  1980s,  use  of  the  private  practice 
assignment  (PPA)  increased  in  response  to  the 
growing  nerd  for  physicians  and  other  health 
personnel  in  federally  funded  community/  and  mi- 
grant health  centers  (C/MHCs).  as  well  as  to  the 
same  budgetary  concerns  tliat  inspired  the  increased 
use  of  the  PPO  placement  {602)^'*  The  shift  to  PPA 
placement:^  also  reflecteJ  concerns  raised  b>  experi 
cnce  ^  tth  Jit  PPO.  The  NHSC  had  come  to  bchev  e 
that  pucuig  personnel  v^ithin  structured  s>^tem^  of 
^aie  ^*is  more  stable  than  placing  them  in  ^olo 
practice  in  communities  un*:ble  to  su^piirt  ^uch 
practices  {662). 


-^lufomnatioa  ^  sptXrinc  Scale  fin>^rams  was  gamed  tluou^  (cicphunc  i^onvct^atiun^  ^iili  prugram  aJntintstraLats 

covCT  Ihc  saianes  0I  the  giowmg  number  ol  PFA  per^aimcli  !^ut>&tart(iaJ  puniuru  ot  ihc  Mnganixl  T  ISC  F^ilIJ  fi^^uii  ^fiprupriditt^L^s^  ^i^jl 
rcpFOgf^mmed  into  tbe  budget  for  OMHCs  from  1?S3  through  l9SS         For  example-  m        $i5  j  miiJian  iveit  i^piL^ij^iAmnhtd  (u  C.MHC:. 
hfHSC-salaned  personnel  arc  present  m  some  OMHCs,  bui  the  majonly  of  NHSC  pcrionnci  xn  ihcic  fdviLin-^  ^we  TfA  Sumt  CMlir^  .iit  nui 
dcifignated  HMSA5.  but  may  be  approved  foi  NdSC  obhgated  pcrsonneJ  platomciu  if  ilicy  dcmuniiratc  iuffivtrni  ikc^I  Kfti*2i 
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Asaicsult,  C/MHCshav^  come  to  depend  heavily 
on  the  NHSC  for  physicians.  PPAs  accounted  for 
moTclhan  one-half  of  all  NiiSC  placements  in  1988 
(659),  and  obligated  NHSC  physicians  jicrounted^ 
for  over  one-half  of  all  physicians  in  C/'.vIHC*!  in 
1989  (411,^*4).  Even  within  tiie  more  itructijred 
PPA  scrtingSt  however,  retention  NHSC  person- 
nel is  a  problem.  Financial  constraints  prevent  PVA 
sponsors  from  offering  salar^s  competitive  with 
those  in  the  private  sector,  consequently,  PPAs  often 
leave  C/MHCs  once  their  penods  of  obligation  end 
(414). 

The  Changing  Role  of  Commissioned  Officers 
in  the  NHSC—}n  the  late  1970s  and  early  )980s, 
physicians  whose  obligations  were  ending  wete  told 
they  could  remain  on  salary  in  their  communities  if 
they  joined  the  NHS  C  as  commissioned  officers,  and 
anumberof  them  did  so  (662).  In  1985>  however,  the 
Public  Hfealth  Service  {PHS)>  as  part  of  a  general 
effort  to  revitalize  its  Commissioned  Corps,  reas- 
signed all  commissioned  officers,  including  those  in 
the  NHSC  <<5o^J.  Many  opted  to  leave  the  Corps 
when  asked  to  move  (78).  This  reaction  brought  to 
Ugh!  what  might  be  an  inherent  contradiction 
between  the  goals  of  the  NHSC  and  the  PHS 
Commissioned  Corps.  While  the  major  goal  of  the 
NHSC  is  to  recruit  and  retain  health  professionals  in 
areas  of  need>  the  goal  of  the  PHS  Commissioned 
Corps  is  to  maintain  a  mobile  cadre  of  health 
professionals  who  can  be  transferred  as  needed. 
Some  critics  have  proposed  that  the  PHS  waive  the 
transfer  requirement  fur  NHSC  cnmmisMoned  offi- 
cers currently  serving  in  remote,  high-need  areas 

g.,  so^-e  frontier  counties)  (S89). 

Evaluating  the  Impact  of  the  NHSC 

NHSC  success  varies  depending  on  its  percuved 
gpal.  If  the  goal  is  to  place  providers  in  high-need 
areas,  without  regard  to  their  lengtn  of  service  m 
these  areas,  the  NHSC  has  been  very  effective;  SO 
percent  of  scholarship  recqjients  completed  their 
obligation  or  were  still  serving  in  1990  (S46).  Until 
the  mid-1980s>  communities  served  by  NHSC  pro- 
viders could  rely  on  r<HSC  rq)Iaceinents  if  these 
providers  decided  to  relocate  on  completion  of  their 


obligations.  Such  communities  might  l^ck  continu- 
ity of  service,  but  they  v*ere  at  least  assured 
personnj.  Moweven  recent  dechnes  in  the  number 
of  NHSC  personnel  will  result  in  fewer  replacements 
for  these  communities.  The  Scholarship  Program 
placed  approximately  20O  practitioners  m  1988  and 
approximately  120  in  1989(6<52).^IJi  1991>only74 
scholars  will  be  available  for  placeir.?Dt  (7!0). 

If  the  goal  is  to  create  lasting  s>Siems  oi  ;aie,  the 
NHSC  could  also  be  regarded  as  havirg  been 
reasonably  effective,  lliirty-five  percent  u  NHSC 
scholarship  recipients  wito  completed  their  obliga- 
tions in  fiscal  year  1989  e.^her  remained  at  their 
service  site  or  relocated  to  another  HMSA  {346).^^ 
A  national  survey  of  physicians  practicinc^  in  small 
(fewer  than  10,000  residents)  rural  counties  found 
that  15  percent  of  these  physicians  were  either 
currently  or  formerly  affiliated  with  the  NHSC 
(405).  A  study  Virginia  PPO  physicians  who 
completed  their  obligations  between  1981  and  1986 
indicated  l  practice  site  retention  rate  of  close  to  45 
percent  (704).^^ 

The  Volunteer  and  Loan  Repayment  Programs 
have  been  unable  to  fill  the  gap  left  b>  the  dwindling 
supply  of  obligated  NHSC  scholars.  The  635  physi- 
(ians^^  recruited  to  HMSAs  through  the  V^lantecr 
Program  in  1988  and  1989  (t^'ble  13-8)  (663) 
represent  only  15  percent  of  the  esumatcvl  number  of 
physicians  iceded  (4.104)  .o  remove  all  primary 
Care  HMSA  designations  in  1988  (see  table  11-5 J. 
The  ll'^  physicians  placed  tender  loan  repayinent 
dunrg  the  same  period  represent  i;;il>  an  additional 
3  percent  of  physicians  needed.  MLPs  can  substitute 
for  physicians  in  some  of  these  ^ites»  hut  the  NH?"^ 
has  recruited  very  few^  rn  recent  yeiirj>  (table  13-  t^^y 
{66S). 

Service-Contingent  Scholarships  for  Xurse 
Practitioners  and  Nurc^-Midmves 

From  1978  through  19^1,  die  Federal  Govern- 
ment provided  $3.2  milhofi  foNPand  nurse-midvtitc 
training  programs  to  fund  sen'ice  conti.  gent  schol- 
arships for  students  (720).  Just  over  400  students 
were  awarded  scholarships  over  the  3-year  penod. 


^umbeis  include  noinpliysLaaii  pe^s^>nnel. 

l^lephooc  survey  ui  late  Jupc       of  All  physicmm      «o  compkrc  ihcir  >*iJii;'ii*f>n  iJi  Juh  jsktM  ivhi^ihrror  imi  (ii<-v  woic  f^^iiui;/LUi^  i;]  t^w 
c^mvA  practice,  cr  mo^  rg    an  flMSA  or  non-HMSA 

^Sevcn  of  tbc  29  PPO  pbyslcia 05  departed  lo  enter  specialty  uauiit^  programs 
*^Excludes  Federal  Loan  Repayment  Program  panicipanis 
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Although  administratively  separate  from  the  NHSC, 
receipt  of  scholarsliip  under  this  program  was  al&o 
tied  to  a  service  obligation  in  a  primary  care  HMSA. 
Unlike  the  NHSC  program,  however,  the  burden  of 
finding  a  placement  site  was  on  the  participant,  and 
many  participants  had  considerable  difficulty  find- 
ing sites  where  they  could  serve.**  Participant^k 
complained  that  their  schools  had  not  made  expbcU 
the  requirements  of  the  scholarship  contract  and 
sometimes  had  even  given  them  false  information 
(720).  In  spite  of  the  reported  difficulties,  however, 
from  70  to  75  percent  of  the  students  served  their 
obligations,  approximately  15  percent  repaid  then 
awards,  approximately  4  percent  were  granted  w  ai^  - 
ers,  and  only  5  percent  defauhed  (720). 

Satellite  Clinics  and  Increased  Vtilization  of 
MLPs  in  Rural  Areas 

The  satellite  clinic  model  can  address  the  health 
care  needs  of  sn^H  and  remote  communities  while 
offering  the  economic  and  professional  advantages 
of  group  pritctice  anangemenb.  In  this  model, 
physicians  or  MLPs  from  a  gcoup  practice  located  m 
a  more  urbanized  communit)  travel  to  remote  sites 
to  see  patients  for  a  few  day&  each  week.  Alterna 
tively,  some  practitioners  m^y  staff  the  satellite 
clinics  full-time  to  reduce  the  time  spent  in  transit 
between  sites.  The  phjsician-MLP  team  model  can 
successfully  address  the  needs  of  remote  rural 
communities  (see  box  13'E).  It  can  also  help  to  ea^e 
the  professional  isolation  and  long  work  hours  of 
rural  physicians.  MLPs  have  been  found  to  increase 
physician  productivity  {617). 

Historically,  MLPs  have  been  more  likely  than 
physicians  to  locate  in  rural  and  underserved  areas, 
but  increasing  demand  for  their  services  in  urban 
settings  may  change  this  (see  ch.  10).  In  some  States, 
restrictive  nurse  practice  acts  or  reimbursement 
policies  also  influence  the  practice  arrangements  of 
MLPs  and  may  discourage  them  from  rural  practice 
altogether  (see  ch.  12).  In  other  States,  MLP-staffed 
clinics  can  be  very  effective  (box  13-E). 

Although  overall  trends  in  the  nunibers  of  rural 
clinics  staffed  only  by  MLPs  are  not  known,  a  srud> 
of  44  such  clinics  which  had  existed  in  1975  found 
that  many  had  either  closed  or  converted  to  physician- 


only  or  phytic  ia^i'MLP  ataff  structures  {103).  The 
clinics  with  physicians  on  staff  saw  more  patients 
per  week,  charged  higher  fees,  and  relied  to  a  le&ser 
extent  on  nonrevenue  funding  ^otir^e^  than  those 
staffed  solely  by  MLft  {103). 

RECRUITMENT  AND  RETENTION 
IN  THE  PRIVATE  SECTOR 

local  Hospitals 

Physicians 

Rural hospitalsi  which  rely  on  local  phyfvicians  for 
patient  referrals,  have  a  vested  interest  in  the 
availability  of  office-ba&ed  physicians  within  their 
service  areas.  Hospitals  may  encourage  physicians 
to  locate  or  to  stay  in  the  area  t*^  J>iay  by  offering 
them  various  types  of  assistancei  including  low- 
interest  loans,  subsidized  office  spacei  and  guaran- 
teed income  levels  (see  ch.  7). 

Be<.ause  ^t»ch  arrangemenb  i-ao  be  viewed 
compensation  to  a  physician  from  an  entity  to  which 
he  or  5he  refer:>  patients,  they  may  technically  fall 
Within  the  proscriptions  of  Medicare's  antikickbacL 
provisions  (see  ch.  7)."*^  Many  rural  hospitals  had 
hoped  that  recently  proposed  *'safe  harbor"  regula* 
tions  would  provide  some  certainty  in  this  area  and 
Aould  uphold  the  legality  of  recruitment  and  leten 
[ion  strategies  that  have  prov  cn  essential  for  institu- 
tional survival.  Af,  discussed  in  chapter  7,  howevei, 
the  proposed  regulations  (issued  in  January  1989) 
offered  little  protection  for  any  of  these  strategies. 

Nurses 

A  study  of  nurses  in  rural  Mississippi  hospitals 
{453)  attempted  to  identify  retention  strategies 
nurses  perceived  as  potentially  effective.  Those 
most  frequently  mentioned  included  opportunities 
for  upward  career  mobility,  tuition  reimbursement 
for  educational  upgrade,  bonuses  based  on  years  of 
service,  improved  pension  plans,  24-hour  clinical 
consultations,  higher  salaries  for  night  and  weekend 
shifts,  and  conflict  management  and  resolution 
mccha«ii:>ms  t*^5J).  A  recent  study  found  that  wage 
increases  have  repeatedly  succeeded  in  reducing 
past  nurse  shortages  but  have  i\oK  kept  pace  with  the 
present  nursing  shortage  (7). 


^Reasons  CDcntioocd  inciiudcd.  ^mpeiiiivn  fur  ^iic^  ^ith  NHSL  pcrsunttirL  ^hu  4oicPJ^^<^  ihit^u^i  Fcdcfal  fcj^iuri^i  ^pfTivCa  ^crc  t^i^ui 
pioni>T  imbiltly  of  facilities  ^  qv^t^ui^  areas  .  vuiiuiLimity  hcdith  t^cfucr^J  pa^  ptATih.  ii^l^iu  ^li.iric^  dful  uu^ilLjr^tcj^-^  \fi  part  ^lp.l(tl^  U 
relocate  to  qualifyio^  sues  (720) 


1 1 28B  of  ihe  Social  Secunty  Act, «  U  S  C  5 1 320a-7b 
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Box  13-E — Examples  of  Midlevel  Practitioner  and  Satellite  Clinin  in  Rural  Areas 

Oregon — Sixteen  of  Oregon's  44  rural  primary  clinLs  were  staffed  solely  by  NPs  orPAs  in  I9ii8  \S1}. 
Oregon  law  permits  NFs  to  own  and  operate  their  own  clinics  and  to  practice  without  direct  physician  supervision. 
Legislation  passed  in  Oregon  in  1979  enabled  PAs  in  Ctate-designated  medically  disadvantaged  areas  to  practiLe 
with  off-site  physician  supervision  and  to  prescribe  and  suspense  certain  medications.  Medicare  and  Medicaid 
reimburse  for  the  services  of  PAs,  NPs,  and  CHfAs  in  clinics  certified  under  the  Rural  Health  Clinics  Act  (Public 
Law  95-210),  and  all  private  insurance  pJans  in  Oregon  are  required  by  statute  to  reimburse  for  NP  services, 
Althoug^i  some  private  plans  do  not  cover  ihe  services  of  PAs,  legislation  currently  peudmg  m  Oregon  would  teqiure 
theiii  to  do  so  (81). 

A  clinic  in  Condon,  a  town  of  750  people  that  is  70  miles  from  the  nearest  full-i>ervice  hospnal*  is  starter*  hy 
two  full-time  PAs  who  are  supervised  by  a  family  physician  90  miles  away  {81).  The  supervismg  physician  Sees 
patients  at  the  clinic  for  four  hours  once  every  two  v^ceb*  and  maintains  daily  telephone  contact  with  the  PAs.  The 
PAs,  who  offer  a  wide  range  of  basic  primary  care  services*  are  accessible  on  a  24-hour  basis.  X-rays  arc  read 
initially  by  the  PAs  and  diagnosis  is  confinned  by  appropriate  specialists.  A  radiotelephone  is  used  to  transmit  EKGs 
to  cardiologists  in  Portland  for  final  inteipretation.  The  clinic  is  certified  under  Public  Law  95-210aRd  is  supported 
through  a  special  tax  district  It  has  attracted  a  dentist  and  <t  ruvOtal  health  specialist  who  lease  office  space  and  see 
patients  in  the  clinic  1  or  2  days  a  week  (81). 

A  clinic  in  Dexter  is  owned  by  two  NPs  and  is  staffed  by  the  owners  and  an  additional  NP  (81).  Annual 
increases  in  patient  visits  continue,  itidicatingahigh  level  of  acceptance  of  the  clinic  staffbytlie  community.  Mental 
health  services  are  provided  on  a  contractual  basis  by  a  mental  health  NPin  a  nearby  town.  Unlike  the  Condon  climc, 
the  DewCT  clinic  is  not  supported  through  a  special  tax  district,  and  with  40  percent  of  its  service  population 
uninsure<^  tt  has  had  to  adopt  strict  payment  requirements.  Financial  constramts  limit  the  scope  of  pnmary  care 
Services  it  tan  provide  Forexample^X  -  s must  be  taken  at  the  consulting  physician's  office  until  the  clinic  raises 
cnot^h  money  for  its  Oivn  equipment  (81). 

Kentucky — A  physician  in  Hydcn*  Kentucky  works  in  a  Joint  practice  team  with  six  NFs  inanctv^ork  of  4  rural 
clinic  sites,  a  hospital,  a  home  health  agency,  and  an  advanced  school  of  nursmg  (60^}.  The  jomt-pmctice 
^t^^ngemem  greatly  expands  the  number  of  patients  the  physician  can  treat  directly  or  indirectly.  It  i^noi  unusual 
1    irtie  of  the  satellite  clinics  to  serve  as  many  as  500  patients  a  month  (602), 

A  typical  week  for  the  physician  involves  300  miles  of  driving  to  the  hospitals  and  cbnics.  Each  day  begms 
with  patient  rounds  at  tlie  hospital  and  proceeds  with  services  at  one  of  the  cbnics.  On  Fnday,  the  physician  sees 
patients  at  the  two  busiest  clinics*  and  then  spends  the  afternoon  at  the  home  health  agency  or  in  ^tdministrative 
meetings  The  physician  is  also  responsible  for  making  home  visits  to  assess  the  condition  and  needs  of  patients 
whose  care  is  then  assumed  by  home  health  nurses  (602).  This  unique  and  largely  successful  team  approach  i^ 
hampered  by  some  regulatory  obstacles.  Tor  example,  due  to  Kentucky  law^  that  prohibit  NPs  from  prescnbing 
medication,  they  must  contact  the  physician  by  telephone  whenever  stKh  medications  ^  needed. 


Allied  Health  Professionals 

A  study  of  AHP  supply  and  recruitment  in 
Florida's  small  nual  hospitals  (572)  found  that, 
compared  with  lu'b  hospitals,  rural  hospitals  were 
paying  higher  salaries  to  laboratory  and  radiographic 
personnel  and  higher  emry-levcl  salanes  to  nuclear 
medicine  technologists  and  respiratory  tiieraptsts. 
Althougji  most  rural  hospital  AHPs  were  local 
residents*  a  substantial  proportion  of  laboratory  and 
radiologic  persomiel  commuted  from  urban  areas. 
More  importantly,  mral  hospitals  recruited  most  ^f 
their  new  AHP  staff  from  urban  areas.  Conse- 
quently, to  compete  with  urban  facilities  for  quali- 
persoimcl,  sTiall  mral  hospitals  had  increased 
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salaries  and  benefits,  mslituted  scholarship  pro- 
grams, improved  management  training,,  hired  na- 
tional recruitmg  firms*  and  e^tablishc  u  -  t^mmitteeb 
to  address  employees'  concerns  (572). 

Community  and  Migrant  Health  Centers 

Appp  \imately  800  NHSC  physicians  will  com- 
p  ele  their  obligations  at  C/MHCs  m  1990-91,  but 
due  to  a  decline  in  obligated  NHSC  scholarship 
rectpienb,  fewer  than  250  replacements  will  be 
avdUable  (-^Z^).  Physician  shortages  may  be  particu- 
larly severe  in  smaller  rural  C/MHCs  that  arc  more 
Sensitive  to  the  lu^s  of  a  smgle  physician  and  have 
greater  tiiffi(^ulty  finding  a  replacement  {414}. 
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To  stem  the  projected  physician  shortfall,  C/MHCs 
must  either  retain  NHSC  physicians  past  the  term  of 
their  obligations,  or  th^^y  must  successfully  recruit 
non-NHSC  pfc^sicians.  The  average  salary  of 
C/MHC  primary  caie  physicians  is  considerably 
lower  than  what  those  physicians  would  make  in  the 
private  sector  {411\  and  financial  constraints  limit 
the  ability  of  C/MHCs  to  conqjete  with  the  private 
sector  for  the  physicians  they  need- 

A  1987  study  comparing  recruitment  and  reten- 
tion strategies  used  in  health  maintenance  organiza- 
tions (HMOs)  and  C/MhCs  found  that  C/MHCs 
lagged  well  behind  HMOs  in  the  breadth  and  extent 
of  their  activities  (4//)-  Only  48  percent  of  the 
compensation  components  (e.g.,  pensions,  associa- 
tion membershipf  cost  of  living  increases,  loan 
repayment)  and  only  19  percent  of  the  incentive 
provisions  (e.g.,  extra  compensation  for  weekend 
work,  teaching)  used  hy  HMOs  were  used  by 
C/MHCs  {411),  Many  HMOs  use  productivity- 
based  incentives  to  attract  and  retain  staff,  but  the 
Department  of  Health  and  Human  Services  has 
reportedly  discouraged  C/MHCs  from  this  practice 
(4//).  C/MHCs  that  do  employ  such  strategies, 
however,  have  found  them  to  be  very  effective  {411), 
For  example,  the  Southern  Oh!-  Health  Services 
Network,  a  private,  nonptufit  organization  providing 
health  services  in  14  mrai  Appalachian  commuci 
ties,  modified  its  physi'rian  compensation  plan  b> 
linking  aimual  salary  increases  to  quality  anJ 
productivity  (725).  The  develqjment  of  this  pUa 
was  viewed  as  a  significant  factor  in  the  retention  of 
70 percent  ot  the  Network'sNHSC phjsician&afiei 
their  obligations  had  been  completed  {725).  HMOs 
also  use  loan  repayment  plans  to  recruit  and  retain 
physicians^  but  C^HCs  cannot  use  their  Federal 
grant  fiinds  for  such  purposes  {411), 

C/MHCs  do  engage  in  precep^rship  programs  to 
a  greater  extent  than  HMOs  and  have  found  that  thi;> 
aid  in  staff  retention  (-^/Z).  Preceplorship  program^ 
not  only  give  C/MHC  physicians  the  opportumt)  to 
teach  but  also  help  link  C/MHCs  to  flie  academic 
resources  of  educational  institutions.  In  addiiion. 
these  programs  provide  the  centers  an  opportunit>  to 
recruit  participating  students  {411)^ 


In  fiscal  year  1989,  the  Bureau  of  Health  Care 
Deliver)  and  Assistance  (BHCDA)  a^^arded  ap- 
proximately $22  nuliion  in  grants  to  C/MhCs  to 
improve  personnel  recruitment  a?id  retention  {662), 
It  :s  too  early  to  evaluate  the  effectiveness  of  this 
imtiative  on  the  retention  of  NHSC  physicians  in  or 
the  recruitment  of  ne^  personnel  to  C/MhCs. 

STATE  EFFORTS  IN  HEALTH 
PERSONNEL  DISTRIBLTION 

Where  Federal  and  local  efforts  are  unsuccessful 
in  overcoming  shortages  of  health  personnel.  States 
may  step  in.  In  fact,  in  an  OTA  survey  of  State  rural 
health  activities  conducted  in  1988,  States  most 
frequently  ranked  personnel  issues  as  the  greatest 
problem  for  the  health  of  their  rural  populations  (see 
ch.  4).  Although  respondents  noted  that  provider 
recruitment  and  placement  activities  had  addressed 
some  needs,  many  felt  fiirther  program  development 
was  warranted. 

Table  13-11  ^howshow  Sute  officials  rate  ceitun 
Federal  programs  for  improving  the  availability  of 
health  service^  to  noniiiccro  HMSAs  and  Medically 
Underserved  Areas.^  Hie  programs  most  frequently 
listed  as  effective  were  the  NHSC  (35  States), 
C/MhCs  (33  States),  the  Rural  Health  Clinics  Ac. 
{21  Sutes),  and  AHEC  activities  ^5  States;.  Ironi- 
cally, the  program  ruost  frequently  listed  as  meffec* 
tive  was  also  the  Rural  Healih  Clinics  Act  (10 
States),  it  was  followed  by  Medicare  Physician 
Bonus  Payments  (9  States)  and  AHEC  activities  (9 
State;*)/^  Responding  officials  m  a  number  of  States 
were  not  familiar  with  Federal  support  of  primary 
care  education  prugramb,  loan  repajment  programst 
01  the  Medicare  physician  payment  bunub. 

State  Activities 

The  number  of  health  persotinel  distribution 
activities  vane£>  considerably  from  State  to  State 
(.table  13  12)id55).  Programs  mostwminonb  ui>ed 
ui  States  to  impro\e  the  geographic  distribution  of 
health  professionals  are  placement  services  ^43 
States),  service-contingent  loans  and  scholarships 
(36  States),  service  contingent  educational  loan 
rcpajmcm  programs  (27  States;,  targeted  pnniar> 
care  training  opportunities  (28  States),  preccptor- 


**Tbcw<Jaiaa?criwnOTA'i  19^9  Sur\cy  of  Stale  Hwit^iPciM>tu)d  and  Mo^^  Sttapp  Di^,.  dt<jp>vti^tesUKc> 

insmunca:  and  a  dcscnpTioo  of  survey  methods, 

^    he aiDC Stales Ij^ungAHECs as  tDcffevUtc*  five j.j  fKjihavCttiiAHLC.^nit  luuiju**  iijilqd  an AHLC  *'i  i^ftrt.ond  thrw, J*J 
3BHB  .T'..^^ 
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Table  1X11 -States  Officials'  Ratings  of  the  Ef^ectivanoss  of  Selected  Fedefat  Programs  m  improving 
the  Avaltebility  of  Haafth  Services  fn  Nonmetropotitan  Health  Personnel  Shortage  and 

Medically  Underser^ed  Areas* 


tiumb^r  aqd  P^y?^"*-       States  gating  tba  fgo&gam 


VE 

E 

I 

VI 

DiC/HO 

National  Hftalth  Service  Cogps. s . 

21<48:) 

6(141) 

0 

(01) 

0  (01) 

2  (51) 

1  (231) 

SuPpogt  Qt  primftty  cage 

educational  pgoggams  

9(201) 

6(14:) 

1 

(21) 

5C111> 

16(361) 

5(111) 

Agea  Health  Education 

Cetttog  CAflEC)  activities  

3  (71) 

5(in) 

3 

(71) 

1  (21) 

14(^21) 

6(141) 

Ccccmunity  health  ^etttegs ........ 

iZ(Z7X) 

2  (5:> 

1 

(21) 

2  (51) 

4  (91) 

2  (51) 

RugtiL  Health  CLinvcs  Act. ....... 

5(lll> 

16(36:) 

z 

<51> 

a  (51) 

6(181) 

3  (71) 

MedicAge  physician 

bonus  payments ......  ......  . . 

*  (91) 

5(1H> 

5(111) 

4 

(91  > 

3  (71) 

19(431) 

4  (91) 

Otheg**    

3  C/l) 

L  (2Z> 

0  (01) 

0 

(01) 

0  (01) 

0  (01) 

40(911) 

HOTE:  VE  *  vegy  effdctiv©^  E  »  effective-  I  »  inaffoctivfl,  VI  «  very  ineffective^  HF  "  not  familiar  with 
Fedftgat  ptoSgam;  M/HO  *  don't  know  no  opinion,  HR  *  no  response.  Data  ftati  OTA's  1989  stitvey  of 
States  on  health  pegsontiel  shogtaSe  and  medically  v^ndersrrved  area  deeignatioti  (see  App  D). 

^Onty  45  States  responded  to  the  stirvey. 

^Ot.her  FedegaL  pgo&gamd  specified  incttided  Cooperative  Agreeroent  Fund  and  Rural  Primary  Health  Care 
initiative.    Ivo  States  specified  State  Programs    State  physician  trainin&  programa  and  State  loan  repayment 
prciSgams. 

SOURCE:    Office  of  Technology  Assessment,  1990 


sliips  (24  Stales),  and  AHECs  (25  States)  (tabie 
13-12),^  Other  methods  include  malpractice  insur- 
ance subsidies,  bonuses  to  physicians  in  rural 
shortage  areas,  and  recrmtmenl  travel  assistance 
(627),  Physicians  mails  iip  the  bulk  of  providers 
actually  recruited  by  respondents  to  OTA's  survey, 
but  recruitment  efforts  were  reported  for  a  wide 
range  of  health  professionals.  Many  States  tned 
unsuccessfully  to  recruit  NPs  and  PAs  (see  ch-  4, 
table  4-6). 

ib  target  resources  to  areas  of  greatest  need, 
States  may  identify  areas  of  health  personnel  short- 
age or  metiical  underservice.  While  some  States 
have  developed  their  own  shortage  area  designatiori 
criteria,  many  States  lack  the  resources  or  the 
foresight  to  implement  a  designation  program  and 
rely  on  Federal  designations  to  identify  areas  and 
populations  of  need.  Three-fourths  of  States  (34  of 
45)  responding  to  a  second  OTA  survey  on  shortage 
area  designation  activity^^  used  some  type  of  short- 
age area  designation  (either  Federal  or  State),  to 
target  their  placement  activities^**  and  21  of  these 


were  using  their  own  designations  to  implement  the 
programs  (seech.  11)- 

A  1986  BHPr  study  found  that  in  only  one-half  of 
the  States  was  a  State's  level  of  effort  in  health 
professions  distribution  (as  measured  by  number  of 
prpgrams,  number  of  program  participants,  and 
program  funding)  related  to  the  size  of  its  underserv- 
ed  and  rural  populations  (table  13-13)  (655),  State 
budget  constraints,  political  climate,  and  number  of 
slots  in  health  professions  training  programs  also 
can  affect  a  State's  level  of  effort  ^685\  The  same 
study  found  that  financial  support  for  non-Federal 
livalth  professions  distribution  programs  maeased 
substantially  from  1980  to  1985  (figure  13-2)  {685). 
In  nominal  dollars,  total  support  increased  by  75 
percent  during  this  time  {from  $42  million  in  1980 
to  $73  million). 

Characteristics  of  Program  Success 

The  1986  BHPr  study  identified  113  health 
professions  distribution  programs  in  42  States  (fig- 
ure 13-3)  (6S5)-^^  Ip  general,  integrated  strategies 


^Ntimbersof  stales  itflcctnsponscs  to  ihrec  separate  studies  uamodout  t>ctwc«n  I9B6and  19H9  ^scctat^Jc  13-12^  Some  programs  rnay  h^vc  been 
discoatmued,  aod  prosrams  in  some  Staicf  may  not  bcrefloctod 

^Seeapp.  D. 

Itspondcots  indicate*  that  Ibcir  States  did  not  have  Any  health  pc[4onncI  di^inbutJMn  pru^ram^  using  si'unagc  arcd  designation^  and  1 
respondent  answered  *'don't  know/' 

^  ^'Tbcsc  programs  arc  also  feflecicil  in  tabic  13^  1 2 
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Tabtd  13*12— Stato  Hoalth  Protesslonr  Dfstribution  Programs' 


^    Erii«alional  programs 


AKlmpractico 


Other 


1^  2 


:> 
(5 
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Alabama  

Alaska  

Arlzooa  

Ari^an9«fi  , 

GotlHbfnta  

CtMmSfO  

Connoc^ctd  — 

Dfiliasvaf*  

Florida  

(^eoigla  

HoNvail  

Idaho  

Gllnofs  

Indiana  

te^^^  

iCaf^uotv  

LoultlBnfi  

Maht  

Moiytaod  

M6^achus«tts  . 

Mlc^an   

Mfftnesota  

Ml£$i$6]ppt  

Mtesou^  

lAofltara  

NriK^  

Movada   

M0w«^w»y .... 

NewMexteo  

York  
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Ohto   
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Oregon  

South  CwSna  . 
South  Dakota . . . 
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Uteh  
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W>9tVlr9lnra. 
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8 

11 

4 

3 

1 

0 

15 

1 

3 

0 

0 

20 

5 

20 

21 

z 

17 

4 

1 

1 

16 

2 

e 

13 

5 

c 

0 

0 

0 

0 

23 
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0 

0 

37 

0 

0 

ZA 

0 

11 

24 

25 

e 

36 

7 

2 

1 

43 

3 

8 

27 
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AuMWTMft Survoy.  bU Ortfy  4S         r«|x}nd«J th»  I^^rvft/  ^m*^  Zfj  nn*/^.  t^vrwfKOQiAni*  mny  naw  DOvn  iiqi«b(VfK<]  vt  >KOfvOwoa  cMWwn  iiNKt  Ana 

■X'  H  Dila  from  U  S  [>fipartflr*ii*  ol  H»a.th  wi  ^Jomin  Sconm,  Hnhh  RwMyrce*  and  SwKm  A<iniintttnilHxi,  Buiot^  fl*  rt«alh  Pnrf«i»ont.  uffK»  o*  ^aia  AMty»»  *nv 

L|     a  from  OfHo*  ol  T«chric(«gy  AfuarrwiL  tM9  Survoy  ot  Sl«t*»  on  HoaKh  Porsonosi  Shorlao^  and  M«dKtf)y  Und^i^erwd  Afou  isw  app 
from.  OffiM«4  Technology  >b4«»m«0i  t«0«SMrv«/  D) 
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Table  13^13— States'  t^vel  of  Effort  in  l  .!tli  Professions  Dtstrit^utton  Compared  With  T*^B\x  Unserved  and 

Nonurban  Populations 


Qnsarved  population 

Parcant  nonurbon 

Stote 

L^val  of  effort* 

(In  thou8an<X0)^ 

population^ 

  it 

362 

40 

3 

74 

36 

2 

135 

16 

  3 

177 

40 

2 

751 

9 

Oo^.<y^oAo  *  *  *  *  ,  * ,  *    ,  ' 

A 

66 

19 

70 

21 

  U 

16 

29 

Dlftbrlcb  of  Coliimbla,  . .  ^  , 

. .      .  * 

65 

0 

Florid*  

1 

606 

16 

  1 

592 

36 

H«M«11  

U 

le 

14 

2 

123 

46 

Illinois  

3 

909 

17 

Indisns^ . *  *  *  *  

4 

210 

36 

3 

78 

41 

1 

33 

33 

Kflintucky  

1 

2L7 

4^ 

,  ,     ,  u 

551 

31 

Main** 

2 

213 

16 

.  ,   .  2 

177 

20 

MaSftacbus36t3 .  .  ... 

2 

49 

53 

Michigan*                   .   . * . 

3 

353 

29 

Mlnnosotii*  *  . 

t* 

7J 

3: 

Mississippi . .  .  . , 

4 

355 

53 

Missouri . . * , .                   . , . 

444 

32 

Montana* , * . .   

2 

70 

47 

Nebraska. * ,  . . . _ 

4 

60 

37 

Nevada  * , .  , 

4 

76 

15 

New  Hampshire 

4 

24 

48 

Now  J«rtt«y , . . 

4 

187 

15 

New  Mexico*  *  * 

3 

230 

28 

New  York  

1 

562 

19 

North  Carolina  

1 

46. 

52 

North  Dakota.  . 

&& 

51 

3 

554 

27 

1 

111 

33 

Orason*  

164 

32 

Pentisy  Ivar  la . .  . . 

3 

558 

31 

Rhoda  Island  

3 

31 

13 

^uubii  i^n to  1  inq. 

2 

253 

46 

South  Dakota.  * , .   ^ . 

4 

8*1 

53 

Tannass^e*  * .               _ . 

3 

291 

40 

Texas  

1 

864 

20 

Utah  

4 

61 

16 

Vermont*  *  

4 

31 

66 

2 

283 

34 

Washington.  , 

1 

126 

27 

West  VLrSinia  ■  ■ 

4 

282 

64 

WlJfConsin,  *   ,  * 

4 

273 

36 

Wyoraing* ,  * ,  *  *     .  *  , . , 

2 

38 

37 

L^al  of  effort  is  derived  from  a  corti>ination  of  three  van^bl^s  tl)  nuir4>*r  of  prosrmns,  (2)  tunding*  and 
£3)  nutober  of  participants  In  the  progrAns  T'  In.rJ.cat^s  Ui«  highest  level  of  effort*  vfhiln  "4"  indicator 
the  lowest  lev^l  of  effort. 

The  estimated  unserved  population  i$  oofuputecl  by  multiplyi^ng  the  niimber  of  practitioners  in  desl^n^t^  Health 
Manpower  ShortaSe  Areas  by  the  population-to-practitioner  cutoff  ratio  of  3  *  5<>0  I  Un  si>ecial  cases, 
3*000:1)  and  subtracting  the  figure  from  the  area  population 
^Percent  of  State  population  residing  in  nonurban  areas*  I$80  ceiisuE 

SOtJRCC:    U^S.  Department  of  Health  and  Hiim^n  S^tvU«$,  H^alf^  Re:;ource$  and  Services  Administration*  Bureau  of 
Health  Professions,  Office  of  Data  Analysis  and  Managflmont*  Corfippndium  of  State  Health  Professions 
Distribution  Programs.  1986^   DHItS  Pub    No    ODAH-2-e7  {Washington*  DC    US    Govornment  Printing 
O  Office    1936)*  table  4 
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Figure  13*2— Funding  Lsvets  and  Source  of  Funding 
for  State  HeaKh  Professions  Distribution  Programs, 
19&0  and1965« 


1965  1960  101 


^ pit>9raina reported fuodSng  jev«tft  and^ices  in  ;980and  I9b5 

SOURCE:  U.S,  D«partnn«flt  d  H«a!th  and  HijrT>an  S«rv}ce3.  Health 
Rftsouic^  and  Sorvicos  Admnistration^  Bureau  of  Health 
Profesdtorift,  OfTice  of  Data  A^iatysis,  and  Manag^nient,  Com- 
pWKfum  ot  State  Hoafth  Prnf^sskuis  Distnbu^  Program 
^9$S.  DHKS  Pub.  ^4o.  HRP-0906964  iRockville.  MD.  HRSA. 
t^OV^rntwf  1986). 


u!>injS  d  number  of  different  incentives  wet^  found  to 
be  more  successful  than  programs  using  only  a 
single  strategy  to  increase  the  presence  ot  health 
professionals  in  ttnderserved  conmiimities.  Combin- 
ing educational  and  financial  practice  incentives 
with  selective  reauitment  of  students  and  practice 
site  development  vere  found  to  reinforce  health 
professionals*  choices  of  specialty  and  practice 
location  both  during  their  education  and  throughout 
their  career  As  of  1986,  however,  many  States  were 
still  pinning  their  hopes  and  funding  on  separate, 
single  strategies  {685]. 

Of  the  39  financial  Licentive  programs  identified 
in  the  BHPr  study*  35  required  service  in  designated 
shortage  areas  (685).  In  general,  service-contingent 
programs  were  found  to  be  an  expensive  but 
successful  means  of  attracting  providers  to  rural  and 
underserved  areas.  The  pn>grams  with  strict  buyout 
provisions  {ag.,  high  interest  rates  or  other  penal- 
ties) had  the  greatest  success  in  getting  students  to 
fulfill  their  service  obligations.  Selective  recruit- 
ment of  students  predisposed  to  rural  practice  (e«g«t 


Figure  13-3— Focus  of  112  StateHealtli  Professions  Distribution  Programs  identified 
by  the  Bureau  of  Heaith  Professions,  1966 


Experiences 
during 
education 

37% 


Ffnancial  incentives 
35% 

SOURCE  U.S  D«partment  of  HoaNh  an<f  Hurran  $erv(c«$t.  HeaHh  RosounG^^a^  ^k-o^  Admmi^Mon,  Bureau 
Of  Health  Prolessiorva.  Ofnc^ot  Data  Ana^t^  and  Management.  Compondn/m  ot  Stul^  Hoatih  Prot^*>ton^ 
DfStfJbutJCn  Programs,         DhthtSPor>  No  HnP^69C4  (F^ockville,  MD  HRSA.  November  1986) 
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students  who  grew  up  in  rural  areas)  also  improved 
the  success  of  service -centingenl  programs  (685). 

During  the  past  2  years^  a  number  of  States  have 
passed  legislation  creating  or  expanding  service- 
contingent  scholarship,  loan  repayment,  or  tuition 
reimbursement  programs  for  health  profession^*'^  . 
rural  and  underserved  areas  (118J96J97^ 
301  SI  I J58S64S65J66S71 J9S 434.435^ 
596^98J03J22).  Oregon  recently  passed  a 
lequiring  the  Oreson  Health  Sciences  University  to 
selectively  recruit  medical  students  predisposed  to 
rural  practice  (454).  Scholarships  or  loan  repayment 
for  undenepresented  minorities  have  been  .oved 
recently  in  Louisiana  (357)  and  Cahfornia  U 18). 

Programs  to  provide  assistance  to  practitioners 
establishing  or  maintaining  practices  in  underserved 
communities  are  also  common  (table  13-12)  (685). 
The  BHPr  study  found  that  the  effectiveness  of  these 
programs  depended  on  the  level  of  ongoing  support 
once  a  practitioner  had  been  placed  (685).  Programs 
providing  financial  assistance  for  establishing  a 
practice  as  well  as  technical  assistance  in  managing 
and  maintaining  it  had  greater  success  in  retaining 
personnel  in  underserved  areas  than  programs  that 
simply  acted  as  a  placement  service  (685).  Recent 
State  activities  include  1989  Oregon  legislation 
establishing  tax  credits  for  physicians  practicing  in 
certain  rural  areas  (454)  and  legislation  in  North 
Carolina  and  Arizona  authorizing  compensation  or 
malpractice  insurance  subsidies  for  physicians  pro- 
viding prenatal  and  obstetric  care  in  rural  and 
underserved  areas  (53444). 

Many  States  use  educational  strategies  to  address 
rural  health  personnel  needs.  Thirty-nme  States  have 
pubUc  medical  schools^  many  of  which  were  de- 
signed to  produce  more  primary  care  physicians  for 
the  State  and  to  increase  educational  opportunities  in 
certain  areas  (685)  Graduates  of  public  medical 
schools  are  more  likely  to  choose  primary  care  and 
practice  in  underserved  areas  than  graduates  of 
private  schools  (168455).  The  BHPr  study  found 
that  S  States  without  their  own  public  medical 
schools  purchased  seats  in  other  State  schools.  Of 
these,  programs  with  a  service  commitment  pro- 
duced proportionately  more  students  who  returned 
to  their  home  States  (685). 

Some  schools  offer  more  specialized  distribu 
tional  programs.  Eleven  States  in  the  BHPr  stud> 


h^  developed  prograim  with  targeted  pnmary  care 
training  opportunities  in  rural  and  uiidersenred  areas 
(685).  Most  of  these  programs  reported  that  the 
majority  of  their  graduates  remained  in  the  State  to 
practice  Eighteen  p*'ograms  in  10  States  provided 
special  educational  expeiiences  (mostly  rural  pre- 
ceptorships)  to  undergraduate  medical  students  (685). 
^  ntly,  Texas,  Nevada,  and  Hawaii  have  passed 
^islation  authorizing  the  planning  or  establish- 
ment of  rural-oriented  health  professions  training 
programs  (240,434,597).  Maine  and  Florida  have 
passed  legislation  to  establish  special  allied  health 
training  programs  (198  J65).  Other  curricular  inno- 
vations in^,'lude  enrichment  programs  to  increa^  the 
number  of  students  firom  mmority  and  rural  back- 
grounds^  and  the  various  activities  of  AHECs 
(655)/^  For  example,  1989  Oregon  legislation 
mandated  that  the  State  AHEC  provide  continuing 
education  for  rural  phy^^icians  (454). 

SUMMARY  OF  FINDINGS 

General  Strategies  for  Rural  Recruitment 
and  Retention 

Exposure  t*)  rural  practice  during  health  pro- 
fessions training  can  influence  location  decisions 
as  i^ell  as  better  prepare  health  professionals  for 
the  realities  of  rural  practice.  Decentrahzed  educa- 
tional programs  that  offer  trairung  opportunities  at 
rural  sites  are  not  only  beneficial  to  the  students^  but 
they  may  contribute  to  retention  of  providers  already 
in  the  area.  These  programs  have  demonstrated 
success  in  placing  their  graduates  in  rural  and 
underserved  areas  Selective  recruitment  of  students 
from  rural  area?  has  also  been  found  to  increase  the 
proportion  of  graduates  who  locate  in  rural  areas. 

Cross-training  programs  may  improve  the  abil- 
ity of  rural  f^cil^ties  to  hire  certain  allied  health 
professionals  as  well  as  improve  the  attractiveness 
of  rural  practict  for  these  personnel  Trairing 
could  be  provided  in  a  formal  educational  setting  or 
on  the  job.  State  Kuensing  laws  and  hospital  staffing 
requirements  that  present  bamer^  to  the  traming  and 
use  of  muhicompetent  alhed  health  personnel  will 
have  to  be  made  more  flexible  befoi-e  such  strategies 
can  be  adopted. 

The  Federal  Government ,  through  Medicare*  sub- 
sidizes GME.  Medicare  funding  of  GME  does  not 
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distinguish  among  medical  specialties  on  the  baii:s 
of  undenuppty^  oyersupply^  or  other  indicators.  If 
aaything.  Medicare  reimbursement  of  GME  putb 
primary  care  training  at  a  relati\e  di^\ajatage, 
es|>ecially  vvhen  the  educa'^  >n  takes  place  in  ambu 
latory  care  settings. 

The  Federal  Government  ajso  provides  some 
targeted  fundiiig  to  pnmary  care  health  professions 
education  programs.  With  the  exception  of  certain 
nurse  and  advanced  nurse  training  programs^ 
however^  such  funding  has  di  creased  considerably 
during  the  pn:^t  decade.  Since  1980,  targeted  fund 
ing  of  primary  care  graduate  and  undergraduate 
medical  education  has  decreased  more  than  25 
percent.  Federal  support  of  PA  training  programs  is 
ai^roximately  one-halt  of  what  it  was  in  1981,  A 
scholarship  program  for  NPs  and  nurse-midwives 
who  agreed  to  serve  in  HMSAs  was  discontinued  in 
1982,  Federal  support  for  allied  health  education 
peaked  at  $30  niillion  in  1974,  but  in  1990  only 
$726,000  were  appropriated  for  allied  health  grants 
and  contracts, 

AHECs  are  a  source  of  innovative  programs  in 
rural-oriented  health  professions  education^  and 
they  have  been  successfulin  recruiting  and  retain- 
ing  health  personnel  in  rural  areas.  AHECs  ha\^^ 
tended  to  emphasize  physician  rather  thar^  nonph> 
sician  training.  The  unique  funding  mechanism  of 
AHECs  make  them  a  model  for  Federal-State 
cvoperation  in  health  professions  training  and  distri* 
bution  efforts.  Some  AHECs  have  come  to  play  a 
central  coordination  and  research  role  for  rural 
health  in  their  home  States, 

Medicare  Reimbursement  Strategies 

The  implementation  of  RBRVS  for  physician 
payments  under  Medicare  r^ill  probably  enhance 
the  incomes  of  most  rural  physicians.  The  full 
impact  of  the  newpayment  system  will  not  be  felt  tor 
several  years»  and  it  is  not  yet  possible  to  predict  us 
impact  on  rural  physician  supply. 

The  impact  of  the  Medicare  Physician  Bonus 
Payment  Program^  recently  expanded  to  provide  a 
10  percent  bonus  on  Medicare  payments  for  all 
physician  services  provided  in  all  rural  primary 
care  HMSAs^  is  also  unknown.  Current  reporting 
requirements  are  too  nunimal  to  enable  an  e\alua 
tion  of  the  program's  impact.  A  10  percent  bonus  on 
Medicare  payment  may  be  a  sufficient  incentive  foi 
"^jj-'^ians  to  stay  in  HMSAst  but  it  is  not  likely  to 
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be  sufficient  to  afuac*  new  ph>siuanb  to  HMSAs, 
rurthermore,  the  effecti\enes^  of  the  program  ma> 
be  reduced  b>  the  instability  of  the  HMSA  designa 
tion.  Small  changes  m  the  number  of  practitioners  in 
a  HMSA  can  result  in  existing  ph>sicians  in  that 
HMSA  becoming  ineligible  for  the  bonus. 

Telecommunications  networks  can  be  used  to 
aUe\iate  professional  isolation  for  rural  practi- 
tionersT  pro\iding  them  ^^ith  consultative  oppor- 
tunities as  ^^ell  as  continuing  education,  LKum 
unens  services  that  pro\ide  temporary  replacements 
for  health  professionals  in  remote  rural  areas  can 
help  to  alleviate  concerns  o\er  lack  of  \acation  and 
professional  leave  tirne. 

Strategies  for  Atute  and  Chronic  Shortage 
Areas 

Service-contingent  scholarship  programs  and 
loan  repayment  programs  have  helped  recruit 
health  professionals  to  shortage  areas  and  have 
been  used  by  a  number  of  States  as  well  as  rhe 
Federal  Government,  The  most  effective  programs 
have  been  those  that  provide  ongoing  support  to 
participants  during  their  service  obligation.  Satellite 
tlinic  networks  that  use  MLPs  can  also  improve 
tht  a\ailubility  of  health  services  ifi  remoa  dreas. 
In  some  States,  however,  practice  acts  and  reim- 
bursement restrictions  present  the  use  of  MLPs  m 
autonomous  settings. 

Funding  for  the  NHSC.  which  has  placed  more 
than  16,500  health  professionals  in  underserved 
areas  since  its  inception  in  1971,  has  decieased 
dramatically  in  recent  years.  This  deaease  will 
mean  a  drastic  reduction  in  the  number  of  NHSC 
field  staff  available  for  placement  in  a  relatively 
stable  number  of  designated  shortage  areai>, 

•  The  NHSC  Scholarship  Program^  which  has 
been  almost  entirely  defunded^  was  highly 
succes^ul  in  placing  personnel  in  shortage 
areas.  The  Scholarship  Program  may  be  a 
particularly  appropriate  incentive  for  health 
professionals  vtho  vtould  not  be  candidates  for 
loan  repa>ment  due  to  lower  levels  of  educa- 
tional debt  (e,g.,  MLPs,  nurses).  The  scholar- 
ship program  also  provides  valuable  opportuni- 
tiejr  for  students  who  are  eccnomically  disad- 
\  anlaged.  Targeting  scholarship  funds  to  MLPs 
rather  than  to  ph>sicians  anight  mcrease  the 
total  number  of  scholarships  awarded  without 
increasing  overall  expenditures, 
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♦  The  NHSC  Federal  Loan  Repayment  Program 
has  placed  mostly  physicians;  probably  due  to 
poor  information  dissemination,  it  was  unsuc- 
cessful in  attracting  many  MLPs, 

♦  The  NHSC  State  Loan  Repayment  Program  has 
not  been  adequately  tested.  Only  seven  States 
have  been  awarded  funds,  and  they  had  insuffi- 
cient time  in  1988  to  award  contracts, 

♦  The  NHSC  Volunteer  Recruitment  Program, 
which  began  in  1988,  has  had  notable  success 
in  placing  physicians  and  other  health  person- 
nel in  lower  priority  HMSAs,  but  it  mi^t  have 
a  greater  impact  if  additional  incentives  were 
available  to  providers  to  locate  in  these  areas 
and  if  additional  recruitment  staff  were  availa- 
ble. 

In  1988  and  1989,  the  750  physicians  recruited 
through  the  NHSC  Federal  Loan  Repayment  and 
Volunteer  Programs  represented  only  18  percent  of 
the  estimated  number  of  physicians  (4,104)  needed 
to  remove  all  primary  care  HMSA  designations  in 
1988,  The  Scholarship  Program  will  place  only  74 
practitioners  (including  nonphysidans)  in  199L 
Reductions  in  the  ntmiber  of  NHSC  commissioned 
officers  and  NHSC*salaried  civilian  field  staff  also 
seriously  limit  the  ability  of  the  NHSC  to  place 
personnel  in  areas  of  the  most  critical  need.  Many 
NHSCsites— particularly  federally  funded  C/MHCs— 
are  faced  with  the  impending  loss  of  obligated 
NHSC  physicians  for  whom  there  will  be  no 
replacements. 

Private  Sector  Strategies 

Rural  hospitals  may  use  financial  incentives  to 
attract  physicians  to  the  area.  Such  incentives 
irxrlude  guaranteed  income,  free  office  space,  and 
loans,  but  the  current  vagueness  of  Medicare  s 
antikickback  provisions  can  make  these  strategies 
dangerous  for  hospitals.  Faced  with  the  threat  of 
future  nurse  shortages,  hospitals  are  also  focusmg  on 
nurse  retention  issues.  For  rural  areas,  key  issues  tor 
hospital  nurse  recruitment  and  retention  include 
access  to  continuing  education  and  opportumues  for 
career  advancement. 

Federally  funded  C/MHCs^  faced  witli  the  ini- 
pending  loss  of  800  NHSC  physicians  in  1990,  are 


^ptirig  new  strategies  to  lecruit  and  retain  medical 
and  other  staff.  To  date,  however,  many  of  these 
strategies  (e,g,^  linking  salaries  to  productivity)  have 
been  limited  by  finar.cial  and  administrative  con- 
straints. It  is  too  early  to  evaluate  the  impact  of 
Federal  grant  funds  made  available  ^o  C/WHCs  m 
fiscal  year  1989  for  recruitment  and  retention 
activities. 

State  Activities 

States  responding  to  an  OTA  survey  ranked 
personnel  issues  as  the  most  pressing  rural  health 
problem.  Thirty-eight  of  50  States  responding  to  the 
survey  were  involved  in  personnd  recruitment 
activities^  most  of  which  were  directed  at  physician 
recruitment.  Several  Stales  reported  unsuccessful 
attempts  to  recruit  NPs  and  PAs, 

States  use  a  wide  range  of  recruitment  methods, 
including  service-contingent  loan  forgiveness  and 
scholarship  programs^  other  financial  incentives, 
rural-oriented  health  profe  rsions  education^  selec- 
tive recruitment  of  students,  technical  assistance  in 
practice  development  and  maintenance,  and  place- 
ment services.  The  most  effective  State  programs 
are  those  that  employ  multiple  strategies — e,g,,  a 
scholarship  or  loan  repayment  program  which  both 
places  personnel  in  needy  areas  and  provides  them 
vnth  ongoing  financial  or  technical  support.  Service- 
contingent  programs  with  high  buyout  penalties 
seem  to  be  effective  for  tenqwrary  recruitment  of 
health  personnel  to  shortage  areas,  but  retention  of 
these  personnel  may  require  additional  commitment 
of  resources.  Cooperation  among  existing  programs 
is  key  to  program  success. 

State  level  of  e^ort  in  rural  health  personnel 
recruitment  and  retention  varies  widely  and  does  not 
correlate  with  measures  of  ruralness  or  measures  of 
need  State  activity  in  and  contributions  to  health 
professions  distribution  programs  have  increased 
significantly  during  the  last  decade^  but  many  States 
still  rely  heavily  on  Federal  dollars  to  fund  these 
efforts  When  asked  what  Federal  programs  had 
been  effective  in  improving  health  services  availa- 
bility in  rural  shortage  areas.  State  oflFicials  most 
frequently  mentioned  the  NHSC,  C/MHCs,  the 
Rural  Health  Clinics  Act,  and  the  AHEC  program. 
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SUPPLY  OF  HEALTH  PERSONNEL 

Although  the  supply  of  health  professionals  is 
relatively  lower  in  rund  than  in  urban  areas,  it  is 
probably  nonetheless  adequate  in  many  rural  areas. 
Some  rurr^  areas,  however,  continue  to  have  severe 
shortages  ox  health  professionals,  even  in  the  face  of 
recent  growth  in  national  supply.  Their  situation  is 
Ukely  to  mrsen  unless  targeted  efforts  are  made  to 
attract  health  care  providers.  Other  rural  areas  may 
also  face  inadequate  supply  in  the  future  due  to 
slower  growth  in  national  supply  and  competing 
demand  for  primary  care  providers  in  urban  areas. 

Physician  supply  has  increased  over  time  in  both 
urban  and  rural  areas.  In  fact,  during  the  past  decade, 
the  most  populated  rural  (nonmetropoUtan)  counties 
e?cperienced  even  greater  growth  in  ph>sician  suppl> 
than  did  urban  counties.  However,  rural  areas  in 
general  still  have  fewer  health  professionals  per 
capita  than  does  the  Nation  as  a  whole,  and  ih: 
least  populated  counties  have  the  fewest  In  1988, 
for  example,  rural  counties  had  fewer  than  one-half 
xs  many  patient  care  MDs  per  capita  as  did  urban 
counties,  and  small  rural  counties^  had  fewer  than 
one-fourth  as  many.  Between  1979  and  1988,  rural 
counties  with  fewer  than  10,000  residents  had  a  17 
percent  increase  in  the  number  of  patient  care 
physicians  per  capita,  compared  with  25  percent  in 
the  largest  rural  counties  and  24  percent  in  the 
United  States  as  a  whole  (686).  Reductions  in  the 
number  of  new  National  Health  ServiD"  Corps 
(NHSC)  placements  may  further  slow  the  diffusion 
of  physicians  to  less  populated  rural  areas. 

Most  rural  phy^Mans  are  primary  care  physi- 
cians.^ Unlike  most  other  specialties,  the  future 
supply  of  primary  care  physicians  is  in  danger. 
ftojecled  shortages  will  disproportionately  affect 
smallo'  njral  areas. 

Although  the  exact  number  and  location  of 
communities  with  acute  or  per&i&tent  phjiician 


shortages  are  impossible  to  determine,  evidence 
shows  that  a  substantial  number  exist: 

^  In  1988,  111  counties,  all  of  which  were  rural, 
had  no  professionally  active  physician  (5/  /). 

•  As  of  December  1988,  over  16  million  people 
(29  p^ent  of  the  U.S .  rural  population)  were 
residing  in  federally  designated  rural  primary 
care  Health  Manpower  Shortage  Areas  (TO^SAs). 
tn  comparison,  only  9  percent  of  urban  resi- 
dents were  bcated  in  urban  primary  care 

\s  (665M6X  If  residents  of  qualifying 
but  unde  ^'niated  areas  were  included,  the 
numbers  would  be  even  larger.  Rural  HMSAs 
are  concentrated  in  the  South  and  in  the  West 
North  Central  and  Mountain  States. 

•  Nearlj  1,800  prin:ary  care  providers  (physv 
aan&  or  midlcvel  practitioners)  would  be  needed 
to  eliminate  rural  primary  care  provider  &hort^ 
ages  in  designated  HMSAs  (665). 

•  The  number  of  rural  primary  care  HMSAs  has 
not  changed  appreciabl>  during  the  past  dec^ 
ade. 

Current  national  shortages  of  midlevel  practi- 
tioners  (MLPs),^  registered  nurses  (RNs),  and 
allied  health  professionals  (AHPs),  along  with 
projected  national  shortages  of  dentists,  will  simi- 
larly have  a  disproportionately  negative  effect  on 
smaller  rural  communities.  The  shortage  of  these 
personnel,  coupled  witli  future  declines  in  primary 
care  physician  supply,  may  have  serious  implica- 
tions for  the  availability  of  basic  health  care  in  some 
rural  communities. 

Assessing  rural  health  personnel  availability, 
particularly  for  no  physicians,  is  severely  hampered 
by  lack  of  national  data.  There  are  no  recent  national 
data  available  on  the  rural/urban  distribution  of 
AHPs.  Data  on  licensed  practical/vocational  nurses 
(LPAT^s)  are  also  old,  and  national  data  on  nurse 
vacancies  generally  are  limited  to  hospital  and 
nursing  home  bettings.  Information  on  the  di^tribu- 


^Noometro  counues  with  fewer  Uiad  lO.OOO  resident. 
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don  of  physician  assistants  (PAs),  certified  nurse- 
midwives  (CNMs),  and  optometrists  is  only  availa^ 
ble  by  community  size  and  does  not  pennit  nuai/ 
tuban  distinction.  It  is  therefore  impossible  to 
integrate  or  compare  data  on  the  distribution  of  these 
professionals  with  data  on  physicians.  The  common 
belief  that  PAs  are  more  likely  than  physicians  to 
locate  in  rural  areas,  for  example,  cannot  be  con- 
firmed with  currently  available  data. 

IDENTIPyiNG  SHORTAGE  AREAS: 
FEDERAL  A^^D  STATE  EFFORTS 

Tb  target  limited  resources  effectively,  Federal 
and  State  governments  roust  be  able  to  identify 
needy  areas  Although  much  progress  has  been  made 
during  the  past  decade  in  developing  criteria  for  this 
purpose.  Federal  and  State  governments  need  to 
coordinate  and  expand  their  efforts  in  order  to 
identify  shortages  of  a  wider  range  of  health 
professionals  in  a  manner  more  sensitive  lO  local 
conditions. 

Existing  FederU  designations  can  identify  short- 
age areas  nationwide  according  to  a  single  set  of 
basic  criteria.  However,  they  have  a  number  of 
limitations: 

•  Medically  Underserved  Area  (MUA)  designa- 
tions have  not  been  reviewed  since  1981. 

•  The  incentive  to  apply  for  designation  has 
probably  decreased  due  to  the  reduced  availa- 
bility of  Federal  resources  that  flow  to  desig- 
nated areas  and  to  a  lack  of  State  and  local 
resources  needed  to  identify  areas.  In  1986,  fox 
example,  there  were  95  rural  counties  not 
designated  as  HMSAs  although  they  qualified 
on  the  basis  of  whole-county  physictan-to- 
population  ratios  (5//).^ 

•  Federal  criteria  do  not  cuixently  take  into 
account  measures  of  health  care  access  such  as 
the  level  of  insurance  coverage  in  the  area, 
which  can  have  a  significant  impact  on  the 
availability  of  services  to  the  popi^ation. 

•  HMSAs  and  MUAs  are  very  general  measures 
and  cannot  adequately  identify  local  shortages 
of  particular  providers  or  specific  types  of 
services  (e.g.*  obstetric  care). 

Even  with  a  more  coordinated  and  active  Federal 
designation  program.  State  involvement  will  be 


critical.  State  criteria  and  designations  are  more 
likely  than  Federal  designations  to  be  sensitive  to  the 
needs  of  specific  areas,  address  specialty  shortages, 
and  respond  quickly  to  changes  in  local  conditions. 

Programs  that  use  provider-basea  designations 
such  as  the  HMSA  to  target  resources  should 
recognize  the  vuln^bility  of  small  rural  areas  to 
dedesignation.  Small  niral  areas  can  lose  their 
designation,  and  all  associated  resources,  with  the 
gain  of  even  a  single  physician.  Qne  way  to  ensure 
diat  the  effects  of  these  programs  are  long-lasting 
might  be  to  provide  time-limited  incentives  that  are 
tied  only  to  the  initial  designation  status  of  the  area. 
Alternatively,  designation  status  might  be  main- 
tained for  a  specified  **grace  period''  after  changes 
that  would  otherwise  precipitate  dedesignation  have 
occuiied. 

RECRUZTMENT  AND  RETENTION 
OF  RURAL  HEALTH  PERSONNEL 

The  hiture  availability  of  health  personnel  in  rural 
areas  depends  oi  two  factors.  First,  a  sufficient 
number  of  health  professionals  must  be  appropri- 
ately trained  to  practice  in  rural  areas  (e.g.,  trained  as 
generalists  or  primary  care  specialists).  Second, 
rural  areas  must  be  able  to  attract  and  retain  these 
personnel. 

Personal  and  professional  concerns  play  at  least 
a!i  great  a  role  a$  financial  concerns  in  the  location 
decisions  of  health  professionals.  Educational, 
financial,  and  other  interventions  must  tha:efore 
work  in  concert  to  improve  the  attractiveness  of  rural 
practice.  Strategies  that  have  demonstrated  effec- 
tiveness in  improving  the  recruitment  and  retention 
of  *^ural  health  personnel  in  the  past  include: 

•  rural-oriented  health  professions  training, 

•  selective  recruitment  of  students  v/ith  rural 
backgrounds  or  with  interest  in  rural  pracuce, 

♦  service-contingent  scholarship  and  loan  repay- 
ment programs,  and 

♦  networks  to  provide  continuing  education  and 
professional  consultation  to  health  profession- 
als in  remote  areas. 

The  Federal  role  in  these  strategies  can  be  direct 
(e.g.,  placing  personnel  in  underserved  areas)  or  an 
indirect  role  of  initiation  and  encouragement  (e.g., 
thruugh  support  of  rural  health  professions  educa- 
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don  and  State  loan  repa)ment  oi  scholarship  pro 
grams). 

Educational  Strategies 

Educational  strategies  can  enhance  the  supply  of 
rural  health  professionals  by  overcoming  some  of 
the  personal  and  professional  bairiers  to  rural 
practice.  These  bairiers  include  a  lack  of  qjportuni 
ties  for  professional  consultation,  continuing  educa^ 
tioti,  or  career  advancement.  Educational  intervene 
tioBS  ean  also  help  health  professionals  feel  more 
confident  practicing  in  semi-isolation.  The  Fedaral 
Government  can  pursue  educational  strategies  by 
targeting  its  health  education  resources  to  primary 
care  and  rural-oriented  programs  and  b>  supporting 
rural  continuing  education  efforts. 

The  supply  of  rural  ph>  sicians  is  greatly  depend- 
ent on  the  supply  of  primary  care  physicians,  but 
existing  trends  increasingly  result  in  medical  stu- 
dents' seeking  other  specialties.  The  current  trend 
away  from  primary  care  medical  specialues  is  Imked 
to  professional  and  financial  concerns  of  medical 
graduates,  as  well  as  to  reduced  availabilit>  of 
residency  training  slots.  Targeted  Federal  fimding 
for  primary  care  undergraduate  and  graduate  medi- 
cal training  programs  can  give  these  programs  a 
greater  advantage,  but  such  funding  has  decreased  in 
recent  years.  Weighting  Medicare  Ending  for  gradu- 
ate medical  education  would  probably  have  an  even 
greater  impact  on  the  redistribution  of  resources 
towards  primary  care  specialties,  although  it  would 
probably  encounter  some  political  opposition. 

To  increase  the  supply  of  rural  primax}'  care 
physicians,  targeted  funding  could  be  ubed  to 
develop  and  expand  rural  oriented  training  pro 
grams,  which  have  been  effective  in  placing  theii 
graduates  in  underserved  rural  areas.  Current  Fed 
eral  funding  for  primary  care  medical  training 
supports  some  rural-oriented  training  programs,  but 
there  is  neither  a  specific  set-aside  nor  a  specific  set 
of  curricular  requirements  for  these  programs.  To 
ensure  effectiveness,  ruiai  program  funding  might 
be  tied  to  specific  curricular  components  and/or  to 
some  measure  of  outcome  (e.g.,  proportion  of 
graduates  piac  *  n  rural  areas). 

Educational  strategies  are  also  key  in  the  recruit 
ment  and  retention  of  many  nonphy^ioidn  health 
personnel.  If  i  >re  training  programs  were  located  m 
(or  provided  some  training  in)  rural  sites,  more  rural 
ctiiHf^nts  could  be  recruited.  If  acce&s  to  advanced 


nursing  education  in  rural  areas  ^  ere  improved,  rur  1 
practice  might  be  more  attractive  to  nurses,  and  the 
supply  of  advanced  practitioners  (e.g.,  NPs,  OfJMs, 
and  certified  registered  nurse  anesthetists)  could 
increase.  These  practitioners*  along  with  PAs*  are 
crucial  providers  in  rural  areas  without  enough 
physicians. 

Specific  nonphysican  programs  to  target  might 
include: 

•  programs  to  \  ^ade  rural  LPA'Ns  to  SNs; 

•  programs  through  which  rural  RNs  can  earn 
bachelor*s  degrees; 

•  programs  to  train  rural  RNs  as  NPs,  nurse- 
midwives,  and  nurse  anesthetists; 

•  PA  training  programs; 

•  rural-oriented  dental  education  programs; 

•  crosstraining  programs  for  certain  AHPs;  and 

•  multidis^iplinarytrainingprograniswitharum: 
focus. 

Federal  p.ecedeUiS  exist  for  almost  all  of  these 
progiams,  jut  few  of  them  have  a  rural  bet-aside  oi 
bpecific  standards  foi  participating  rural  programs. 

Although  data  are  scarce,  it  appears  that  shortages 
of  some  AHPs  are  especially  critical  in  rural  areas. 
Genera]  rural  shortages  are  compounded  by  the  fact 
that  many  rural  facilities  cannot  suppoit  specialized 
AHPs  on  a  full-time  basis.  The  training  and  use  of 
multiskilled  AHPs,  however,  are  hinder^-d  b>  strict 
licensure  requirements,  inflexible  hospi^  staffing 
requirements  at  both  the  State  and  Federal  levels, 
and  a  lack  of  formal  educational  programs.  To 
address  these  issues,  training  programs  could  coor- 
dinate with  State  licensing  boards  inexammingnevv 
categories  of  AHP  licensure.  Federal  and  State 
autLxitieb  could  examine  facihty  staffing  require- 
ments, and  Fev'eral  oi  State  assistance  could  be 
provided  to  establish  local  training  programs  and 
bupport  tTiiinrebhips  in  ruial  community  colleger  oi 
hospitals. 

Continuing  education,  which  is  required  for 
ticensu^  e  of  many  health  professionals,  is  particu- 
larly difficult  .0  obtain  in  rural  areas^  either  due  to 
anavailabilit}  ofaccredited  programs  or  the  inability 
of  rural  practitioners  to  find  temporary  replacements 
\^hile  they  attend  profrra  ub.  The  Federal  Are^ 
Health  Dlucation  Ceciers  (AHEC)  Program  pro- 
vides mechanismfuj  addie^sing continuing educa 
Lion  t.eeds  in  rura)  areas,  but  its  influence  is  not 
universal.  TelecominunicatLonb  can  also  be  used  to 
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provide  contmuing  education,  but  programs  are 
expensive  to  develop  and  do  not  exist  for  many  types 
of  health  professionals. 

Improved  telecommmiications  networks  can  re- 
duce professional  isolation,  improve  quality  of  care, 
and  improve  personnel  recruitmeui  and  retention  by 
linking  providers  in  remote  areas  to  educational  and 
consultative  resources.  A  numberof  model  networks 
are  already  in  place.  The  equipment  and  training 
costs  of  starting  such  networks  can  prohibit  their 
development  and  successful  implenventation,  how- 
ever, and  support  may  be  needed  to  extend  the 
benefits  of  telecommunications  to  practices  and 
facilities  that  lack  them. 

AHECs  provide  both  niral-onented  clinical  edu- 
cation experiences  and  continuing  education  for  a 
variety  of  health  professional  trainees.  The  AHEC 
program  is  an  excellent  example  of  how  Federal 
support  can  eacom^ge  State  and  local  participation 
in  activities  addressing  the  geographic  maldistnbu- 
tion  of  all  varieties  of  health  professionals.  Existing 
AHECr  might  be  used  as  coordination  points  for 
other  Fedeial  health  professions  distribution  pro- 
grams operating  within  or  near  their  service  areas 
(e.g.,  the  NHSC  and  federally  supported  rural- 
oriented  health  professions  training  programs). 

Financial  and  Professional  Strategies 

Health  professions  students  may  be  dissuaded 
£rom  primary  care  specialties  by  high  levels  of 
indebtedness,  perceiv^  higher  incomes  m  the  non- 
primary  Jare  specialties,  and  other  concerni>.  In 
addition,  the  high  costs  of  education  and  reduced 
availability  of  scholarship  aid  may  prevent  economi- 
cally disadvantaged  rural  students^  from  pursuing 
health  careers  and  returning  to  practice  m  nual  area^. 

Strong  financial  incentives  may  be  needed  to 
attract  new  physicians  and  other  health  professionals 
to  underserved  rural  areas.  Remote  communities 
will  have  increasing  difficulty  fmding  young  physi- 
cians who  are  willing  and  financially  able  to 
establish  a  private  practice.  Programs  that  help 
students  offset  the  high  costs  of  education  by  direct 
financing  {e,g.,  scholarship  programs)  or  by  absorb- 
ing accrued  debt  (loan  repayment  programs)  would 
help  to  alleviate  these  problems.  Such  programs 
could  be  tied  to  a  service  obligation  and/or  to 
participation  in  rural-oriented  training  programs. 
The  Fedeial  Government  has  o.  history  of  involve- 


ment in  such  programs,  but  its  financial  support  has 
decreased  considerably  dinmg  the  past  decade. 

Time-limited  tax  incentives,  lump-sum  bonuses, 
or  other  aid  in  practice  for  physicians,  MLPs.  and 
nurses  in  rural  shortage  areas  may  also  help  to  offset 
edvcation  and  practice  expenses  and  income  disin- 
centives. Such  incentives  could  be  tied  to  a  limited 
service  obligation  and  could  be  recaptured  if  the 
individual  were  to  leave  the  area  before  the  end  of  his 
or  her  obligatioa 

The  financial  disadvantages  of  rural  practice  for 
physicians  include  fev^er  opportunities  for  salaned 
practice  and  perceived  lower  practice  income.  Rural 
practitioners  may  face  additional  expenses  such  as 
tra^H  to  service  sites  and  to  required  continuing 
education  programs.  Also,  since  a  higher  proportion 
of  niral  than  urban  residents  lack  health  insurance, 
private  phyi:ciaD3  in  ni'al  practice  may  handle 
higher  volumes  of  uncompensated  care. 

Some  Federal  policies  that  address  these  financial 
disincentives  are  already  in  place.  For  example. 
Medicare's  newly  adopted  method  of  paying  physi- 
cians, the  resource-based  relative  value  scale,  will 
probably  increase  primary  care  physicians'  incomes, 
although  its  ultimate  effect  on  mra]  physician  supply 
remains  uncertain. 

Medicare  bonuses  for  physician  services  deliv- 
ered in  rural  primary  care  HMSAs  oan  also  ease  the 
financial  burden  of  rural  practice  for  some  physi- 
cians, but  again,  the  actual  impact  ofthis  program  on 
rural  physician  availability  is  unknuvm.  To  improve 
the  program's  accuuntab^ty  and  the  ability  to 
evaluate  its  cffect:\cnesSf  reporting  requirements 
and  program  ev  aluation  could  be  made  .nuie  rigor- 
0U5  (eg.,  include  evaluation  of  the  Jiaracteristics  uf 
physicians  who  are  availing  themselves  of  the 
bonus).  The  effect  of  Medicare's  bonus  payments 
might  be  further  i  ^proved  if  States  provided  sunilar 
bonuses  under  Medicaid,  expanding  both  the 
strength  of  the  incentive  and  the  number  of  physi- 
cians it  reaches. 

MLPs  are  well-^>uiicd  for  practice  m  low-density 
and  underserved  areas.  The  apparent  recent  trend 
among  Mjmc  MLPi>  toward  urban praotice  is  unfortu- 
nate for  rural  areas^  particul^trly  foi  those  that  may 
not  be  able  to  attract  and  support  the  services  of 
physicia^is.  Rural  areas  would  probably  be  more 
attractive  to  MLPs  if  existing  barriers  to  autono* 
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mous  practice  were  addressed.  Such  barriers  in- 
dude: 

«  limited  opportunities  for  Medicare,  Medicaid, 
and  other  third-party  reiihbursement; 

•  State  restrictions  on  scope  of  practice  and 
professional  autonomy,  especiaUy  for  PAs; 

•  lack  of  access  to  continuing  education  rural 
areas; 

•  malpractice  liability  insurance  costs;  and 

•  lack  of  acceptance  by  the  medical  profession. 

Improved  Medicare  and  Medicaid  remibursement 
for  MLPs  could  increase  the  number  willing  and  able 
to  practice  in  remote  settings.  The  Rural  Health 
Clinics  Act  (Public  Law  95-210),  which  promotes 
the  use  of  MLPs  by  guaranteeing  indirect  Medicare 
and  Medicaid  rein^ursement  for  their  services,  has 
not  been  implemented  in  many  areas  due  to  regula- 
tory barriers,  resistance  &om  the  medical  profession, 
or  simply  through  lack  of  interest  or  awareness  of 
eligibiUty  criteria. 

Reimbursement  policy  needs  to  be  carefully 
coordinated  with  State  practice  ^cts  to  allow  for 
professional  autonomy  while  maintaining  qudllt> 
and  effectiveness  throu  h  an  adequate  level  of 
physician  oversight.  State  regulator}  changes  could 
be  guided  by  State  o**  Federal  models,  and  tht>  could 
be  influenced  through  Federal  Medicaid  policy. 

Strategies  for  Acute  and  Chronic 
Shortage  Areas 

Even  with  an  adequate  supply  of  health  profes- 
sionals^ many  communities  will  continue  to  have 
great  difficulty  recruiting  provider^  either  because 
they  lack  a  sufficient  population  base  to  support  a 
practice  or  because  they  are  otherwise  perceived  to 
be  unattractive  locations.  Such  areas  are  unlikely 
to  be  able  to  maintain  adequttte  health  care  access 
without  some  degree  of  State  or  Federal  interven* 
Hon. 

The  comerstoj^ie  of  Feder^^i  efforts  to  address 
chronic  health  personnel  shortages  has  been  the 
NHSC,  The  NHSC  hti5  tremendous  potential  for 
improving  the  short  tcrm  and  long-term  supply  of 
providers  in  such  areas,  but  its  effectiveness  is 
presently  limited  by  funding  constraints.  In  Decern 
ber  1988  an  estimated  4,104  primary  care  providers 
were  needed  to  remove  HMSA  designations,  1,794 


*The  proportion  who  were  placed  in  noometro  HMSAs  is  uokiiown- 
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of  these  in  rural  areas.  In  19$$*$9,  however,  the 
NHSC  placed  750  volunteer  or  loan  repayment 
physicians  in  HMSAs — only  I?  percent  of  physi- 
cians needed  to  remove  those  shortages.^  The 
number  of  obligated  scholars  continues  to  wane; 
only  74  will  be  available  for  placement  in  1991- 
Although  MLPs  at  one  time  represented  a  substan- 
tial proportion  of  NHSC  field  staff,  the  NHSC  has 
placed  very  few  in  recent  years. 

All  elements  of  the  program — scholarship,  loan 
repayment,  and  volunteer — are  needed  to  maximize 
the  program's  effi;ctiveness.  Loan  repayment  can 
attract  health  professionals  with  high  debt  loads 
(e.g.,  physicians  and  dentists)  and  can  draw  them  to 
shortage  areas  immediately.  Scholarships  mz^  be 
more  effective  for  recruiting  health  professionals 
who  spend  less  time  in  training  and  have  lower  debt 
loads.  Scholarship  programs  also  provide  opportuni- 
ties to  students  who  would  otherwise  be  unable  to 
finance  their  education.  To  improve  the  retention  of 
NHSC  personnel,  scholarships  and  loan  repayment 
could  be  targeted  to  students  in  rural  and  primary 
care-oriented  training  programs  and  to  students  from 
r^al  and  underser\ed  areas.  The  volunteer  program 
could  be  more  effective  if  it  offered  additional 
incentives  to  providers  locatmg  in  HMSAs,  and  if 
additional  recruitment  staff  were  available  tn  the 
Federal  and  regional  offices. 

Many  States  are  heavily  involved  in  health 
professions  recruitment.  Because  their  efforts  are 
more  localized  than  federally  administered  pro- 
grams. State  loan  repayment  and  scholarship  pro- 
grams might  often  be  more  effective  in  recruiting 
and  retaining  rural  health  professionals.  They  may 
also  be  in  a  better  position  to  coordinate  efforts  from 
various  entities  in  the  State  to  provide  ongoing 
support  for  personnel  serving  in  shortage  areas  The 
NHSC  State  Loan  Repayment  Program  might  en- 
hance these  etforts;  however,  this  fledgling  program 
has  not  been  given  an  adequate  trial  and  has  not  been 
able  to  demonstrate  its  fbll  potential  In  addition, 
under  its  current  structure,  this  program  limits  the 
types  of  personnel  States  c<in  recruit  lo  those  vvith 
high  debt  loads  (e.g.,  certain  physicians).  If  fu^ds 
could  also  be  used  for  scholarships^  States  i^ould 
recruit  a  wider  range  of  health  pro/e^^ionals.  Ttie 
Federal  c^>£nponents  of  the  NHSC  are  important  foi 
placiii^  personnel  in  area^  noi  reached  b)  State 
efforts. 
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Id  addition  to  the  NHSC,  the  Federal  Government 
could  enhance  personnel  availability  in  rural  areas  of 
cbronic  shortage  through  policies  that  promote 
satellite  clinics,  particularly  ^ose  started  by  MLPs, 


ir.  these  areas.  Such  pulivies  might  include  promot- 
M«g  Medicare  certification  of  riiral  health  clinics  and 
envOuraging  Siates  to  overcome  barriers  to  MLP 
practice. 
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Chapter  15 

Maternal  and  Infant  Health  Services  in  Rural  Areas 


INTRODUCTION 

Nearly  a  nuJlioD  babies  are  bom  each  year*  in 
rural  America.  Maternity  care  for  women  and 
Dewbom  care  for  infants  are  basic  components  of  the 
health  care  ?iystem  and,  like  emergency  services,  are 
considered  essential  to  a  community's  public  health 
(207),  Yet  there  is  evidence  that  many  rural  commu- 
nities have  lost  or  are  bsing  the  capacity  to  provide 
these  basic  services  their  residents  (525)-  Provid- 
ing maternal  and  infant  services  in  rural  areas  can  be 
difficult,  particularly  in  areas  of  very  sparse  popula- 
tions, because  specialized  providers  and  technolo- 
gies may  be  required.  Further,  transportation  sys- 
tems must  be  available  when  obstetric  emergencies 
occur  that  require  the  advanced  systems  of  care 
usually  found  in  urban  areas. 

This  chapter  reviews  the  status  of  rural  maternal 
and  infant  health,  evidence  of  problems  in  access  to 
and  availability  of  obstetric  services  and  providers, 
and  Federal  interventions  that  affect  access  to 
maternal  and  infant  care.  Lastly*  the  ch^ter  de- 
scribes selected  maernal  and  infant  care  programs 
that  iiave  been  effective  in  improving  access  to  care 
in  rural  areas, 

MATERNAL  AND  INFANT 
HEALTH  INDICATORS:  URBAN 
AND  RURAL  DIFFERENCES 

Infant  and  Fetal  Mortality 

In  1987,  infant  mortality^  was  2  percent  higher  in 
rural  than  in  urban  areas  (10.07  v,  9,88  deaths  per 
1,000  births)  (table  15-1),^  In  1985-86,  Wyoming, 
Idaho,  and  Maryland  were  among  the  States  with 
high  white  infant  mortaiity  in  rural  areas  ( U  ,3, 10,8, 
and  10,8  per  1,000  births),  and  Georgia  and  South 


Carolina  were  among  the  States  with  high  black 
infant  mortality  in  rural  areas  (19,9  and  19.6  per 
1,000  births)  (table  15-2),  Causes  of  infant  death 
vary  somewhat  by  urban  and  rural  residence.  In 
1987,  infant  death  rates^  attributable  to  conditions 
originating  in  the  perinatal  period,  such  as  respira- 
tory distress  syndrome,  were  somewhat  lower,  but 
deaths  caused  by  congenital  anomalies,  sudden 
infant  death  syndrome  (SIDS),  accidents,  and  pneu- 
monia were  somew^hat  higher  in  rural  than  in  urban 
areas  (table  15-1), 

In  1987,  mfant  mortality  rates  were  2  percent 
higher  for  whites  but  8  percent  lower  for  blacks  in 
riiral  than  m  urban  areas  (table  15-3),  Neonatal 
deaths — those  occurring  in  early  infancy,  before  the 
28th  day  of  life — occur  at  about  the  same  rate  for 
urban  and  rural  whites,  but  the  rate  for  blacks  is  10 
percent  lower  in  rural  than  in  urban  areas.  Post- 
neonatal  deaths — those  occurring  in  later  infancy, 
from  28  days  to  age  one — are  10  percent  higher  for 
whites  but  3  percent  lower  for  blades  in  rural  than  in 
urban  areas  (table  15-3),^  The  lower  neonatal  death 
rate  in  rural  areas  is  offset  by  higher  fetal  mortality. 
Fetal  mortality  ratios^  were  6  percent  higher  among 
whiles  and  14  percent  hi^er  among  blacks  in  rural 
than  in  urban  areas  (table  15-3),^ 

The  apparently  higher  incident  f  fetal  deaths  in 
rural  areas  could  be  one  use  of  r(.*atively  low  rural 
neonatal  death  rates.  It  iiiay  be  that  babies  who 
would  die  at  or  before  birth  (and  would  be  reported 
as  fetal  deaths)  in  rural  areas  would  be  successfully 
resuscitated  and  live  for  short  periods  of  time  in 
urban  areas.  When  fetal  and  neonatal  deaths  are 
combined  (perinatal  deaths),  rural  perinatal  mortal- 
ity ratios  are  2  and  3  percent  higher  than  urban  ratios 
for  blacks  and  whites,  respectively.  Interpreting  the 
differences  in  urban  and  rural  fetal  mortality  is 


<ln  1987,  22  pciwol  of  bobic*  t*39, J JJ  of>,809,394)  woe  txjfBlo  ruml  fnomMetropoliian)  rtsidcuts  (tf50) 

^Infant  iiK>rtaIity,a£measiu«<l  by  llieiiifant  mortaUty  rat«,  ts  tibe  atmualmimbcrof  deaths  of  uifams  lts&  tiban  t  yean  of  age,  divided  by  tJjc  amiual 
number  of  live  butbs  {JS} 

^iiifantinortaUly  mcswcft  suiDdartizcd  for  race  <white,  black,  othw  methods  described  by  Das  Gupta  Us9) 

^atis^-sp«ciftc  infmit  dcalb  nues  were  adjusted  to  nccoum  for  differences  m  tbc  distnbution  of  racial  ^oups  m  urban  and  rural  areas  US9) 
^Njonaia!  mortality  accounts  for  65  percent  of  dl  irrfam  deaths.  The  leading  causes  of  ueoo^l^  mortality  are  low  binhwerglii  pretnaiufijy.  and 
coi^genital  astomslicSt  whtk  tZie  leading  causes  of  postneottata)  znonality  are  SIE>St  coogcnitaJ  anomalies,  and  accidents  (417) 

^rhe  fetal  mortality  t^tio  is  delmed  as  tbc  annual  number  of  fetal  deaths  (oflOwccIcs  or  more  g^sution)  divided  by  tJic  annual  mimbcrof  live  births 

^eial,  neonatal,  ^d  posmconatal  mortality  rauos/ratcs  arc  shown  (oruiban  and  rural  areas  by  ^tatc  in  tabic  15'2 
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Tabte  15*1— Selected  Cause-Specific  Infant  Death  Rates  for  Metro  and  Nonmetro  Areas  Adjusted  for  Race*  1987* 

 Hg^ro    Honme  tta   

Percent  Fercent 

Number  of          of  aLL         Death  rate                Huirher  oZ          oZ  til  Death  r«te 

C4uft«ft  of  d^«th                                                            d^athft            deaths        (P«r  L.OOO)                  deaths            deaths  (per  L.OOD) 


All  cau»e»   30,157 

Conditions  orisinatinft  in  the  perinatal  perio<t^   U^5U 

Short  gestfttion  and  iovr  birthijeiftht*^  

Reapirato^V  difttresa  ay^drocae^   2,597 

Other  r«ftpiratory  conditions  of  neWbom^   2.613 

Congenital  anoraftli^s^   6.053 

Sudden  infant  de^th  ^y^dxocnet^.   4,010 

Accidonta  and  adverao  effect*   654 

Ptieumania^  , , ,   5^9 


100.0 

9.66 

8.251 

loo.o 

10.07 

48.1 

4.71 

3,556 

43. 1 

4.39 

9.3 

0.69 

555 

6.7 

0  70 

a. 6 

0.86 

666 

6.3 

0.84 

9.3 

0.92 

7A? 

9.0 

0.91 

20. 1 

2.03 

1,631 

22.2 

2.19 

13.3 

1.32 

1,220 

14.8 

1.48 

2.2 

0.21 

2^6 

3.6 

0.36 

1.7 

0.17 

U7 

1.8 

O.U 

^R«tea  were  standardized  ufting  the  method  deftcrib«d  hy  Daft  Gupta  in  "A  General  Method  of  Decomposmft  a  Difference  Between  Two  Kates  Into 

Several  Components,''  Pegjo&gagjiy.  vol.  15.  So.  1,  February  1978,  pp.  99-112. 
*^e»e  conditions  originatinS  in  the  perinatal  period  include  International  Classification  of  Diseases  CICD>  (Nint*i  Revision^  760-779 
^These  condition^  originating  in  tha  perinatal  period  Include  ICD  765. 
'This  condition  originating  in  the  perinatal  period  includes  ICD  769. 
^These  condition*  originating  in  th^  perinatal  period  include  ICD  770 
^congenital  ancwnalies  include  ICD  740-759. 
^udden  infant  de«th  syndrome  includes  ICD  798.0. 

Accidents  and  adverse  effects  include  E&00-E949. 
^Pneunionia  includes  ICD  480-486. 

SOURCE:  tl.S.  Department  of  Health  «nd  Human  Services.  Centers  ^or  Disease  Control,  National  Center  for  Health  Statistics.  Vital 
Statistics  of  the  gmted  Stotaa.  1987.  vol  11^  KortalltY  p^^t  B  1989.  DHBS  Fub  Ko  CPHS)  89  1102,  table  2-15  tWashlngton, 
DC;    tl.S.  Government  Printing  Of£lce.  1969). 
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Table  15-2— Fetal  and  Infant  Health  indicators  by  State  and  Metropofltan/Nonmetropolrtan  Area,  I9d5-6S 
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mortality  ratio  ' 
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Table  15-2^Fetal  and  Infant  Health  Indcators  by  state  and  Metropolltan/Monmetropolftan  Area,  1985-8&— Continued 


by  region 


Infant 
jnortality  rata'* 


tteanatal 
laortalltY  tate^ 


Fast*neon4tal 
rnottalitY  ratj)*^ 
Metro  ttoiunetro 


Fetal 
mortality  ratio^ 
Hebro  HortiDQtto 


perinatal 
iflortality  ratio^ 
Metro  ttonm^tro 


low-birth" 
KQtro  ttoninetro 
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14.2 
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5.1 
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12.9 

9.7 
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Delaware. ....  ...... 

14.4 

10.9 

10.6 
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Z.  7 

6.6 

3.5 

17.2 

16.0 

7.5 
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11.0 

10  1 
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7 . 8 

5.P 

6. A 
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14.  3 

5.8 

6.0 
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29 . 4 

cS  -> 

10 . 8 

Maryland  
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8.3 
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3.5 
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7  1 

16.6 
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7.8 

6.6 
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6.2 

6.8 

Z  9 
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6  4 
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12.6 

13  6 
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5.3 
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6.0 

5.9 

2.8 

4.5 

6  9 

7.1 

12.9 

13  0 

6.0 

5  8 

Black  

{\ 

13.  L 

17.2 

11.3 

11.1 

$.3 

6.1 

13.5 

16.2 

25.3 

27  3 

12.6 

12.4 

*tiOTEj    Bateft  ar«  not  ahown  for 

areas  with 

f^wer  than 

30  events , 

H/phens 

{-)  are 

used  to 

denote  £ew«r 

than  30 

events , 
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Table  15*2— F^tal  and  Infant  Health  indicators  by  Stale  and  Metropolttan/Nonmetropolltan  Area,  i985-d6--Contlnued 


Stftte 
by  £03 ion 


Infant 
Metro  NonnietrQ 


Neonatal 
nmrtftllty  rata^ 
Hotro  Hotima^ro 


Post' neonatal 
Hatro  Honnwtro 


Fetal 
ttortallt^ratio^ 
Metro  Nonmetro 


Parina tal 
martalitv  ratlo^ 
Metro  Nonmatro 


Low-blrth- 
Metro  Nonmdtro 


Ohio   10*6 

White   9.3 

Black   17.2 

Indiana   11.4 

White   10.0 

Black  ,  20.6 

Illinois   12.3 

White   9.2 

BLack   21.9 

MichiSan   11.8 

White   9.2 

BLack   22.7 

Wisconsin   9.2 

White   8.2 

BLack,   17.3 

WMt  north  Centra 

Minnesota  8.9 

White   6.6 

Black   16.2 

Iowa. ..............  .  9.6 

White                .      *  3.7 

Black  

Missouri  ,  10.9 

White   9.1 

BLack   ie.3 

North  Dakota   9.1 

Whit*   9.4 

BLack  

South  Dakota   12. 0 

White   12.3 

Blac^t  


9.9 
9.7 

10.2 
10. 1 

9.8 
9.5 
17.8 

9.1 
9  0 

9.1 
9.0 


9  2 
9  3 

8.4 

a. 3 

9.4 
9.3 

8.1 

7.7 

11.  5 

9.0 


6.9 
6.1 

11. 0 
7.6 
€.6 

U.2 

3.4 
6.5 
IA.3 

8.2 
6.2 
16.4 

5.6 

4  9 
11.4 

5  6 

5  5 

6.9 

6  3 
6  3 

7.1 
6.0 
11.1 


7.2 


6.2 
6.1 

7.2 
7.0 


4.4 
4.2 


6.0 

5.3 


4,7 


3.6 


3.4 
3  4 


3  3 
3.3 


3  9 
3  6 


3.7 
3.5 


5.5 
3.6 


7.4 

7 

2 

6 . 7 

J 

11.1 

7.5 

7 

3 

6  6 

y 

12.4 

7.8 

7 

5 

6  4 

7 

2 

11.9 

16 

2 

5  8 

5 

5 

6.1 

6  6 

5 

9 

5  6 

% 

9 

13.0 

d.l 

6 

8 

6  1 

6 

d 

5  3 

6 

5 

5.2 

6 

4 

6.2 

7 

3 

5.2 

7 

1 

10  1 

7  0 

5 

6 

7.3 

5 

0 

5.7 

6 

4 

6 

1 

14.4 

13 

.5 

6. 

8 

5.8 

12.8 

13 

.3 

7 

5.7 

22.1 

21 

.0 

12. 

\ 

8  3 

15.1 

14 

.6 

8. 

6 

5.6 

13.2 

14 

.4 

5. 

8 

5.7 

28.6 

- 

11. 

8 

10.5 

16  2 

13 

.8 

7. 

6 

5.7 

12.9 

13 

3 

5. 

4 

5.6 

26.2 

25 

.4 

13. 

9 

10.6 

14  0 

11 

.2 

7 

1 

5.3 

1 1  ^ 

1 1 

.2 

5 

5 

J*  <j 

24.5 

13. 

8 

8.6 

12.2 

11 

7 

5. 

6 

4.7 

10.5 

11 

7 

4. 

7 

4.8 

25.3 

12. 

4 

11  7 

12 

1 

5. 

2 

4.3 

11  5 

12 

3 

4. 

S 

4.2 

17.5 

11 

6 

11  7 

11 

.6 

5, 

5 

4  9 

11.5 

11 

.6 

5. 

2 

4.9 

11 

€ 

13.3 

13 

,0 

7 

1 

6.i 

11  2 

12 

.7 

5. 

5 

5  6 

iX.2 

21 

1 

12.8 

11.8 

12  3 

10 

.0 

5. 

I 

4.8 

12. & 

9 

.2 

5. 

1 

4  5 

13.0 

12 

5 

5. 

4 

5.4 

13  6 

11 

.4 

5 

3 

5.0 

NOTE:    Rates  are  not  stwwn  ^^^^  areas  with  fewer  than  30  events.    Hyphens         nt&  denote  fewer  thAn  30  events. 
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Table  15-2— Fetal  and  Infant  Health  Indicators  by  State  and  Metropolltart/Nonm^tropolitan  Area,  1985*66— Continued 


3 


St  At* 

b7 


Infant 
tnortaUtV  rtt*»^ 
Ketr.^  Hof^etro 


H sonata I 
mortality  rate^ 
K»tro  tionmetro 


Post -neonatal 
Hetro  Honrootro 


Fetf^L 
iportality  ratlo*^ 
Ketro  KoiHDetro 


Perinatal 
mortalllv  ratlo^ 
Hetro  HoiUD&tro 


Low^blrth- 
K&tro  Hsttfnatro 


K«ntucl^   10,*  10,7 

Mhlt*   9,2  10,5 

Black   17, G  1A,0 

T«nnaaaad   X2,l  9.4 

Mhita   8.9  8.6 

BUcfc   20,1  15,6 

Alttbaoa   13.0  12,7 

Khlta   10,2  9. a 

Black   18.6  18.4 

Klaaiaaippl   11,5  13.7 

«hita   9.5  9.0 

Black   15,3  18.3 

tteflt  South  Ctotxttl 

Arkonaaa   H  2  10.8 

Hhita   9,9  10,0 

Black   15,7  13.9 

Louisiana   12,6  10.6 

Hhlt«   9,1  7,9 

Black   le.O  15.5 

dcUhodia   10  6  10,3 

Hhita   10.3  10.7 

Black   18.5  15.7 

T«xaa   9.6  9.9 

Whit*   &,7  9.3 

Black   15.7  15.6 

Hotttana   10.5  9.6 

Whlta   10  5  8. a 

Black  

Idaho   11.5  10.7 

Whlta   11.5  10.6 

Block  

Wyoaiiis   12. A  11,4 

Whlta   12,7  11.3 

Black  


6.7 

7,1 

5.8 

7,1 

IZ  ,0 

8, 1 

5,4 

J.  y 

4 . 9 

13 , 7 

9.  6 

9  1 

7,9 

7 . 0 

6.  7 

13  3 

111.  J 

7.5 

8  3 

6,3 

5  5 

9.  8 

11  1 

6.8 

6.0 

6.1 

5  9 

9,3 

6.7 

8  4 

6,6 

6.* 

5.1 

11,5 

9.3 

6  6 

6.0 

6.5 

6  3 

11.3 

6.1 

5  9 

5  6 

5.7 

9  9 

8  5 

4  6 


6  2 
6  3 


5  e 
6.0 


3, 

7 

3 

6 

3, 

4 

3 

4 

5^ 

5 

4. 

0 

3 

9 

3 

0 

•i 

7 

5 

3 

5 

2 

3, 

9 

4 

8 

3 

2 

3 

1 

c 

3 

1 

4 

1 

5 

3 

3 

2 

3 

4 

c 
J 

c 
J 

4 

4 

4 

7 

3 

8 

4 

0 

V 

M 

/ 

J 

4 

z 

4 

0 

2 

7 

2 

e 

g 

5 

2 

4 

0 

4 

2 

3 

8 

4 

4 

7 

2 

3 

3 

3 

9 

3 

1 

3 

6 

5 

8 

7 

1 

5 

9 

2 

5 

9 

3 

6 

5 

T 

4 

1 

5 

2 

4 

.2 

8, 

0 

6,4 

14 

7 

15 

6 

7, 

1 

7,0 

7, 

2 

e.o 

13 

0 

15 

1 

6, 

Z 

6.8 

13, 

1 

16.4 

25 

1 

24 

7 

13, 

0 

10.8 

6, 

8 

8.Z 

14 

9 

13 

6 

8, 

0 

7,6 

5, 

a 

7,2 

11 

7 

IZ 

Z 

6. 

1 

6.9 

9, 

2 

15  2 

2Z 

9 

24 

7 

12, 

6 

12.7 

10. 

2 

12.3 

19 

3 

20 

Z 

e. 

1 

7.9 

7, 

6 

9.6 

14 

7 

16 

5 

5 

9 

6.0 

X5. 

4 

17.0 

28 

7 

Z7 

3 

12, 

4 

11.3 

10 

4 

iz.i 

17 

9 

zo 

5 

8 

L 

9.0 

7. 

1 

7.6 

L3 

4 

13 

4 

6 

0 

6,0 

15 

9 

16  Z 

25 

7 

27 

4 

11, 

9 

12.0 

7 

6 

8.Z 

14 

7 

14 

3 

6, 

2 

7,5 

6 

8 

6.9 

12 

9 

12 

a 

6 

7 

6,2 

10, 

6 

12,7 

19 

9 

19 

4 

12 

5 

12,0 

a 

6 

9.Z 

17 

0 

15 

7 

8 

9 

6,3 

6 

3 

6.9 

12 

7 

12 

0 

5 

9 

5.8 

iz 

3 

13.4 

23 

7 

ZZ 

7 

13 

2 

12.6 

7 

4 

a. 2 

14 

2 

14 

2 

6 

5 

6.3 

7 

0 

8  1 

13 

6 

14 

4 

5 

8 

6  1 

10 

7 

22 

0 

Zl 

0 

11 

6 

11.9 

7 

0 

7  e 

13 

1 

13 

6 

6 

6 

6.8 

6 

5 

7.3 

12 

1 

13 

0 

5 

9 

6.2 

10 

0 

12  1 

19 

9 

20 

6 

12 

2 

12  1 

6 

7 

7.4 

11 

3 

12 

9 

6 

0 

5  7 

7 

1 

11 

7 

11 

7 

6 

0 

5.7 

7 

5 

6.9 

13 

8 

13 

5 

4 

9 

5.5 

7 

7 

6  7 

14 

0 

13 

.3 

^i 

.9 

5.4 

6  3 

17 

5 

12 

1 

6 

,6 

7  0 

6.3 

17 

.1 

12 

,3 

6 

6 

^.0 

WytZi    Rataa  «r«  not  »bo4m  for  aroas  ^Ith  fewer  than  30  ovents,    H/phena        aro  used  to  denote  fower  ^an  30  events. 
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TBblQ  1S'2--FQtal  end  \ufauX  Heatth  Indicators  by  State  and  Metropolftan/NonrnGtropolitan  Area,  1985^6 — Continued 


Infant  Neonatal  P<i3t*no<>niital  Fetal  Perinatal  Low-blctb- 

Stuto  mart  ality  rate^        tnoctalltv  rate  mortality  cate^        mortality  ratlo^       nw^T-talitv  ratio^      _ wei aht_r a t e ^ 

by  resion  Metto   Konm^tro         Metro  Honnwtro        Metro  Ifoiunetro        Metro   Konnietrn        Mc^tro  Nonmetro        Metro  Nonmetro 


Cf  ^ortido  

9 

2 

8. 

2 

3. 

3 

5. 

1 

3. 

7 

3 

1 

8 

1 

9. 

4 

13 

6 

14 

3 

7 

3 

7.4 

White  

  8, 

S 

3. 

4 

3. 

2 

3. 

2 

3. 

6 

3 

2 

8. 

0 

9. 

4 

13 

1 

14 

6 

7. 

3 

7  4 

Black  

. ...  16. 

7 

" 

9. 

- 

6. 

8 

- 

10 

9 

' 

20 

S 

" 

13. 

8 

- 

Hevr  Hexlco^  , .   .  *  * 

  10 

4 

9. 

9 

6. 

3. 

4 

3. 

9 

4 

3 

4 

3 

6 

10 

9 

11 

0 

7 

1 

8.9 

White  

  9. 

7 

9. 

9 

3. 

9 

3. 

9 

3. 

9 

4 

0 

4 

3 

3. 

8 

10 

2 

11 

7 

7 

1 

7  2 

Bldck  

- 

- 

- 

9. 

8 

9.3 

Arizona- 

  9 

c 

9. 

8 

6. 

0 

4 

8 

3. 

3 

4 

9 

6 

2 

7. 

4 

12 

2 

12 

3 

6 

2 

6.3 

White* 

.   -  .  9. 

9. 

z 

3. 

8 

4 

9 

3 

4 

4 

3 

3 

9 

7. 

6 

11 

7 

12 

3 

3 

9 

6.4 

Black  

,   ,  .  1^ 

0 

10. 

0 

- 

9 

8 

19 

S 

12 

1 

9.3 

Utah*              ■  * . 

0 

c 

9. 

3 

3 

1 

5 

6 

3 

9 

3 

7 

6 

6 

8 

8 

11 

7 

12 

4 

3 

8 

3.3 

White. . *  *  *  . ,  * 

9 

1 

9. 

5 

5 

2 

3 

8 

3 

9 

3 

7 

5 

6. 

8 

11 

7 

12 

3 

3 

5 

3.3 

Black  

10 

3 

Kevada  +  -  ■  '  *  *  <■ 

8 

9 

B 

4 

5 

1 

3 

3 

3 

8 

4 

8 

6 

e 

9 

9 

11 

7 

13 

4 

7 

8.3 

White. *  *  *  *  *  ■ 

7 

8 

4 

3. 

0 

3 

8 

3 

7 

4 

6 

6 

3 

9 

2 

u 

2 

13 

0 

6 

3 

6.2 

Black  

14 

0 

10 

2 

18 

3 

13 

2 

Wcahin&ton  *  * 

10 

2 

10. 

4 

5. 

9 

5 

5 

4 

3 

4 

9 

6 

1 

6. 

0 

11 

9 

11 

6 

3 

3 

4  7 

Vlilte  

10 

3 

10. 

3 

3 

9 

3 

4 

4 

4 

4 

9 

3 

6 

3 

11 

7 

11 

7 

4 

9 

4.6 

Black.  .   . ■ 

13 

2 

8. 

3 

4 

9 

9 

1 

17 

4 

10 

7 

Oregon  

.  .   .  9 

4 

10 

0 

3 

0 

5 

i 

4 

5 

3 

0 

e 

0 

7 

4 

11 

0 

12 

4 

3 

1 

3.2 

White  

9 

3 

9 

9 

4 

8 

5 

0 

4 

3 

4 

9 

6 

I 

7 

4 

10 

9 

12 

4 

4 

9 

3  2 

Black  .  . 

.  17 

0 

18 

1 

11 

1 

California . 

9 

2 

9 

6 

5 

e 

3 

4 

3 

4 

4 

4 

6 

7 

7 

2 

12 

5 

12 

6 

6 

r 

3  4 

Whit©  

3 

e 

9 

9 

5 

6 

3 

5 

3 

2 

4 

3 

6 

3 

7 

2 

11 

9 

12 

7 

5 

2 

5  1 

Black   

16 

i 

10. 

1 

6 

2 

11 

4 

21 

3 

12 

0 

8.  7 

Alaska  

.   .  9 

1 

12 

0 

4 

9 

6 

2 

4 

2 

3 

8 

6 

.0 

7 

3 

10 

9 

14 

0 

4 

8 

4.6 

White. 

9 

0 

10 

e 

4 

7 

6 

2 

4 

3 

4 

4 

5 

i, 

7 

4 

10 

1 

13 

6 

4 

3 

4.1 

Black  

9 

0 

9.8 

Hawaii  

9 

.7 

7 

0 

3 

4 

6 

3 

2 

2 

4 

9 

4 

9 

5 

13 

9 

14 

1 

6 

6 

White  

,   ,  8 

1 

3 

4 

8 

C 

13 

4 

18 

6 

3 

3 

5.6 

Black  

22 

0 

9 

0 

IfOlE:    Rates  are  not  shovm  for  areas  with  fewer  then  30  events     EiVphens        ^ire  used  to  denote  fewer  than  ^0  eventa. 

(continued  on  next  page) 


Table  15-2— Fetal  and  inlant  Heatth  Indicators  by  state  and  Metr^poman/Nonmetropolltan  Area,  1985<86— Continued 


^Tho  infant  J&ort«lity  rate  i$  the  nuoiber  of  infant  deaths  (under  1  year  of  &£e)  in  1985  and  1986  divided  by  the  number  of  .live  births 

durins  1^65  and  Infant  Jo^rtetlity  is  shown  as  deatbs  per  1,000  live  births, 

^Tha  neonatal  toortaLity  ra^«  is  the  numbor  of  n^on^taL  deaths  (under  28  d^ys)  in  1935  and  1935  divided  by  the  number  of  LLv«  births  during 

1965  and  1966,    KaoiiAtal  mortality  is  shown  as  deaths  per  1,000  live  births, 
^Th*  postnoonatal  otortality  rato  is  the  ntjutibtfr  of  postn^onettetL  deaths  (from  28  days  to  1  year  of  ase)  Ln  1985  and  198&  divided  by  the 

nudoor  of  liv«  births  durLns  1935  and  19B6,    Po«tneonat«L  niortality  is  fthc*^  as  deaths  p^r  1/000  Uvo  births, 

fetal  mortality  ratio  is  the  number  of  f«tAl  deaths  in  19B5  and  1986  <iivided  by  the  number  of  live  births  during  1965  and  1986, 

Fetal  deaths  include  only  those  with  stated  or  presumed  period  of  ^ostation  of  20  woeks  or  more.    Fetal  mortality  is  «hoMi  as  doaths  per 

1,000  live  births, 

°Th«  perinatal  coortallcy  r«tio  i»  the  number  of  fetal  deftthft  and  neonatal  de«tbs  (under  28  days)  in  1985  and  1986  divided  by  the  nubber  of 
live  births  during  1985  and  1936,  Fetal  de^ithft  inolude  only  tho3e  with  stated  or  presumed  period  of  ^e^tation  of  20  weeks  or  a>ore. 
Perina^tal  mortality  is  shown  aL  deaths  per  1,000  livo  births, 

^The  low-bLrthwei^ht  rate  is  the  n^imber  of  live  births  wel&hins  less  th^  2t5Q0  s^ams  in  1985  and  1966  divided  by  the  nuffiber  of  live 
births  during  1985  and  1986^    Low*birthv 'eight  i^  shown  as  the  number  of  low-birthweisht  births  per  100  live  births. 

SOUHCCS:  U»S,  Department  of  Health  and  Human  Services^  Centers  for  Disease  Controls  Kational  Center  for  Health  Statistics,  Vital 
Statistics  of  the  Onit^  States.  19fl5,  vol.  n.  Mortality.  Fart  5.  DHSS  Pub.  »o.  CPHS)  66-1102,  table  8*2;  Vital  Statistics  o£ 
the  United  S^tes.  1961.  vol.  II.  MortAlitv.  p^rt  B,  DHHS  Pub,  Ho,  tPHS)  88-111*,  table  3-2j  Vital  Statistics  Of  the  Unitad 
States.  1965.  vol.  I.  Hatalitv.  DHHS  Pub.  »o.  (PHS)  88-1113,  tJible  2'2;  Vital  $tati3tics  of  the  Ontted  States  1986^ vol.  I. 
natality.  DHBS  ?\jlb.  Ho.  (FBS)  84-1113,  table  2-2  (Washington,  DC  D.S.  Government  Printing  Office.  Ida?.  1988,  1988,  and  1989, 
respectively?^ 
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Table  15-3— Infant  Death  Rates  ^  d  TAq\  Death  Ratios  by  Race  inMetiopohtanandHonindtfopolltan  Areas*,  1987 

 mtro    NonraatTQ  

Urban        BaLanca  Urban  Bal4^nc« 

Total        pLaC4*      Of  arift  Total  places^      of  ar^a 

mfost  mtaUtr  rata^   10.2  10.8  S.t  9.8  10.2  9.7 

a  ^hits  infanta   8.6  8.9  3.0  8.8               9.1  8.7 

a  noTWhita  infanta   15.5  15.7  14. a  15.0  14.8  15.1 

a  black  infanta   13  1  16.1  17.7  16.7  ie.3  ie.9 

Beautal  anrtAUtr  rmU*   t.t  7.0            5.6                   $.1  $.3  $.0 

a  whit«  infants   5.5  5.7            5.1                    5.4  5.$  5.4 

a  nonWhita  infanta   10.1  10.2            9.6                    9.4  9.0  9  5 

a  black  infanta   11.9  11.9  12.3  10.7  10.1  ll.O 

PostoMmatttl  nxEt^Oltj  tmt^   3.$  3.8  3.0  3.7  3.9  3.7 

a  ^it«  infanta   3.1  3.2  2  9  3.4  3.5  3.3 

a  nonWhita  infants   5.4  5.5  4.$  5.6  5.3  5.6 

•  black  infants   $.2  6.2  5.4  6.0  $.2  5.9 

F^tAl  S*>rtalitT  ratio^   7.6  7.9  7.1  7.9  8.2  7.9 

■  trtiita  infants   $.$  6.7  $.4  7.0  7.3  7.0 

■  nonwhita  infants   11.3  U.O  12.7  12.5  11.9  12. S 

■  black  infants   12.7  12.4  U.3  14.5  13.7  14.9 

I^Daaths  are  racordad  by  matatnal  rasidanca.  not  place  of  deaths 

"^Urban  placas  in  matro  oountiaa  ara  thosa  with  populations  of  10,000       pora  in  1930. 

^Urban  plfto^a  in  nonroatro  counties  ara  thos«  with  poPuXationj;  of  10>000  or  nvoro  but  f«war  than  50.000  In  1980. 

Infant  BDrtaUtr  £«t«;    Th«  annual  nvunbar  of  daatha  amgnft  children  less  than  1  yoar  old  as  a  pioportion  of 

tha  annutl  nucibar  of  Live  births. 
^acEtatal  aDEttkULtr  £*te:    Tha  annual  nucibor  of  daath*  Juiing  tha  first  27  da;yB  of  Iif«  ss  a  proportion  of  the 

annual  nurabar  of  liva  births. 
^FottDJOoiatal  wMctaJLity  ratw:    Tha  annual  number  of  dasth*  that  occur  froo  28  days  to  a$b  1  as  a  proportion  of 

tha  annual  number  of  liva  births. 
^Faital  oDTtality  ratio:    Th^  annual  nun:A>ar  of  fatal  deaths  occurring  at  gestations  qI  20  waeks  or  tnore  as  a 

proportion  of  tha  annual  nusnibsr  of  Liva  births. 

SOURCE.    U.S.  Dapai:tnat)t  Of  Health  and  Hunian  Servi<:asr  Cantars  for  Disease  Control.  National  Center  for  Health 
Statistics.  Vital  Statistics  of  the  United  Statas,  1987.  vol    Tl^_Hort^Uty.   Part  B.  DHHS  Pub 
(FUS)  8a-1102.  table  8-2  (Hashlnetoti,  DC:     u'.S.  Govarnntant  PrintittS  Office^  1989). 

difficult  because  of  regional  variation  in  reporting  or  infant  death.  An  equal  proporuon  (30  percent)  of 

fetal  mortality  (647).  pregnant  women  in  urban  and  rural  areas  have  at 

^   , .  ,  ,  .        ,  least  ope  medical  condition  that  seriously  affects 

The  higher  posineonatd  mortaU^  rates  in  rural  pregnancy  (S).  Some  information  regarding  smoking- 

areas  could  be  explained  if  deaths  of  high^nsk  associated  risks  is  available  from  the  1985  Health 

Hrfants  were  postponed  beyond  the  ne^^^^  Interview  Survey,  which  found  that  rural  women 
This  could  occur  if,  for  example,  high-nsk  rural  ^      ^  l^^l  ^ 

infants  are  less  hkely  to  survive  after  being  dis-  ^^j^  cigarettes  in  the  12  months  preceding  the 

charged  &om  remote  tertiary  centers  because  they  birth  of  their  last  chUd  (32  percent).  However, 

have  hnuted  access  to  continued  specialty  care  and  ^^^^  ^^^^^  ^  ^  jy^^ly 

social  service  support  (277).  Another  explanation  cut  down  smoking  and  less  likely  to  quit  (38  percent 

fortherelativelyhighruralpostneonatalr^  cut  down;  19  percent  quit)  than  were  uiban  women 

the  higher  incidence  m  rural  than  uiban  areas  of  (35  ^^^^^  22  percent  quit)  (0^9). 

infant  deaths  attnbutable  to  congenital  anomahes^ 

SIDS,  and  accidents — all  significant  causes  of  tow  Birikweight  and  Prematurity 

postneonatal  mortality.  In  an  Alabama  study,  infec- 
tion was  identified  as  a  contributor  to  the  high  rural         ^^^'''^      ^^^^^'^^  ^"^^^^       ^  "J^^^^ 

postneonatal  mortaUty  (1761  ^""^  to  die;  if  they  survive  they  are  more  hkely  to 

require  hospitalization  and  very  expensive^  sophisti- 

There  is  limited  information  about  the  maternal  cated  care  (417)*  There  are  only  flight  differences  in 

ridLfactorsthatincreasethechancesofhdvingdfetal  lov^  birthweighi  ratci^^  between  urban  ^nd  rural 


iw-bittbwdght  babies  ^  ihcsc  bora  wctgjui^  less  Uian      poun<ls  (2.500  gnum) 


tRlC 
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Table  15-4^Percent  of  Births  That  Are  Low  sirthwelght*  and  Preterm^ 
by  Metropolitan  and  Nontnetropolltan  Areas,  1986 


Low  Urbtm«iftht 

Pr*t«nB 

Low  birthwslAht  and  preterm 

Httro 

Konaetro 

H«tro 

Metro 

Konmatro 

All  tftcfta^  

6.49 

6.33 

6. 21 

3.12 

2.ft8 

Hhlu  

...  5.60 

5.08 

5.20 

2.51 

2.52 

filftck  

12.66 

11.72 

11.88 

12.79 

5.97 

5  52 

^Births  WfliShins  X»03  thnn  2,500  «r«  low  birthwftlgl.t. 

fiirth«  occurring  at  20  to  36  w»Bks  ar6  preterm  birtha. 
^Includaa  r*coa  other  than  whita  black. 


SOURCE:  U.S.  Department  of  Soalth  and  Hurottn  Services*  Cont«rtf  for  Disease  Control*  Kation«L  C«ntex  Heftith 
Statistics.  Vital  Statistics  oC  tM^  VnlttA  States.  19^^^,  y^.^,  I.  Kat^llt^*  DHHS  Pub  Kc  [PHS)  68- 
1123,  table  l^Sft  CHa»hineton,  DC;    U.S.  Govemmant  Printing  Office.  1988). 


white  infants,  but  among  blacks,  low  birthweight 
rates  are  8  percent  lower  in  rural  than  urban  areai 
(table  15-4).  Colorado  and  New  Mexico  are  among 
*he  States  with  the  highest  proportion  of  white 
low^birthweight  newborns  in  rural  areas  (7.4  and  7.2 
percent)  and  West  Virginia,  Tennessee,  and  South 
Carolina  are  among  die  States  with  the  highest 
proportion  of  black  low-birthweight  .lewboms  in 
niral  areas  (12.9,  12.7,  and  12.7  percent)  (table 
15-2). 

The  apparently  higher  incidence  of  feta!  deatns 
among  blacks  could  be  depressing  the  incidence  of 
low-birthweight  newborns  for  the  same  reason  that 
il  may  be  an  explanation  for  low  rural  neonatal  death 
rates — ^niral  low-birthweight  fetuses  niay  not  be 
surviving  until  birth  or  may  be  dying  at  birth  and 
reported  as  feta!  deaths.  There  are  relatively  fewer 
very-low-birthweight  black  babies  reported  in  rural 
than  in  urban  areas,  which  could  be  explained  by 
either  differential  mortality  or  reporting  ((W<5). 
Preterm  births^  occur  som^wha  more  frequently  in 
rural  than  urban  areas  for  both  whites  and  blacks 
(table  15-4). 

Fertility 

Fertility  rates**  are  higher  in  rural  tiun  in  urban 
^leas,  although  this  pattern  is  not  consistent  across 


all  racial  and  ethnic  groups  (table  15-5)  {030). 
Women  in  rural  areas  are  more  likely  to  have  at  least 
one  child,  especially  at  younger  ages.  In  1988,  for 
example,  over  one-thiid  (34  percent)  of  >von>en  age 
18  to  24  in  rural  areas  reported  having  children 
compared  with  less  than  one-quarter  (24  percent)  in 
urban  areas  (630).  Correspondingly,  a  greater  pro- 
portion of  births  Occur  to  teenage  mothers  m  rural 
than  urban  areas  (15  percent  v.  12  percent)  (050). 
Despite  these  differences,  the  nurnber  of  births 
expected  in  a  woman's  lifetime  is  sunilai  for  rural 
and  urban  women  (630)* 

Women  in  rural  areas  are  much  less  Ukely  than 
urban  women  lo  have  had  elective  abortions.  In 
1987,  only  14  percent  of  abortion  patients  were  rural 
residents,  yet  rural  residents  made  np  23  percent  of 
the  population  (217). 

Maternal  Mortality 

Maternal  mortality  among  rural  women  is  worse 
than  for  urban  womer  in  general,  but  mortality  rates 
for  both  have  declijed  over  time.  In  1980,  334 
women  died  from  conditions  related  to  complica- 
tions of  pregnancy  and  childbiith.^^  In  that 
mateinjl  mortality  rates'^  were  23  percent  higher  m 
rural  than  urban  areas  UO  1  t.  8.2  maternal  deaths 


Remain  It  babies  att  those  born  at  20  to  36  weeks  gcstaiiott  (646) 

^^^ntciEkcidenceofbothlow  binhwcigbt  pteniatunt>  i$  aarly  iht  tu  uii^i^idiujA^-^^lui  whiic^.  but  Jt^i  ^Jdtrk^  n  ^tighily  higttcr  m 
urban  th^  nual  aieas  (tabic  15-4). 

'^llterertilityratci5defii>C4thcrca:klhc  numbciuf  livcbiith&  t0  4onicn4gc  IS  Jo  44  L98H.  ^iviJcJ  by  itie  esiu[na[c^i  (liiJ-ycax  pupuJaiiuxif^t  wumcn 
IS  to  44  years  of  (6S0). 

^%latenial  iDonality  iocJuJci  deaths  due  to  u>n)pliLauuns  k>r  pic^iiant,).  trliildbinL.  ih^  nucrpcnuni  penu<l  oJ  42  day^  luJiuwii^  U)c 
tennjoatloa  of  ptcgitatic})  Causes  of  JTialcni4t  [norU)it>  include  utenuuc  tKmunJugc*  ti^Acmui.  And  uihJciJyjr^  jucUik^j  ^t;jiJiti^/Li^  Uuii  ^unjpiKaic 
pngnaikcy  such  as  diabetes  ^nd  infectioDS  (e.g..  Tuberculosis,  sypbihs)  {647) 

le  maternal  mortality  rate  u  the  atmual  nmnbci  of  deaths  related  to  picgruu^>  divided  b>  the  aonu^  nuntbtr  ol  Uvc  hnh.> 
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Table  15-5— Fertility  Rates"  by  Metropolitan  and  Nonmetropolitan  Residence,  196$ 


Tot«l 


Total 


 Matro 

city 


Non central 
city 


Honmetro 


All  t«C««  

69.7 

68.5 

73 

1 

65.4 

74 

.6 

66.0 

64.4 

67 

k 

62.7 

71 

.9 

BUck...^  

BiBponiC*^  

$6.6 

89 

6 

80.3 

88 

.$ 

94.0 

96.6 

96 

3 

97. 1 

56 

.2 

^Fdttility  tat«£  *  annual  liva  births  pat  1,000  woffl«n         1$  to  44 
^Potaona  of  Slapanlc  origin  Toay  bo  of  niiy  rnco. 

SOURCE.  U.S.  Dapattmant  of  Coflomorce,  Bureau  of  the  Consua,  Fertility  of  Amatltan  W«nan,  June  1988^  Current 
Population  Raports.  Setla*  P-20,  Ho.  436.  tabl«  *  (Washington.  DC.  U  S  Govamment  PrlntJinR  Offic^t 
1989). 


per  100,000  live  births).*^  A&  of  1986,  the  total 
number  of  materiial  deaths  had  declined  to  272.  In 
1986,  maternal  mortality  rates  were  still  slightly 
higher  in  rural  than  in  urban  areas,  but  the  highest 
rates  occurred  in  the  most  densely  populated  urban 
areas  (table  15-6). 

MATERNAL  AND  INFANT 
SERVICES  IN  RURAL  AREAS 

Use  of  Prenatal  Care 

Prenatal  care  prevents  many  poor  pregnancy 
outcomes,  especially  among  women  who  are  at  high 
risk  of  adverse  outcomes,  and  augmented  prenatal 
care  programs  targeted  to  high-risk  women  appear  to 
improve  the  onset  and  frequency  of  prenatal  visits 
{561y619).  The  three  basic  components  of  p'  natal 
care  are  (697); 

•  early  and  continuing  risk  assessment, 

•  health  promotion^  and 

•  medical  and  psychosocial  interventions  and 
followup  (which  may  include  referral  to^  or 
consultation  with,  other  specialized  providers). 

Prenatal  care  ideally  involves  frequent  provider- 
patient  contacts  that  begin  before  or  early  in 
pregnancy  (697).  Rural  women  are  sbghtl>  \ti>i> 
likely  than  urban  women  to  begin  prenatal  caie 
during  the  fii&t  trimester  of  pregnancy,  but  mure 
urban  women  have  no  prenatal  care  at  all  Uable 
15-7). 


Table  15-6^Maternal  Mortality*  by  Metropolitan  and 
Nonmetropotitan  Residence  and  Race,  1966 


dumber 
of  deaths 

Death  rat« 
per  100. 000 

US 

272 

7  24 

Metro 

210 

7  22 

Urban  places**.  .  , 

170 

e  40 

Balance  of  area 

40 

4  51 

Nonmetro.     .  . 

62 

7  30 

Urban  places^ 

13 

6  98 

Balance  of  area 

49 

7  40 

White, 

146 

4  91 

Black 

117 

13  83 

All  other  . 

126 

19  40 

Maternal  mortality  rate  is  th^  annual  number  of 

deaths  related  to  preSnanv,y  divided  by  the  Jinnual 

number  of  l:ve  births 
^^Urban  places   in  metro  counties  ate  those  with 

populations  of  lO.OOO  or  more  in  1980 
^U*ban  places  in  nonmetro  counties  are  those  with 

popuiations  of   10. COO  or  roore.   but   f^wtr  than 

'O.OOO  in  1980 

SOURCE  U  S  Dep<irtireiit  of  Health  and  Hum4Ei  ^ier- 
vices.  Centers  for  Disea&e  Control.  Nation- 
al Center  for  Health  Statistics.  Vital  Sta- 
tistics of  the  tJhtted  States.  I9a6.  vol 
II  ■  Mortality.  Part  B.  DHHS  Pub  No  ( P»S ) 
aSMU*.  tables  3-9,  8-")  (Washington.  DC 
U  S    Government  Printins  Offico.  19881 

Women  living  in  rural  areas  that  include  a  large 
economically  di^^adv^ntaged  population  might  be 
expected  to  have  l^y^,  acce^>^>  to  prenatal  caie,  Thxi> 
expectation  ib  borne  out  for  white  womeni  <t  grcalet 
proportion  of  white  pregnant  \^omen  in  pooi  rural 
counties^^  received  inadequate  prenatal  care  in 


'^Tbc$c  mortality  rates  were  Adjusted  fof  maternal  age  and  lacc  059). 

t^Pootruiajccuiiucsiiivtadcthc332Doamciroi;ountiC5m20StaLcsLhaLhd4at  ICA^tZ^pv^  Uiul  u Jti^il  j.^  ^  ^  n)  ihrt>hu^vi 

to  1979(553). 

O    dcquAtc  prcoatal  cait    either  uirc  thai  begins  dv/.ii^  [he  tbird  inmcster  uf  prcgn4[Ky  ^  no  prcn^ttAl  ^.^c  ^5.>^j 

^  421 
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Table  15-7 ^ive  Births  by  Month  Prenatal  Care  Began, 
by  Race  and  Residence,  I9d7 

Metro  Nonmotro 

Tot*i  Mrtlm                    2,970,059  659, 335 

Lst-Znd  (OOnth   54.67  49.23 

3rd  month   20.  L6  23.43 

4th-6tll  (ftonth   16.87  19,70 

7th-9tll  Donth   3.91  4.54 

Ko  prenatal  card...  2.08 

Kot  stated   ^.30  1.65 

tidt«                               2. 130,927  701,561 

lst-2nd  (OOnth   58.58  52.02 

3rd  Donth   20.00  23.61 

4tll-6tll  aonth   14.58  17.71 

7tll-9tll  Donth   3,28  3.87 

Ho  prenatal  care.  .  1.1& 

Not  statod   1,99  *  61 

BUck   538,622  I02»7ft5 

lst-2nd  month. ,  , ■  38. &8  34  4L 

3rd  month   20.67  22  51 

4th-6tll  month   26.25  30.65 

7th-9th  month   6h34  7,71 

Ko  pr^n'^.taL  c«r^,.,  4,39  3.03 

Hot  stated   3,2e  1.68 

SOURCE      U  S    Depaxtmont  Of  Health  ^nd  Human 

vicea,  Centftr^  for  Disease  Control,  Hation' 
aL  Center  £or  Health  Statistics,  unpublish- 
ed tabulation  from  the  Natality  Statistics 
Branch.  November  1988. 

1984^^  than  while  pregnant  women  nationally. 
Black  women  residing  in  such  areas,  however,  were 
moie  likely  to  have  received  adequate  prenatal  care 
than  black  womeD  nationally  (table  15-8)(55^),'^In 
1985,  infent  mortality  and  the  incidence  of  low 
birthweight  were  higher  for  both  black  and  white 
infants  born  in  poor  rural  counties  than  in  the  Nation 
as  a  whole  (table  15-8)  (555), 


Access  to  Rural  Maternal  and  Infant  Care 

Available  evidence  suggests  that  fetal,  infant,  and 
maternal  mortality  are  somewhat  higher  and  that  late 
prenatal  care  is  more  a  problem  in  rural  than  in  urban 
?reas.  Access  to  maternity  and  infant  care  in  rural 
areas  could  be  impaired  by: 


♦  absolute  shortages  of  obstetric  providers, 

«  shortages  of  obstetric  providers  who  participate 

in  the  Medicaid  program, 
«  alack  o^insurancecoverage  and  the  inability  to 

pay  for  obstetric  services, 

♦  a  decline  in  the  number  of  hospitals  equipped 
and  staffed  to  provide  obstetric  services,  and 

♦  residents*  geographic  isolation  from  services 
and  poor  access  *r  :egional  perinatal  care 
systems. 

Availability  of  Rural  Obstetric  Providers 

Supply  ofProvW^n  in  Rural  Areas— MomiBtion 
from  a  nurnber  of  ^te  surveys  indicates  that  there 
have  been  declines  in  the  availability  of  obstetric 
providers  (box  15-AX  This,  coupled  with  the  low 
population  density  that  characterizes  many  rural 
areas,  results  in  longer  travel  times  to  obstetric 
providers  for  rural  than  for  urban  residents  (see  ch. 
10,  table  1M6),J* 

Maternity  services  may  be  deli\\a:ed  by  any  of 
three  groups  of  providers;  obstetricians,  other  physi- 
cians (primarily  family  physicians  (FPs)),  and  other 
practitioners,  such  as  certified  nurse-midwives 
(CNMs),  In  1987,  births  in  urban  and  rural  areas 
were  almost  equally  likely  to  be  attended  by  a 
physician,  but  nonphysician  providers  were  most 
likely  to  deliver  babies  in  the  most  urban  areas'^  (4,2 
percent  of  births)  and  in  the  most  rural  areas^  (3.5 
percent  of  births).  Black  women  were  more  likely 
than  white  women  in  both  urban  and  rural  areas  to 
have  had  a  nonj  '^ysician  provider  (table  15-9), 

Obstetricians  provide  most  obstetric  care  in  urbau 
areas,  but  in  rural  areas  one-half  to  two^thirds  of  all 
obstetric  care  providers  are  FPs  (349,543),  lu  1988, 
there  were  only  25  obstetricians  per  100,000  women 
of  reproductive  age  in  rural  areas,  compared  with  61 
in  urban  areas  (table  15-10),  Obstetricians  are  even 
less  available  in  smaller  noiunetro  counties  ^see  ch, 
10,  table  10-11),  The  absence  of  ob&ietricians  in 
many  rural  areas  is  partially  off&et  by  the  presence  of 
general  and  family  practitioners  (G/FPs>  (inchiding 
doctors  of  osteopathy  (DOs))  who  are  trained  to 


l''Dnrukgthcperk>dL9SOtol9S^,thcSmteswilhUichigbe3t^  prenatal carc  in  poot  rural vouihics were  in ttkcSoutfau^sUijCt^LNC^ 

Mexico,  Texas.  Utab.      Anzoii&)  (553). 

^*Rural  resktests  travel  an  average  of  24ra(auies  to  reach  an  obstctncian/gynecylogi^l  ami  iOnuoutcs  lo  teach  an  FP  m  vonraii  with  uitan  ic5i<l<snl5 
wlKX  on  aveme^,  uavcl  19  and  t6  mimites  to  itadi  these  providers  i644) 

^^rt)an  places  within  metro  coimtics, 

.  V  ^oDuxban  pbces  in  nonmctro  counites. 
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Table  15-8— Perinatal  Health  Care  fncllcators  In  Poor  Rural  Coumias* 


National 
White  BLacV 

Po^r  rural 
Whlto 

count las 
Blac)c 

9,3        le  2 

10  0 

19.2 

5.6  12.^ 

6.6 

12.6 

Inadequate  prenatal  cara  (1984)^.. 

4  7  9.6 

4.9 

7.3 

^Poor  rural  counties  include  the  332  nonmetro  counties  it)  26  States  thet  had  at  least  25  pei^eitt  lesidencs 

livinS  below  the  Federal  poverty  threshold  in  1979. 
^Percent  of  births  to  women  who  receive  either  no  prenatal  cane  ox  who  began  i:e^eiviri5  caie  dunins  then  clued 

trimester  of  pregDancy,  1984, 


SOURCE     J.  Shotland,  D    Loonln,  *nd  E    Haas  ^  Off  to  a  Pocr  Start    Tnfent  Health       Rural  AmeiJca  iWashiOg^turij 
tx:i    Public  Voice  for  Pocd  end  Health  Policy,  October  19$$). 


Box  IS-A — Obstetric  Provider  Availability:  Selected  State  Reports 

Arizona— Of  a\Sd\ab\t  lural  obstetric  providers  (£>0s,  G/FT.  and  obstetricians),  percent  rwported  that  they 
conducted  deliveries  in  1989,  compared  with  74  percent  of  pn.  *  .ders  Li  1985,  Of  those  dj&wOntinuing  obi^ietni. 
practice,  87  percent  cited  malpractice  concerns  as  the  reason,  I'^ny  four  percent  of  physicians  that  ceasci 
delivering  babies  said  the^  would  resume  if  there  was  a  malpractiwe  insurance  subsidy  itvailable  {111). 

Cotor^jsJo-^^  of  July  1988,  there  were  18  rural  counties  in  Gjlorado  with  no  private  practice  matemity  care 
providersvOvet  1,000  women  living  in  these  u»untie&  had  babies  and  had  ivj  travel  an  avnage  of  32  mile^  to  deliver 

lay^a-^  1986  survey  found  that  of49€  phy^dans  who  had  provided  obstctnc  ser  iccs  ^ui^e  1981,  152  (31 
percent)  had  discontinued  providing  them  because  of  Lability  considerations.  Of  these  152,  78  descnbed  their 
practices  ^  rural  (225). 

Missouri— A  1938  survey  of  328  rural  G/FPs  showed  that  40  ent  practiced  obstetrics,  but  that  there  had 
been  a  27  to  40  percent  decr&^  since  1984  in  the  number  of  obstu  -  providers  in  nind  area^  (74S)^ 

Montana — A  1989  90  survey  found  that  12percent  of  physicians  who  i.^d  provided  ob^ietric  services  at  one 
timehaddrappedobstetric  care.  As  many  ai^35percentofFPi^ii.id9percentofobstetrKian^  had  dropped  obi^tetrii^i^. 
Only  29  percent  of  physicians  ho  ever  ptuvided  obstetric  i^rvicci^  reported  thai  they  hf.d  not  hmitcd  then  sen  ices 
to  Medicaid  patients,  decreased  the  number  of  deliverie!>  they  perfv^rm,  decrease  the  level  of  high  mk  ob^tetnc 
care,  or  limited  their  practices  in  any  way*  The  cost  of  profesMvjnallidbihty  insurance  ^aj^  ciied  most  often  as  the 
reason  obstetric  providers  liad  changed  their  practices  (775). 

North  Carolina— in  1989-90,  there  were  over  4,000  birthi  in  20  Mi'Ji^tly  rural  cuuntici^  that  had  no  obi^tetnc 
providers  (i,e,,  physicians,  nurse-midwives)  (537). 

Texas—As  of  1989, 43  percent  of  rural  physicians  had  vurtailed  ob!>tctnc  !>erMcei^  and  84  cuuntie!>  offered  nvj 
labor  or  delivery  services  (97) 

Wasi/  *£>tt— The  proportion  ofruralG/F?s  providing  obsielnc  care  fell  from  80  percentin  1977  to  67  percent 
in  1986*  Only  38  percent  of  urban  G/FPs  provided  obstetric  care  in  1986  {526). 


del' vet  obstetric  care.  In  1988,  rural  aieas  had  more 
G/FPs  (1 37  per  100,000  ^^omen  of  reproductive  age) 
than  did  urban  areas  (108  per  100^000  women  of 
Tieproducrive  age)  (table  15-10). 

The  a^'ailability  of  rural  physicians  trainee  to 
deliver  ol^tt*iic  care  varies  by  region.  In  rural  areas 
of  the  East  South  Central  region  of  the  country-' 


there  were  156  physicians  trained  to  provide  ob^t^t- 
ric  servives  U-c.*  G/FPs^  obstetricians^  and  DOs)per 
100,(X)0  rural  womei*  of  reproductive  age.  In  con- 
trast, there  were  242  per  100,000  in  the  rural  areas  of 
States  in  the  West  North  Central  Region  (table 
15  10).  Over  half  a  million  rural  residents  live  in 
counties  that  are  uithout  a  pnysician  trjuned  to 


O    i  app,  F  for  a  list  gf  States  in  oacb  region. 
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392  ^  Health  Care  in  Rural  America 


Tauie  15*9^lv^  Births  by  Type  of  Birth  Attendant,  by  Race  and  Place  of  Delivery,  1967 


Cf  deliver&os  Physician      Hldwlfi^^  Other 


AIL   Z, 970, 059  96.3  3.0  0  6 

1/hltd   2, £90, 927  96. 3.0  0.6 

Biaci    538,822  "6.1  3.2  0.7 


Urban  places  50,000+ 

*1L   H83,33S  95.7  3  5  0.7 

Virtlte   993.102  95.6  3.6  O.S 

3l*ck   <i02,301  9$  2  3.Z  0.7 


Urbdn  placos  LO. 000-49. 990 

AIL   579,993  96.$  2  9  0  5 

Whit*   *a5.907  96.$  2  7  J  5 

Black   67,ie0  95.2  h.l  0.6 


BaLanco  ot  area 

AU  >   006.728  97.1  Z.t,  0.5 

Whit*   811, $15  97.1  2  ^  0  5 

Black                               .   .  .  69,361  95  9  2.^  0  7 


AiL    339.335  96  6  2  8  0.6 

White   701.561  J*7  1  2  3  0  6 

Black   102,743  96  5  3.0  0.5 


Urban  places  10. 000-49. 999 

AU   183.260  97  1  £.5  0.4 

Whito.   146.735  97  A  2  2  o  4 

Black   29.343  96  4  3  2  ^3 


Balance  of  ar^a 

Ail  .  .                     ^  .             656.075  96  5  £  0  6 

White   55^.626  97  0  2  4  0.6 

Black   73.^02  96  5  2  9  0  5 


Midwife  incXudos  lay  tnidwives.  and  certified  and  noncertifi^d  nurse  midwivo^ 

SOURCE:     U.S.  Department,       Health  and  Human  Services.  Centers  foT  Disease  Control.  National  Center  for  He-^IUi 
Statistics,  1987  Natality,  unpublished  tabulation.  Nx,  v  iber  1988 


deliver  obstetric  care  (table  15-1 1 and  other  areas 
are  without  available  obstetric  services  because 
many  physicians  trained  to  provide  obstetric  serv- 
ices do  not  provide  them.  In  1988,  for  examplCt  there 
was  "^orth  Carolina  1  nonmetro  county  without  a 
physician  trained  to  deliver  obstetric  care  (table 
15-11),  but  18  nonmetro  eounues  that  lacked  obstet- 
ric services  because  available  physicians  and  GNMs 
were  not  providing  them  (5/2). 

G/FPs  are  particularly  weD  ouited  as  obstetnc 
providers  in  areas  of  low  population  density  bec^se 
they  can  provide  both  obstetric  and  nonobstetric 
care'*-^  Consequently,  G/FPs  generally  require  a 


smaller  population  base  13,000  to  4.000  residents) 
than  do  obstetricians  (who  require  about  11,000 
residents)  {3311  In  1988,  9  out  of  eveiy  10  FPs  (91 
percent)  had  hospital  admitting  privileges,  but  of 
these  less  than  one-ihiid  (29  percent)  reported  that 
they  currenuy  practiced  obstetrics  {545).  FPs  in  rural 
areas  are  almost  twice  as  likely  as  urban  FP^  to  offer 
routine  obstetric  care  (43  v.  23  percent).  There  are, 
however,  sizable  regional  differences  in  the  extent  to 
which  rural  FPs  proviae  obstetric  care.  Only  15 
percent  of  rural  RPs  provide  obstetric  care  in  the 
Southi  Atlantic  region,  compared  with  70  percent  in 
the  West  North  Central  region  (table  15-12). 


ERIC 


*^Io  cootnsl.  thcFC  arc  only  2  nictfo  cotmtic*.  wiiha  total  popubdon  of  21,900,  ihat  are  wiihout  a  pbysician  muncd  to  provide  obsktnc  care 
In  19S5, 53  pcfccttt  of  all  physiann  vi^it^  and  70  percent  of  adull  vuit;  \o  physicians  in  rural  fuca^       \o  family  physicians  {447) 


ERIC 


Table  15*10— Ratio  of  Active  MD  Generai/Famliy  Practitioners,  Active  MD  Obstetrician/Gynecologists,  Active  MD  Pediatriclens,  end 
Active  DOs  per  100,000  ReprotJuctlve-Age  Women  by  State  and  Census  Region  and  Divtsion,  1967-88^ 


HD  general/ family 
practitioners 
Metro  Noiunetro 


M^imber  of  physicians  t^ar  100. OOP  rsaproductive-^aRe  woroen^ 


HD  obstetrician/ 
_fisne  cfilo&JLsta 


Metro  Ho^etro 


MD  pejiatrletaiia'^ 
Matro  Nonmetro 


Metro  Nonmetro 


G/FP  + 
Metro  Hontcetro 


tAiit«d  St^tos  

103. 

0 

137. 

1 

51 

4 

24 

S 

69. 

7 

22 

3 

44 

0 

30 

8 

Z13 

4 

19Z 

4 

IbirttuMst  

87. 

0 

121. 

4 

66 

4 

31 

7 

86. 

4 

34 

1 

51 

8 

35 

4 

Z05 

2 

188. 

5 

Haof  En8i*i*<l  

73 

7 

154. 

7 

63 

5 

37 

5 

83. 

3 

SO 

6 

16 

5 

39 

7 

155 

7 

Z31 

9 

Connecticut 

7J 

U 

NA 

75 

a 

HA 

87. 

5 

NA 

8 

0 

KA 

157 

2 

NA 

Mfllne  

1 J8. 

9 

172. 

8 

46 

7 

32 

8 

52. 

0 

35 

4 

116 

5 

7>" 

1 

30  Z 

1 

282. 

7 

Massachusetts . *  . - 

62 

J 

127 

3 

60 

3 

48 

5 

86. 

4 

54 

6 

ID 

5 

IZ 

1 

133 

i 

187 

9 

How  awQf  ?hire.  .  . . 

97. 

I 

172. 

7 

50 

6 

42 

^ 

54. 

1 

70 

7 

7 

6 

IZ 

6 

155 

3 

2Z7. 

7 

Rhode  laland  

71 

0 

NA 

58 

5 

HA 

86 

0 

NA 

45 

6 

NA 

17  5 

1 

NA 

V^rrooPt  

IJZ. 

0 

133. 

6 

S6 

5 

33 

7 

111. 

53 

4 

11 

4 

26 

7 

2Z9 

9 

19;. 

0 

Middle  Atlantic  

91 

6 

108 

1 

67 

4 

2*^ 

3 

87 

5 

27 

5 

63 

Z 

33 

7 

ZZ2 

2 

171 

1 

Haw  Jersey  

eo 

4 

HA 

63 

9 

HA 

86 

0 

HA 

73 

5 

NA 

2Z2 

a 

NA 

Haw  Vork  

75 

1 

103 

5 

74 

31 

7 

105 

1 

30 

1 

16 

9 

a 

9 

lae 

5 

144 

1 

Penns/lvania. ...... 

127 

8 

112 

5 

58 

0 

Z7 

1 

53 

0 

25 

0 

126 

0 

57 

6 

311 

197 

2 

HldMemt  

IIZ 

3 

U5 

Z 

54 

7 

18 

Z 

61 

1 

17 

0 

71 

4 

50 

4 

238 

4 

213 

e 

£ast  Horth  Central... 

106 

5 

130 

S 

54 

4 

19 

y 

60. 

2 

la 

9 

75 

Z 

40 

6 

Z36 

2 

191. 

3 

Illinois. ......  .  . 

107. 

3 

143. 

3 

59 

Z 

Zl 

8 

69 

1 

ZD 

4 

30 

9 

16 

1 

197 

4 

181. 

z 

IndJane. ....  .  .... 

US 

U 

139 

7 

i.0 

5 

17 

3 

4Z 

2 

13 

7 

Z3 

4 

17 

e 

aio 

3 

174 

& 

MichxSan  

78 

2 

104 

8 

56 

9 

18 

9 

54 

7 

18 

1 

164 

9 

94 

9 

300 

Zi8 

6 

Ohio  

106 

8 

lOZ 

1 

55 

0 

ZZ 

6 

64 

4 

21 

3 

87 

a 

55 

2 

Z49 

6 

17: 

9 

Wisconaiti  

121 

8 

177 

7 

49 

0 

17 

56 

20 

5 

26 

6 

14 

199 

4 

20C 

4 

West  Horth  Central 

IJl 

0 

163 

4 

b5 

6 

16 

1 

63 

e 

14 

5 

59 

1 

ez 

a 

245 

7 

24Z 

3 

low*   

143 

Z 

156 

7 

40 

3 

12 

5 

51 

5 

11 

0 

138 

6 

54 

3 

m 

1 

2Z3 

5 

Kansaa  

UO 

6 

168 

4 

52 

7 

20 

6 

55 

6 

22 

9 

60 

2 

46 

6 

253 

5 

2^5 

6 

Minnesota  .  .  ^ 

170 

6 

206 

7 

49 

3 

14 

3 

6Z 

2 

11 

Z 

6 

1 

ID 

5 

226 

0 

23t 

5 

Missouri  ... 

78 

5 

96 

3 

67 

6 

18 

1 

74 

1 

12 

4 

93 

5 

178 

1 

Z39 

6 

293 

0 

Hebraaka  

138 

5 

201 

2 

56 

$ 

11 

4 

67 

7 

15 

4 

8 

4 

4 

0 

Z05 

7 

Z16 

6 

Horth  Dakota 

169 

9 

xa' 

1 

56 

6 

24 

a 

52 

0 

IS 

0 

IZ 

Z 

11 

3 

i38 

7 

2Z3 

Z 

South  Dakota  

204 

9 

193 

50 

2 

16 

4 

^8 

Z 

17 

4 

10 

0 

26 

9 

265 

1 

23S 

1 

South  

107 

5 

1Z6 

6 

64 

3 

2S 

8 

65 

a 

22 

1 

31 

4 

18 

1 

Z03 

2 

172 

5 

South  Atlantic.   .  . 

IIZ 

0 

1Z3 

6 

70 

5 

31 

7 

73 

5 

27 

7 

29 

4 

14 

6 

211 

9 

16P 

9 

Delaware       .  ^ . . .  ■ 

109 

7 

73 

6 

63 

.5 

35 

7 

>Z 

Z 

39 

9 

69 

3 

Z5 

Z 

Z4Z 

5 

134 

5 

Difttt.  of  Columbia 

91 

4 

HA 

138 

6 

MA 

133 

1 

HA 

10 

3 

NA 

Z4a 

5 

h:. 

Florida   

4 

145 

1 

64 

5 

31 

3 

65 

Z 

28 

1 

65 

1 

35 

1 

270 

0 

zn 

5 

Georgia. .... 

n 

6 

113 

1 

£4 

7 

32 

1 

58 

5 

21 

9 

ZO 

7 

11 

a 

160 

0 

:37 

0 

HOTE^    NA  *■  does  not  apply      In  Hhodo  Island  and  Connactlcutr  some  counties  are  part  MSA  and  part  non  MSA.    These  countlea  ware  catego' 
riiT'd  aa  MSA  counties  in  the  Area  Resouice  FUa.    In  Alaska,  the  entire  State  is  cetoftoriJed  as  MSA  (Alaska  has  no  cotnti'is). 

(continued  prt  next  pt^e) 
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Table  15-10— Ratio  oi  Active  MD  General/Pamily  Piactltloners,  Active  MD  Obstetric  laa  Gynecologists,  Active  MD  Pedlatslclans^  and 
Active  DOS  per  100,000  Reprodtictlve-Age  Women  by  state  and  Census  Region  and  Division,  1 987-88^^ontlnued 


Hombar  of  Physicians  Per  lOQ.OOO  reProducti ve'age  women^ 


MD  sen«raL/ family 
practltionora 
M«tro  t1onin«tro 


MD  ob^totrician/ 


MD  pediatric ian>^ 


tietxo  tJonroetro 


GP/FP  + 
OB/GYH  +  DO 


Mary  Land  

$9,9 

X22,6 

98.8 

59.x 

1X6,3 

36 

X 

10,8 

7 

2 

199  5 

186.9 

North  CaroLiua#  +  ■  ■  + 

X06.6 

119.4 

61.9 

3X.7 

65.3 

29.8 

7.7 

3 

8 

176  2 

154  9 

South  Carolina, , . . . 

140.9 

124.0 

53.7 

Zf"  5 

46.9 

25 

6 

5.4 

6 

5 

200.0 

159.0 

Virginia  

X02.e 

141.0 

62.2 

31.4 

68  5 

26.5 

11.3 

5 

7 

176.3 

i73.X 

West  Vir$inia  

K5.2 

122.5 

54.1 

28.0 

44.4 

j£ 

4 

40  X 

52 

0 

239.4 

202.5 

East  Sc      Central. . , 

109.2 

122.0 

61.9 

23.x 

62.6 

7(\ 

o 

8  3 

10 

9 

179  4 

156.0 

107.2 

112.1 

59  1 

20.4 

53.8 

iv 

J 

S  4 

7 

2 

174.  7 

139.7 

Kentucky  

126.4 

125.9 

57  1 

24.7 

68,1 

n 
U 

9  5 

9 

2 

193.0 

159.8 

Ml»»i»sippi  

106.  7 

126.6 

61.6 

28.9 

64.5 

J 

9  6 

0 

9 

180. 1 

166.4 

Tennessee  

101.7 

120.5 

66.6 

16.9 

66  i 

\  G. 

1 

7  s 

16 

3 

175  7 

153,7 

west  South  Central... 

100  0 

143  0 

55.9 

19.1 

55.8 

\  1. 

a 

43  & 

30 

7 

199.7 

192.8 

Arkansas. . .  , , . . .  ■ 

150.4 

163.5 

57.3 

20.1 

63  1 

1  J 

/I 

6  7 

11 

2 

214  ; 

214  8 

Louisiana. ...... 

82.8 

120.7 

69  6 

22.4 

65.8 

^5 

3  6 

3 

3 

156.0 

146.4 

DkLdhoma. >  *  ...  . > 

108.2 

125.x 

51.1 

20.0 

50.7 

1 J 

126  6 

74 

e 

285.9 

219  9 

Texas  

99.5 

143  Z 

S3. 3 

16  6 

53.7 

14 

3 

43  0 

32 

8 

196.6 

192.6 

Ifes^. ..........  ... 

IZ7  0 

157.2 

59,0 

29.8 

65  3 

26 

9 

25  0 

25 

8 

211 .0 

212  b 

Mountain. .  ....... 

ill  0 

151  0 

56  6 

27  1 

57.8 

24 

7 

53  2. 

29 

9 

220.8 

208.0 

Arizona  

125  7 

144  3 

65h2 

30.2 

65  4 

30 

9 

105  3 

47 

0 

296.2 

222.0 

Colorado 

106  5 

X74  7 

53  3 

U  5 

57  5 

17 

3 

46  3 

55 

9 

206.1 

245.1 

Idaho.             . .  H  . 

119 . 7 

146  6 

41  3 

2$  1 

33  0 

20 

5 

16  S 

1 7 

8 

177  5 

190  5 

Montwa. ' . .    _  . 

71  9 

168  8 

41  9 

33  8 

45  9 

26 

7 

S  0 

19 

7 

121.8 

222  3 

Nevada    . . 

q6. 1 

164  5 

53  3 

26  0 

31.2 

2L 

3 

32  7 

23 

7 

182  1 

234  2 

New  Mexico, . 

119.5 

123.1 

60  6 

30  6 

68  3 

31 

51  9 

3A 

7 

232.0 

186  4 

Utah  

93  1 

152  1 

55  0 

24  9 

64. 1 

21 

2 

6  0 

7 

5 

154  1 

184.5 

Wyoming  

199.  7 

139  7 

-^6  8 

29  5 

S3  3 

23 

8 

2  8 

12 

5 

24X  3 

181.7 

Pacific   

131  2 

166  6 

59  7 

33  6 

67  9 

30 

0 

17  6 

19 

8 

208.5 

220  2 

Alaska  

127  8 

»A 

29  4 

NA 

33  8 

NA 

27  2 

NA 

184  4 

NA 

California.  

129  5 

170  0 

61  a 

34  7 

72  1 

29 

4 

13  3 

n 

e 

20^.6 

219  1 

Hawaii . 

78  0 

17&  6 

M  4 

69  9 

60  1 

66 

0 

28  7 

19 

4 

lax  X 

265.9 

OreSonn . .         . . , 

115  5 

150  Z 

59.0 

30  8 

i.8  5 

2i. 

6 

42  4 

22 

0 

216.9 

203,0 

Washington  

164  0 

175  5 

46  7 

25.5 

50  7 

26 

6 

31  7 

25 

5 

242  4 

226  5 

NOTE.    NA  ■  do^s  not  apply. 

In  Rhod« 

Island 

and  Connecticut,  sofne 

courities  are 

part  MSA 

and  part  non 

MSA 

Tht 

)se  coLinties 

were  catego- 

rized  AS  HSA  counties  in  Uie  Area  Resource  File.    In  Alaska,  the  entire  State  is  categorized  aS  MSA  (Alaska  h^s  ^o  counties) 
^"Active"  MDs  and  DOS  (doctors  of  osteopathy)  include  physicians  in  patient  care,  research,  administration,  and  teaching     Data  from  th« 

American  Medical  Association  a^  of  Jan.  X.  X988 .  Data  from  the  American  Osteopathic  Association  as  of  1967 
^Population  of  women  age  15  to  44,  1984,  Based  on  estimates  from  the  Current  Population  Survey,  Census  Bureau, 

^Does  not  includes  pediatric  subspecialties. 
^Includeft  all  active  DOs,  regardless  of  specialty  orientation 

SOURCE,     T.C.  Ricketts,  Rural  Health  Research  Center,  University  of  North  Carolina.  Chapel  Hill.  NC      Analysis  of  unpublishe<i  data 
(provided  by  the  Health  Resources  and  Services  AUmimstiation)  conducted  under  contract  to  the  Office  ot  Technology  As&essment 
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Tabid  l^ll^)ui^t»ei  and  Rdslddnt  Population  o1  Honmetropolltan  Counties  Without  an  Active  Geneial 
Practitioner,  Family  Practitioner,  or  Obstettdaa'Gyneco  legist,  by  Region  and  State,  1988'*  ^ 


n  imbflr  of  Resident 

nowaotro  population 
count i«a  of 
CA)  column  A 


Ktrnber  of  Resident 

nonaatro  population 
counties  of 
CA)  column  A 


147 

loltttliMftt 

1 

4,900 

If  Au  Pnd  1  AH/t 

Q 

Q 

Middle  Atlan^ic  

1 

4,900 

I 

4 1 900 

Hldweat  

59 

134 1 300 

East  Kotth  Centtftl. . 

< 

25,500 

niinois  

1 

5,300 

Indiana  

1 

5,400 

Michidan  

.  1 

1,900 

1 

12,900 

Wost  Ifotth  Centtal. . 

.  55 

159,300 

Kanaae  

12,^00 

Missouri  

1^,  LOO 

.  22 

48,000 

Kotth  Dakota  

.  12 

42,400 

South  Dakota  

.  15 

40.200 

Smtli  

53 

2^6.500 

,  21 

113,200 

Flotida  

2 

14,200 

.  15 

73,300 

Kotth  Carolina  

L 

9,700 

Vitsinia  

.  3 

21,000 

Sodtii  (ccntlimad}t 


r   ^M4th  Cant  ta  1 

g 

^3,600 

1 

13)200 

Kentucky  

2 

14,400 

Mitsisftippi  

...  3 

19,200 

Tennasfteft  

3 

1^,600 

. .  23 

34,700 

,..  1 

3.200 

,  ,  .  1 

24,500 

.. .  21 

52,000 

«Mt  

34 

72,100 

29 

53,300 

.  , .  6 

11,^00 

4 

13,100 

.  11 

i7,eoo 

,  ,  .  2 

3.200 

Ket«  Mexico  

.  2 

5.900 

Utah  

.  .  .  4 

$.700 

Pacific  

5 

i3.300 

California  

...  1 

1.200 

3 

5,000 

Washington  

. ..  1 

7,600 

'includes  physicians  in  patient  care,  research*  aJaiini«tcation.  teaching.  Includes  aH  act..ve  doctors  of 
osteopathy  (DOs)  regardleas  of  specialty. 

data  as  of  Jan.  1,  1986.    DO  d>^ra  as  of  1987.    Population  as  of  lg87. 

SOURCE.  T.C.  RickettSr  Rural  H:,alth  Res<^>trch  Center,  University  of  Koi  t.h  Carolina,  Chepel  Kill  HC  Analysis 
of  unpublished  data  (provided  by  the  Healtn  Fesourcea  and  Services  Admi^iistration)  conducted  undec 
contract  to  thft  Office  of  Technology  Ais^psment. 


FPs  in  rural  areas  are  much  more  likely  than  those 
in  urban  areas  to  provide  complicated  ob&tetric 
delivery  services^  services  to  high  ribk  patients^  and 
cesarean  sections  (table  15-12)  (545).  Nonetheless, 
the  majority  of  rural  FPs  do  not  handle  complica- 
tions^ so  they  are  heavily  dependent  on  obstetricians 
for  backup. 

CNMs  are  registered  nurses  v,ith  additional  train 
ing  to  provide  obstetric  and  gynecological  caie  tu 
essentially  normal  newborns  and  women.  As  jf 
1990,  nearly  4,000  CNMs  had  been  certified  b>  the 
American  College  of  Nurse-Midwives  and  an  esti 
mated  60  percent  were  prov  iding  obstetric  serv  ices^^ 
(see  ch.  10  for  a  discussion  of  the  supply  and 
distribution  of  CNMs).  Most  CNMs  are  in  urban 
areas  and  most  are  employed  by  hospitals,  HMOs,  01 
birth  centers  (44  percent)  or  bj  ph>sicians  (25 
percent)  (342)-  Nearly  90  percent  of  CNMs  that 


deli\er  babies  do  so  in  hospitals  but  practition- 
ers in  many  States  report  medical  staff  b>laws  that 
piohibit  appointment  of  nonphysician  cate  manag- 
ers. (See  di.  1 1  for  a  discussion  of  State  regulatory 
barriers  that  affect  mid-level  practitioners.) 

The  Impact  of  ttlcdical  Professional  Liability 
Issues  on  Obstetric  Provider  Availability  in  Rural 
Areas — In  some  cases,  the  conditions  of  rural 
practice  have  contributed  to  the  decline  of  rural 
obstetric  providers— the  Jack  of  coverage  foi  time 
off,  limited  consultation  opportunities,  and  difTtcul- 
ties  with  refenals  to  larger  hospitals  (336).  Increas- 
mgl>,  however,  the  high  costs  of  premiums  foi 
medical  malpractice  coverage  and  fears  of  lawsuits 
have  been  cited  as  major  factors  contributing  to  the 
decline.  A  r&.cnt  repon  <^f  the  institute  of  Medicine 
(lOM)  concluded  that  theie  has  been  a  significant 
decline  in  the  number  of  obstetnc  providets  practic- 


_  ^^O^  ioial^src  t)as^  ODa  19&B  survey  of  2.3^3  latiEiKfi  uf  (he  AirtcncoQ  0>>icge  of  Nutm^  Ntid>jvivc^.  Tbcr^urvc^  i  -^pumc  r^\cy*^  r6|>cn.CDi  iJ42;. 


396  •  Health  Care  in  Rural  America 


Table  15-12- Percentage  of  Femily  Physicians'  Who  Care  for  Obstetric  Patients  at  Various  Levels, 
by  Metropolitan/Nonmetropolitan  Area  and  Census  Region,  July  1988 


census  reSlon 


Routine  cAre 


delivery 


High 
risk 


Total 

Hatro*  *  *  *  * 


low  Hhslwrf 

Mfttio  

Hometro. . 


Hi<Ul«  At  last  ie 

Metro  

Honmetro^ . . . . . 


South  Atlcmtie 

««tio  

Honmetro .  - 


22.9 


17.1 


11. S 
13  2 


Eust  Worth  C^tr«l 

Matro   31.2 

Homaetro. ......     .      60  9 


ffast  Worth  Control 

Hetro   itS  6 

HoTunetro   69. S 


10  u 


Kut  South  Ctetriil 

«etro   &  5^ 

Hoiwnetro   16  ^ 


5.9 
23.2* 


3 

10.5 


1  3 
3.6 


7  3 
33.3* 


iJi  u 
u2  3* 


ii  9 

^  0 


3  2 
15  3* 


2.3 
5.S 


0.0 
0  0 


ii  6 
1* 


7 


0  7 
7 


2.3 
12.6* 


2.1 
2  3 


0.0 
0  0 


9  Z 


ii  8 
19  8* 


1  2 
0  0 


t#ost  South  Conti  Al 

«ctro. .  21 
Konioetro. . ,  39  7 


ttouutain 

Hetro. . 
Nonmetro. 


Pacific 
M*tro. . 
Konmotro 


21  0 
56  ** 


27  it 
9* 


7 

26 


5 
22 


3  6 
23  1* 


1  6 
2i  1* 


^  9 
12 


6 
30 


1  6 
18  2 


3  9 
16  3* 


*KOTE.     Stfttlsticall/  slsnlfiri^nt  ct  P  ~  0  2^  ^^inS  j  ^  t  arjdarJl^ft^J  hormaL  Z  to&t  for  comp^Titlng  proportioris 
(«  one'tiilled  to^t) 

*Basod  on  a  Surve/  of  active  members  O*  *he  ^^erican  Acadgmy  of  Fatniiy  FhV&Kiart^ 

SOURCFi     G.  Schroittline  and  C    Tsou.     (j>^*>tetric  Privilpft*a5  fot  F^miiV  PtiVEic  h     ^t,lon.ll      tidy ,  A>ijrn;^l 

of  Fitihil-y  Practice  29(2)  179-18^.  1969 


inginniral  areas  since  the  earlj  1980s.  Furthennore^ 
a  substantial  number  of  providers  are  Umiting  the 
services  provided  to  high-risk  women  because  the> 
fear  being  sued*  Physicians  are  increasingly  report- 
ing a  reduction  in  their  Medicaid  caseloads,  at  least 
in  part  because  of  professional  liability  concerns 
<289\ 

A  number  of  States  have  instituted  refonns  in 
response  to  concerns  over  _tric  malpractice 
^r.^\%  (box  15-B),  Nevertheless,  the  lOM  report 


i.uni.ludcd  that  the  ^uMs  of  htigating  obstctni.al 
malpr<ii.tKe  i^Uim^have  nutdecrcdw;d  greatly.  Their 
suggested  interventions  tu  cuib  the  decline  of 
obstetrical  providerh  included 

•  State  alternatives  tu  the  tort  system  (e.g*, 
no-fault  compensation  for  certain  impaired 
infants)* 

•  fcJerall>  spor*  .cd  Jemonstratiofi  prujei^ts  and 
studies  of  proposed  State  legislation. 
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Box  IS'B — Selected  State  Responses  to  Obstetric  Shortages  and  Malpractice  Insurance 

and  Liability  Issues 

i4rJfcartJcJj— Established  a  grant  program  to  increase  access  to  nuise  midwifery  .vervives  in  medically 
underservcd  areas  (5JJa). 

Arizona — Subsidizes  physicians  who  provide  obstetric  services  in  rural  areas  {5}2a\ 

Colarado^-LmtiUs  total  liability  to  $1,000*000  and  noneconomic  fosses  to  $250,000,  make:^  ph>sici^ns  not 
liable  where  biith  injury  results  froii«  genetic  disordersorcHher  unavoidable  natural  ^ause:^,dndcdtabh:^heb  a  3  >eai 
statute  of  limitations  {532\ 

Florida-^  19SS,  enacted  injured-infants  plan  diat  includes  nafault  vompensation,  vuluntar>  arbitraLon  | 
systems,  and  ^mmuni^  foi  physicians  treating  patients  in  emergency  rooms  (367>.  £^tdbk:>hed  <igram  prt^gromiu  . 
increase  access  lo  nuise-midwifery  servincj  in  m^4ically  underserved  areas  {533a), 

Georgia — Makes  loans  to  physicians  who  recently  completed  their  medical  edu^atii^n.  Luan:^  may  be  repaid  | 
through  practice  in  rural  areas.  MoritjwiU  be  given  to  physicians  Si,  *^iaiizing  prdUi^^mg,  ob^tetnvS  * 

(428). 

Mw/^j;;*//!— Expanded  the  definition  of  "Siate  employee* '  to  include  physicians  providing  servi*.es  under  a 
contract  with  the  State  so  the  physician  avoids  individual  liability  exposure  (36) 

3fdnr£}mi~-Lirnits  the  iimnunity  of  providers  whorender  birth  related  servi^e5  in  cniergen*.>  situations  {292},  j 

Nevada-^  created  a  pretrial  medicolegal  screening  panel  in  hopes  of  curbing  the  exce^:^ive  cosi  of  | 
malpractice  insurance.  In  19S9,  Nevada  malpraciice  premiums  decreased  1 1  percent  (505), 

North  Car  oiino—ki  19SS,  funded  a  pilot  program  tocompensate  family  physicians  and  tjbsietnwian:^whv<ig<ee  i 
to  provide  prenatal  and  obstetric  care  in  counties  which  are  underserved  in  respect  to  these  services  k3SI},  | 

South  Cijr(7/f>w^-Expanded  the  definition  of  *'State  employee"  to  include  physicians  providing  services  th^t  | 
are  paid  for  by  a  salary  appropiiated  by  a  ^ofvemmental  entity,  thereby  avoiding  individual  liability  exposure  \3^).  | 

Texai^-Assumes  limited  liability  for  malpractice  ciajji^is  against  doctors  nho  provided  at  least  10  percent  ■ 
charity  caie  dtinng  the  previous  insurance  poIIv>  >c<u,  Ch«n.y  c<t.^  includes  services  provided  under  the  Sute':^  | 
indigent  care  pro-am.  Medicaid,  Maternal  and  Oiil  J  Health  block  ^ant  programs,  and  primary  heaJthand  migrant  | 
tealth  programs  providers  must  still  maintain  malpractice  insurance  but  eligible  practitioner^  nuty  qualify  fur  a 
preniiiim  discount,  in  addition  to  added  liability  protection  provided  by  the  State  {292) 

Virginia — In  1987,  enacted  a  no-fault  compensation  program  for  birth-reiaied  injuries  (J67). 

Washington^-Ctyntrac^s  with  or  directly  employ^  qualified  obstetric  providers,  then  pay:^,  through  higher 
reimc'JTsemcnt,  that  portion  of  their  malpractice  premiums  that  represent:^  the  ^aie  diey  provided  iv  eligible 
(indigent  or  underserved)  pregnant  women  (292), 


•  a  detailed,  federally  spor^ored  national  data- 
base on  malpractice  claims  that  would  include 
information  on  malpractice  insurance  rates, 
payouts,  settlements,  and  claims, 

•  more  systematic  as^ssment  of  new  obstetric 
and  related  technologies, 

•  extending  the  personal  immunities  offered  by 
the  Federal  Tbrt  Claims  Act*  or  equivalent 
coverage,  to  all  practitioners  of  obstetric  caie  at 
Community  and  Migrant  Health  Centers  (C/ 
MKCs), 

«  State  programs  to  indemnify  or  subsidize  the 
medical  professional  liability  premiurT.L.  of 
obstetric  providers  who  participate  in  Medicaid 
orc«herwiseprovide  care  to  low  income  women, 
and 


•  expansion  of  the  National  Health  ServiceCorp:^ 
(NHSC). 

FPs  delivering  obstetric  services  pay  malpractice 
insurance  rates  that  are  two  to  three  times  higher 
than  those  of  their  counterparts  who  do  not  practice 
obstetrics  {J48),  In  some  States,  insurers  are  begin- 
ning to  adjust  physicians'  malpractice  insurance 
rates  for  tlie  nuMbcr  of  deliveries  performed  {528)^ 
Where  such  adjustments  are  not  made.,  however, 
insurance  premiums  continue  to  be  a  greater  burden 
for  rural  G/FPs  and  CNMs  because  these  providers 
generally  have  fewer  obstetric  patients  over  whom  to 
spread  the  cost.  Physicians  wht  provide  backup  for 
CNMs  often  have  to  pay  additional  malpractice 
instirance  premiums  (29). 
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EstunatiDg  the  impact  of  malpractice  concerns  on 
the  availability  of  rural  obstetric  iax)viders  is  diffi- 
cult because  there  are  few  national  data  available 
that  distiDguish  rural  from  urban  providers.  Informa- 
tion about  obstetric  providers*  responses  to  malprac- 
tice issues  comes  from  two  surveys,  one  conducted 
by  the  American  CoUe^  of  Obstetricians  and 
Gynecologists  (ACOC)  and  one  by  the  American 
Academy  of  Family  Physic^^s  (AAFP),  Inthemost 
recent  ACOG  survey  { 1987)^  12  percent  of  obstetncian/ 
gynecologists  reported  that  diey  no  longer  pracDced 
obstetrics  because  of  the  risk  of  malpractice  suus. 
An  additional  27  percent  leported  decreasing  the 
level  of  high-risk  obstetric  care,  and  13  percent 
reported  decreasing  the  number  of  deliveries  they 
handled  (29)P  This  survey  did  not  distinguish  urban 
from  rural  obstetricians. 

Accordingto  a  1986  AAFP  survey,  the  proportion 
of  FPs  giving  up  obstetrical  practice  is  even  higher 
than  tha  observed  among  obstetricians.  This  survey 
showed  that  23  percent  of  AAFP  members  who  had 
ever  provided  obstetric  care  had  stopped  because  of 
malpractice  concerns  (/2X  This  development  is  a 
potentially  serious  threat  to  access  to  obstetric  care 
in  rural  areas^  because  rural  women  are  more 
dependent  on  FP*  for  their  care.  From  a  1988  survey 
that  distinguished  rural  from  urban  FPs,  however,  it 
appears  that  rural  FPs  are  much  more  likely  than 
urban  FPs  to  provide  obsretric  service  St  especially  to 
high-risk  patients  (see  table  15-12)  (5^5),^^  Among 
FPs  that  were  not  performing  obstetrics,  more  urban 
than  rural  FP^  reported  that  they  did  not  practice 
obstetrics  because  it  was  *'not  desired''  (59  v.  50 
percent),  while  more  rural  than  urban  providers  cited 
''liability  costs  prohibitive*'  (34  v.  25  percent)  as  a 
reason  for  not  performing  obstetrics  (table  15-13). 
Based  on  the  AAFP  survey  resuhs^  OTA  estimates 
that  there  could  be  a  significant  (up  to  42  percent) 
increase  in  the  availability  of  FPs  providing  obstetric 


services  in  rural  axed6  if  there  were  a  decline  in 
premium  costs.^^ 

In  a  1988  surve>  of  C/MHC  directors,'^  two 
thirds  (67  percent)  of  respondents  indicated  that  the 
medical  malpractice  problem  had  affeaed  either 
their  ability  to  furnish  obstetric  services  or  their 
scope  of  services  (278).  Centers  reported  uifficulties 
in  recniitbg  and  retaining  staff  and  in  establishing 
and  maintainii^  contractual  airangements  with  prov  id- 
ers  Many  centers  have  relied  on  physicians  availa- 
ble through  the  NHSC-  The  Federal  Tort  Claims  Act 
formerly  insured  both  conunissioned  officers  of  the 
NHSC  and  NHSC  scholarship  graduates  who 
worked  as  civilian  employees  of  the  I^blic  Health 
Service^  but  since  1984  most  NHSC  physicians 
placed  in  health  centers  have  not  beencovered  by  the 
Act  because  they  no  longer  receive  their  salaries 
directly  from  the  NHSC-  Consequently^  health 
centers  have  liad  to  provide  malpractice  coverage 
from  Federal  grant  funds  and  other  revenue  sources. 
As  malpractice  insurance  costs  have  increased,  the 
magnitude  of  this  burden  has  increased  in  tandem^ 
reducing  the  centers^  ability  to  provide  care,  Fiirther- 
more^  with  declining  numbers  of  NHSC  physicians 
available,  centers^  salary  costs  have  increased  in 
order  to  compete  for  physicians  on  the  open  market. 

Forty-three  percent  of  C/MHC  representatives 
surveyed  reported  turning  patients  away  because  of 
staff  shortages  (278),  Several  centers  reported  that 
they  had  no  one  to  whom  they  could  refer  the 
patients  they  could  not  serve^  either  because  private 
providers  would  not  take  the  patients  or  because 
there  were  no  other  locally  available  providers. 
Several  centers  alM>  reported  that  they  were  forced 
to  discontinue  care  of  women  at  the  time  of  delivery 
because  the  FPs  or  CNMs  on  staff  were  not 
permitted  to  perform  deliveries'^  and  could  not 
identify  community  physicians  to  whom  they  could 
refer  patients  for  delivery  care.  One  center  reported 


^*Tb«e<IalH  wptescalicspOQScs  ic  a  survey  of  aCOG  members  Fewer  (haaODc-half  of  those  surveyed  ^48  peu^eiUMcspoQdM  lo  survey  V2y>, 
Ad  estimated  63  percent  of  obsietrioi^gynecologiscs  ax«  meiutos  of  ACOG  {l2S), 

^^Tliis  survey  included  the 'responses  of  acdvc  members  of  tb^  <>rFanul^  Pb^^t^^aoa^.  Marc  diao  mrcc-Louniis  1^0  2  percent)  ot 

ibose  i<^5poilKted.  M  e$t^  practitHmas     members  of  AAFP 

^^^This  estimate  assumes  that  tbe  AAFP  survey  is  applivable  to  alJ  CP/FP^  aod  thai  tbosc  pracuuv^oers  ihdi  sifted  ibai  proliibiuve  liability  co$is 
prevented  tbem  from  practicing  obstetrics  would  tiuteed  enters  or  reenter  v>b£teiruK  practice  d  ^u^i^i  vvtn  ledutcd  eiimmaicd.  The  AAFP  survey  dtd 
not  specifically  ask  about  fear  of  »  malpiactice  su't  us  a  deterrent  to  pra*^tive  and  even  d  m^pr  dcut^  insararKt:  vusvy  were  rcduvcd^  some  physiviaus  toAy 
001  eoter  or  reenter  obstetric  practice  because  o:  sucb  feo.'SH 

^At  tbe  tlm*of  the  survey  there  were  5^6  Commumty  aad  Migrant  Health  Cent^  ft>  cighi  ula  Munpie  ot  139  venters  02  perceui^  responded 
to  the  surv^  <27S), 

^^CQter  providers  weieprotiibited  from  deU^cnog  tjabic^  ejiher  b^  Hhta  m4L]praUjce  insure ntc  p^iLMe^    bcc^jyclin.^  ttuspnais  aiJ owed  deliveries 
by  obsittricians  <278>. 

EMC 


Table  15-13— PercentaSe  of  Active  AAFP  Members  Who  Perform  or  Do  Not  Perform  Routine  Obstetric  Cere  m  Their  Hospital  Practice, 

by  Region  and  Location  of  Practice  « 1988 
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'A«tp<mt«*  thown  «f«  th«  HiL«hl«d  f*tl«n*«t  of  3,152  r«*|nntl*nt*  )t«tl«n*«*  w«r«  w«l(t)t«a  r«£l«cl  Ui«  c«tpDnt«t  of  «cllv«  MI?  aiab«f«  Tti«  t^jrv«y  ^«*ti{)n  on  4b*'.«t 
^ici  pr«ctlc«  V9*  vtt  «n*v*r«d  b}r  1  3  p«rc«nl  of  r«tpond«ntt 

'^ttX^tnc*  1*  tinknown  for  21  7  pttctnt  of  liorlh««*l«rn  phrtlcitn*.  10  5  P«fctnt  of  nt4H«*t«m  «^y*lCiM«H  24  7  p«fc«nt  of  Souch«fn  ph}r*icltivt.  tivd  U  ^  p«f<:«nl  of  H«*t«fn 
phytic I4n4 

^OUltC£     Th«  AAtriC4n  Ac«d*nfr  ^f  TuailT  Rt}r*Ul«n*H  t«bul«llon  pr«p«r«d  for  otA      Otfl*  Roblnton  «n4  (Gordon  SchmUclln^H  1089 
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that  it  was  forced  to  send  all  patients — nearly  700  a 
year — to  the  local  hospital  emergency  room  for 
deliveries  (275). 

Provider  Partictpittion  in  Medicaid — Many  ob- 
stetric providers  do  not  provide  services  to  women 
who  are  uninsured  or  who  have  Medicaid  coverage. 
Although  States  have  expanded  their  Medicaid 
programs  to  cover  more  poor  women,  there  is 
viridespread  concern  that  physicians  will  be  not  be 
available  to  care  for  newly  eligftle  women  {347). 
According  to  a  1987  survey  of  all  50  States,  89 
percent  of  representatives  of  Maternal  and  Child 
Health  block-grant-funded  programs  and  63  p^cent 
of  Medicaid  program  representatives  said  that  they 
were  experiencing  signiBcant  problems  in  Medicaid 
provider  participation  for  maternity  care.  Low  par- 
ticipation was  found  to  be  a  particularly  acute 
problem  in  rural  areas:  35  of  the  50  States  reported 
problems  in  rural  areas  while  only  3  said  they  had 
problems  in  suburban  or  urban  areas  {347). 

In  general,  providers  who  do  not  serve  Medicaid 
patients  report  that  their  major  reasons  are  low 
reimbursement  and  concerns  about  malpractice  suits 
and  malpractice  costs  {347).  In  1986,  the  average 
Medicaid  fee  was  approximately  44  percent  lower 
than  the  average  national  charge  for  total  obstetnc 
care  ($1,437).^  Many  State  agencies  are  trying  :o 
improve  provider  participation  through  a  vanety  of 
mechanisms  that  include  raising  fees^  usmg  alterna- 
tive providers  (e.g.,  CNMs), providing  case  manage- 
ment,  and  initiating  outreach  and  public  relations 
activities  aimed  a;  providers  {347). 

Although  provider  particii-^tion  in  Medicaid  i>eemj> 
to  be  a  problem,  evidence  from  provider  sur\e>i> 
shows  that  physicians  in  smaller  communities  are 
more  likely  tiian  other  pl^ sic ians  to  provide  services 
to  at  least  some  Medicaid  patients.  An  estimated  63 
percent  of  obstetricians  provide  services  to  Medi 
caid  patients,  but  85  percent  of  obstetricians  in 
communities  with  50,000  or  fewer  residents  prov  ide 
obstetric  services  to  this  group  compared  with  just 


over  one-hdlf  (52  percent;  in  communihes  vvith  over 
500,000  residents  {28).^^  Furthermore,  obstetricians 
in  smaller  communities  tend  to  have  practices  that 
include  a  higher  proportion  of  Medicaid  deliveries 

{28)?^ 

Although  it  would  seem  that  low  physician 
participation  might  haiTQjer  access  to  care,  a  govern- 
ment study  found  that  few  women  who  had  recently 
delivered  a  baby  and  were  uninsured  or  had  Medi- 
caid coverage  had  had  problems  finding  ahealth  care 
provider  to  see  them  {6J4).  According  to  the 
1986-87  General  Accounting  Office  (GAO)  survey, 
rural  uninsured  cr  Medicaid-insured  women  were 
more  likely  to  have  had  adequate  prenatal  care  (46 
percent)^  than  were  women  residing  in  large  urban 
areas  (29  percent)  or  other  urban  areas  (42  percent) 
(table  15-14).^  Furthermore^  a  higher  proportion  of 
uninsured  or  Medicaid-insured  women  in  rural  than 
urban  areas  reported  no  problems  in  receiving 
prenatal  care  (33  v,  25  percent)  (table  15-15).  In 
general,  uninsured  or  Medicaid-insured  women  in 
all  areas  reported  that  not  recognizing  that  they  were 
pregnant,  financial  problems,  and  transportation 
problems  posed  the  greatest  barriers  to  obtaining 
care  (table  15-15)  {614).  Less  than  3  percent  of  the 
women  surveyedreported  the  lackof* 'local  doctors, 
mjdwives,ornurses"asabanierto  care,  but  women 
in  rural  areas  were  more  than  twice  as  likely  as  urban 
v/omen  to  report  the  absence  of  a  provider  as  a 
banier  (46  v.  2.0  percent)  {614),  Eight  percent  of 
uninsured  and  Medicaid  insured  women  reported 
that  they  ''could  not  get  a  doctor,  midwife,  or  nurse 
to  see  diem,''  but  this  problem  was  not  greater  in 
rural  than  in  urban  areas  (table  15-15).  The  GAO 
investigators  conclude  that  mcreasing  reimbursement 
might  expand  the  choice  of  providers  available  to 
Medicaid' ebgible  women,  but  it  would  not  improve 
access  to  prenatal  care  as  much  as  usmg  limited 
resources  to  expand  Medicaid  ehgibility  {614). 
GAO's  findings  may  not  be  applicable  to  all  rural 
dreas,  however,  becau:^e  the  study  included  women 
delivering  in  on]>  13  rural  hospitals.  Rural  cotnmu- 


^As  of  1 98^  Med^aid  paid  less  ihttA  half  qf  Ihc  prc^  ailmg  ^oiimiuiUi>  vtuxge^  ubsi^mv  m  it^i  23  Staic^^  If*  Fl^/niUi.  M.  ^t^^i J  i*^^  ^j^> 
L7^  pCJcem  qS  iht  pre^aitijDig  community  duiige  whereas  id  NebiaslLa,  Mcdu^  paid  76  ^  pe;xoni  of  cbt  tiHniuuQiij^  vhatge 

^'A  I9fl93tud>  of  Alabama  Qbsfctncpro^idm  showed  that  niiral  iown«  wjih  higher  prupuruun^^/f  pb^^ivKULxt^ixpuuig  V  ^uv^v4^  v^aciuuie 
likdy  to  retain  otot^uic  pcovider$  (han  rmsl  towns  with  rtlativejy  few  such  pfovideis  U02<i). 

L999  survey  ofpediatriviajissbQwcd  thaiQvciallpanii'ipaDOiAmitK  Mcdicat4  P^^u^ani  W  de^^^uod  ainte  ij^bX  C>uk  ibat  pcdi^iri^.4iiri:)  I>iii^.uv4^ 
in  rural  areas  aic  more  itLel>  than  urban  pediatnciaus  to  paxucipaic  dudi^  ha^e  4mre&trivtcd  paaf^^ipaijuD  diihc  \Udi^dxd  pi^/gjam  \,,\Ji 

^Adtt^oatc  prenatal  care  vtrasdtfincdasv^rebc^uutLagmitte  first  cnmcsict  ^nd  ificludu^^  ^ixn^/re  tuiisT^E  apn^^atKy  i/f  }^  oi  lu^re  we^^Oj 

^Women  weresetcttedfmm  32  i^nunuiuncs  in  8  Siaic;>  ti^  pi^/^ideamiA  ^/f  rurali  mcdiuiri  bixod  uiho/ju  fU'^d  iai^^  Oittrit  ajf^  lAdjiTcicrkiptui^uf 
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Tabte  15-14^A(fequdcy  of  Prenatal  Care"  for  Mecfrcafcf  Recipients  ancf  Uninsured  Women, 

by  Area  of  Resfcfence,  198$<d7 


Totttl  Inadequate"  Intermediate^   Adeem  a  te^ 

dp  157)         Kumber     Percent  Kumber      Percent  Kun^er  Percent 


Urso  lUdMi^   507  126  25.25  233  45.96  146  28.80 

Medicaid   197  42  21.32  94  47.72  $1  30.9$ 

Uninsured   310  86  27  .  74  139  44.64  &5  27  42 

Otbflx  orbsi   348  68  18.97  135  38.79  147  42.24 

Medicaid   198  30  15.15  81  40. 91  d7  43.94 

Uninsured   150  36  24.00  54  36.00  60  40.00 

fioTttl   302  36  11.92  J2S  42.38  138  45.70 

Medicaid   210  21  10.00  89  42.33  100  47.62 

Uninftgred   P2  15  18.30  39  42.39  3&  41.30 


^Tbe  Institute  of  Medicine  prerkatal  care  index  (developed  by  D.  Kessner)  is  used  to  classify  the  adequQ^y  of 
prenatal  care. 

^ard  besinniTVft  in  third  trimeftter  or  incladlns  4  or  fewer  visits  for  a  pr^Snancy  o£  34  or  more  weelts. 
^Care  bos^^^^S  1^         second  trimester  or  including  5  to  8  visits  for  a  pregnancy  of  35  or  mor^  weeks, 
^are  beSlnninS  in  the  first  trimester  ^nd  including  9  or  rngre  visits  for  a  pteSnnncy  of  35  or  more  weeks. 
^Women  delivering  in  39  hospitals  in  32  conintinities  in  3  States  jvere  interviewed.     LarSe  urban  includes  l«rge 
metro  areas^  other  urban  Includes  other  metro  areas. 

SOURCE,     UhS,  Congress.  General  Accounting  Office,   Prenatal  Care    Medicaid  flecipietita  and  Uninsured  Woroen 
Obtain  Insufficient  Ct^re.  HItD-87-137  (Washinston,  DC.  U  S    Government  Printing  Office,  1987). 


nities  without  hospitals  oi  other  facilities  are  likel> 
to  have  greater  access  barriers  to  obstetric  ser\ii^s>. 

Inability  To  Pay  for  Care 

La  1989,  the  average  charge  for  a  vaginal  deUvery 
in  the  United  States  wa&  $4,334  (including  physician 
and  hospital  charges),  but  the  average  charge  was 
about  10  percent  lower  in  rural  than  in  urban  areas 
{9y392)?^  Women  in  rural  areas,  particularly  pooi 
women,  are  more  likely  to  have  problems  tmancing 
maternity  setvices  because  they  lack  insurance 
coverage  or  their  insurance  does  no'  cover  maternity 
services. 

Most  Wi-.nen  in  both  urban  and  rural  areas  (77 
percent)  have  private  insurance  and  a  comparable 
proportion  of  njral  and  urban  women  of  reproductive 
age  are  uninsuied  (18  percent  V.  16  percent  in  198S) 
(9)p  Rural  women,  howev^^r,  have  more  private 
insurance  coverage  through  individual  poUcle^  that 
are  less  likely  to  cc.er  maternity  caie  (table  1516) 
i^)!^  Consequently,  rural  womwi  are  more  likely 
than  urban  women  to  be  responsible  for  paying  foi 
their  deliveries  themselves.  In  1982,  19  percent  of 


deUvewes  in  rural  areas,  compared  with  13  percent 
of  urban  deUveries,  were  classified  as  '^self^amily- 
pay"  or  "no  payment."  Nationally,  about  6percent 
of  total  hospital  charges  are  net  paid  and  maternity 
services  account  for  aDout  40  percent  of  this 
uncompensated  caie  {392).  In  1982,  rural  deUveries 
accounted  for  nearly  one-half  (46  percent)  of  all 
uncompensated  deUveries,  yet  rural  deUveries  repre- 
sent only  23  percent  of  all  deUveries  (9).  Some  of  the 
dilficulties  in  paying  for  niatemit>'  care  can  be  traced 
to  the  fact  that  the  roral  poor  are  less  likely  than  the 
urban  poor  to  have  Medicaid  coverage  {S30)  (see  ch. 
2). 

Medicaid— Ab  of  1984,  17  percent  of  all  deUvery 
charges  were  paid  by  Medicaid  (p).  Between  1975 
and  1990,  the  percentage  of  poor  persons  covered  by 
Medicaid  nation^^Ide  dropped  from  63  to  SO,  but 
subsequent  congressional  Lhange;>  have  revers>ed  the 
trend  for  pregnant  women  and  mfants  (292^,  As  of 
AprU  1990,a]lSutcs  must  extend  Medicaid  eUgibil 
ity  to  all  pregnant  M^omen  and  children  up  to  age  6 
^hosefainily  mcomesare  atoi  below  133  percent  of 
the  Federal  poverty  lev^P^  ^PubUc  Law  101-290). 


^^Tbc&vCT^gc  charge  foiat^s^rcaii  Jcti^ci^  nos  $7,633      The  lijm  lu  dcL^c^  aod      for  ^  praiuttuic  h4hy  mib  tnajuj  muJIi 

''^ISIUSIK^  poliv^S  Ihdt  ^  (hnjiigb  cEDplo>ci:s  k/f  £^  ^  fc  wet  employees    thai  dit  ^lut  caipl^/mcni  rdai^J^rciiuirc^uiJcJ  tu^*u:aiaianj[>  vaxc. 
Naliomdty,  ^proxintaiel^  9pcrvOlof  rtpwJti^U^c       *omc£n^bo*  i  3  milU  i  womcnj  have  pn^aiC  ujumiaotL  poijvics  ilui  Jtmoi  ^.ijvci  nukvciiuiy 

^'Tlw  Fedcjal  povctty  level  id  1990  is  Sl0^60  for  a  family  of  three 
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Table  15-15— Barriers  to  Earlier  or  More  Frequent  Prenatal  Care  Cited  by  Medicaid  Recipients  and  Uninsured  Women 

Wfio  Had  Recenftiy  DeUvered,  198&*87 


All  woman 


Large  Other 
total    urban      urban  Rural 
(1,157)    f507)       (3<te)  (302) 


Women  with  tnadaguatg  Prenatal  ^care 
Large  Other 
Total      urban       urban  Rural 
(726)      (361)        (201)  (16<t) 


Losi»tlc«l/«cc«»»  to  b«4tlth  ft«cvic*s: 

Did  not  hftve  anyone  to  tak«  care  of 
oth^r  children  

Could  not  miss  woick  ot  school.  .............  . . . . 

Did  ^ot  ha^e  a  way  to  Set  to  clinic 
or  doctor'*  cffice  

Ho  iocai  doctors r  mldvives ,  or  nurses. .......... 

Could  not  sot  a  doctoic^  midwife,  or  ^ur«e 
to  see  thetn. ................................... 

Did  not  know  where  to  go  for  cara. ...  .......... 

Feit  the  wait  in  the  doctor's  office  or 
cUnlc  was  too  ionS  

Feit  the  office  hours  weice  not  convenient..  . 
CouM  not  get  an  appointment 
earlier  In  pteSnancy   .. 

Cannot  »pe«k  Ensilfth  well  and  could  not 
find  anyone  who  «Poke  their  language   

Thought  the^  vilght  have  problems 
fflth  IrnDlgration  people. .........  ^  ^  ......... 

Did        think  it  was  Impoictant  to  see  a 
do^torr  nurse^  oic  another  madicai  person 
earlier  or  more  often. .  .  .  ....     .  . 

Did  n'^t  want  to  thi^  about  being  projnant.  .... 
Had     '  many  other  problems  to  norry  about 
get  .1.,  cat*    

Did  not  know  that  they  were  pregnant.  .....  ^ ... . 

Hot  Aura  thay  wanted  to  have  the  baby  so  didn't 
SO  to  aee  a  doctor,  «aldw*te,  or  nurse  
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T3\Ao  15*15— Barriers  to  EatWar  or  MoreFrequeni  Pronat^f  Cars  Cited  by  ^ecjtcafd  Rodpleftis  and  Unln&ur^  Wo^nor^ 

Who  Had  filecently  Detivored,  1988-87-<:omfniH3d 


Tot«l  MXhs&n  urban  I!ural 
(i.l57)    (507)        C3ft0>  Ci02) 


Ldrs« 


Other 
urban 

mi) 


Kne>r  what  to  lo  slnc«  tl*4y  hwJ  boon 
pregnant  before  

H»re  a  Little  afraid  of  tottdlcal  taste 
and  «t^inations  

Wero  afraid  to  find  o^t  tJiey  w^re  pregnant. 
Did  not  t^ant  to  telL  baby's  Cathor,  pai&ntaj 
o^  other  family  ineiE3>eta' ...................... 

Did  not  nice  the  doctor's  or  nut?^':^  attltudtt^ 
FJiifabelss 

Did  ^ot  haive  enough  money  to  pev  for  visits.  ■ .  ^ 

Hot  dlisibLe  for  Medicaid  

Had  ptoblecaa  with  Medicaid. .............  ... 


Other  .  . . . 
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Women  ue;.lverinft  i*) 


^aro  b*$innlng  In  third  trimester  or  including  four  or  Zwqz  vislta  £nr  a  p£ai^Ti«r.^y  ol  34  or  ignore  weeks, 
hospitals  in  32  couiDumitiesf  in  8  5ttkte«  v^io  interviewed. 

SOLTflCE      U  S    ConSreaa,  C^>)erAl  AccountinS  Office,   Pranatal  Cara    Medicaid  Re^Ujiants  ^apJJJiivjnsLtred  Hoiaan  Obtain  Tnauffitient  Cajji. 

Report  to  th«  Cheic^aaUf  Subcoomitto^  on  Buman  Resources  and  Intergovernoient^il  Helfttionaf  Comnltteft  on  Govarrunont  Dperftt  ^na, 
House  of  Kppr«»aentdtiv«s,  U.S.  Constaas,  HF'  87-137  (Mabhtngton.  DC.  U,S    Gover- ti^nt  Printing  Office.  1987). 
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Table  1 5-1  fr— Insurance  Coverage  of  Wbmen  Aged  15  to  44  Years,  by  Residenv^  bt.^  Marital  Status,  19B5 


marltfti  i^tfitus  Group       Individual       Medicaid       ^ovflrrmient        Hone        in  samp^  -  (i.OOOs) 


AU  mam   67t  lOt  9t  4t  17t  56. 152 

Hntro   68  9  9  3  16  Al,610 

HoiKDotro   65  12  a  M  18  14,543 


tkrrlod  wcMi   78  10  4  5  11  29,241 

HetVO   79  9  3  5  10  20,789 

Nonmotro   74  12  4  4  14  8,452 


1bn«me<I  MO«Q   55  10  15  3  23  26,912 

Metro   56  10  15  2  23  20,821 

Hon»«ttO   52  12  14  3  25  6,092 


MOTE.    Fercentajte?  do  not  add  up  to  100  b^caufte  woot«4i  may  hfiv«  ins    ance  froa  more  than  one  source, 

SOURCE.    Alan  Guttmacher  Institute,  Tha  FinancinK  of  Maternity  Cara  it\  tha  United  Stutea  (Hew  Yoxk,  m 
lFa7),  p.  379. 


Asof  January  1990,4Stat^s  had  extended  Medicaid 
coverage  of  these  groups  to  159  percent  of  the 
Federal  poverty  level,  and  15  States  had  extended 
coverage  to  185  percent,  the  fullest  extent  permitted 
by  the  Federal  Govemment^^  (figure  15  1)  (see  ch. 
3,  table  3-3)  {419),  States  categorized  as  ''rural"^'* 
are  less  liitely  than  * 'jrban* *  States  (30  v,  46  percent 
of  States)  to  have  opr^d  to  extend  coverage  beyond 
the  level  required  by  law. 

Several  States  h-ve  streamlined  the  Medicaid 
application  and  enrollment  process,  making  it  easier 
for  pregnant  women  to  become  eligible  for  coverage 
quicKly.  M'^'^t  States,  for  example,  no  longer  review 
pregnant  womens'  assc»s  whende'-rminingebgiLD- 
ity,  but  more  '*rural'*  th^n  **urban**  States  review 
assets  (19  v.  8  percent)  (taMe  15-17).  Asset  restric- 
tions can  result  in  exclasioii  from  Medicaid  cover- 
age of  poor  rural  families  ihat  h^ve  small  farms, 
ftork  tools,  or  a  car  or  truck  (277), 

**Rural"  Stages  are  somewhit  more  likely  than 
'  'urban ' '  Stater,  to  offer  continuous  <85  v.  75  percent 
of  States)  ano  presumptive  ';ligibility  (52  v,  46 
percent  of  States)  (table  15-17).  States  with  continu- 
ous eligibility  do  not  requii^  a  women  to  re- 
determine her  eligibility  during  ^>r  Portly  after  hei 
pregnancy.  Continuous  MtJicaid  coverage  is impoi 
tant  for  rural  families,  who  may  have  seasonal, 
fluctuating  income  Lvels  tt-at  could  othenvii>e 
periodically  make  them  ineligible  for  benefits  {277), 
Presumptive  eligibiliiy  allou  publicly  funded  Ciini 


cdi  providers  (e.g.,  C/MHCs>  to  make  temporary 
Medicaid  eligibility  determinations  for  pre^iant 
^omen  and  provide  services  until  they  arc  fojnaUy 
enrolled  in  the  program.  This  option  help^  to  ensure 
that  pregnant  women,  who  in  rural  areas  m^y  be  far 
from  the  Medicaid  application  site,  are  vared  for 
before  an^  dunng  the  application  process. 

Placing  Medicaid  eligibility  determination  ^vork- 
ers  at  public  health  clinics  (in  some  areas  on  a  circuit 
nding  basis)  or  allowing  mail-in  applications  ^u-ad 
probably  facilitate  Mulicaid  enrollment  iji  r<Jjrul 
areas  {277).  Rural  States,  however,  have  been  !ess 
likely  than  urban  States  to  '*outstation'  ebgibiliiy 
A^orkers  (26  v,  42  rercehf)  to  \  ospiL^s.  local  hea^tli 
departments,  prenatal  care  clinics,  and  C/MHCs 
(table  15-17). 

Other  F€t!eral  fiources  of  Senices  to  Iok- 
income  Women — In  additiori  to  the  Medif;aid  pro- 
gram, several  Federal  Goveniment  programs  arc 
designed  to  increase  access  to  matemaJ  and  infant 
care  for  poor  and  disadvantaged  populations.  ITiree 
of  these  are  described  below 

The  Maternal  ami  Child  Health  {MCHi  block 
^rant  provides  moncj  lo  Statc^^  to  pro'  .oi.  itiaiernal 
^nd  chDd  health  care  to  lo^  Licoine,  undc^^enej 
pregnant  women^  infants,  and  children  (£>ec  ^^b.  2 In 
1987,  $395  million  \va5  appropriated  to  ttjc  St£itei> 
{,49C}f  whjch  used  *^  portion  of  the  monc}  fur  Tree  or 
subsidized  prenatal  and  wcU-^hild  care  Uj  p:^blit 


^S^Cidl  Suics  have  bolsicTcd  Mcdi^d  cxpan^tpns  by  cnaC'URg  ^^^atc-fundcd  ^ogruii^for  picgnani  vt^^njcu  amvl  t^hildtiriL  <4i^^ 

^^n)e27  States  that  tanked  in  the  fop        pen^ii^f  popubti<>nliviiU'^iH/f£iiK;tr^/4ic«^ot  inibc  top  15  ivt  uomlvca^ul  jtuiu.XLioic^iJvuL^.  vccix 
cfl^ttOnic<t      as  rural.  The  remiii/uiig  States  and  the  Di^strtvlorCotun^u  ^vcrc  t^tegoiuxJ     urhan      vh  2^  tabk-^ 

ERIC  4  ^9 
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Figure  15-1— l/ledicaid  Coverage  of  Pregnant  Women  a^d  Infants,  April  1990 


^Mumtor  of  Statas  and  th«  Disiict  of  CoUimbia 

to  20G%K  Mesauchusotb  Jiiid  Hw«ii  have  pos^wJ  Jogis'atron  tu  provide  ^>  uvis.  sal  ^kce^  lu  NtijL^  uii^  Ic^i  aii  indt>^ai3iih  3iate». 
SOURC£p  NaUonal  Gt7v«mors  A8S{>ciabon>  State  ujwer^ige    Piegnant  dnd  Ohiidierh-Jdtnutify         Aasmr^uhp  DC.  January  i^90 


health  clinics,  he  tlth  educatic  ii,  outi^ach  to  prcgnai  t 
women,  and  transportation  services.  In  1987.  MCH 
block  grant  expenditures  accounted  for  about  10 
percent  of  States*  total  maternal  and  child  health 
expenditures.  At  that  time.  State  health  agencies 
nsed  about  one-third  (31  percent)  of  MCH  block 
grant  funds — about  $121  million— to  support  local 
h^th  <iepartments  (49o). 

Community  and  Migrant  Health  Centers  prov  ide 
pnmary  health  care  services,  including  maternit) 
services,  in  medically  underserved  aredti  (see  chs.  3 
and  5).  Sixty-one  percent  (319)  of  C/MHCs  are 


bcated  in  rur^l  areas.  Services  providt^J  induct 
preventive  i.drc,  fdiml>  planning,  dugnostic  and 
emeigenc)  caie,  and  transportation.  More  than 
200,000  pregnant  uomen  received  maternity  oare  al 
C/MHCs  during  1988  {413).  In  man>  communities* 
C/MHCs  are  the  sole  source  of  comprehensive 
maternity  and  infant  health  care."^^ 

In  1988,  and  P-ain  in  1989,  C/MHCs  received  $20 
milLon  in  adu^^^jonal  fi^ding^^  to  improve  and 
^iLjngthen  their  capacu^  to  serve  pregnant  v^omcn 
and  nfants.  The  fuiiJmg  \vah  to  be  u^sed  to  enhance 
the  ability  of  C/MHCs  to: 


^^H^ikc-nfthorw^mcnfocetwei^aTtfioniapublu.  pio«^td«i  <e g,. a hi^piiA^  ^rpa^  t '  ^cpanha^ucaCMlk.  .;i  aIkj^o^  U^Mi  depart mtnu.  ^hiJc  \hc 
it^nuindcr  receivt  prenatal  care  \n  pnvate  phystcians'  of.icc*  <2S9) 

^^Iftt  adC'lJOoal  Tuodiiig  came  through  DHHS'  infant  mortality  initiative 

ERIC  20-810  0  -  90  -14  0L3 
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Tabte  15-17— Strategies  To  Streamline  Medicaid  E}1g1bi11ty,  January  1990 


UDiA  i9aD  motions 

a 

StAte  ioitiatxvos 

Ou  tft  tat)  d  Ids 

Dropped 

Continuous 

Presuinptiva 

oLlSiblLity 

Shortened 

£xp«dited 

^LlSlDlLltj 

^Ligioi Lity 

application 

^itsibitity** 

ALdbtfM  

X 

X 

X 

X 

X 

ALattka  

X 

X 

X 

X 

X 

X 

A 

X 

X 

CtLifomlQ  

\^ 

Co Lor Ado  

X 

X 

X 

X 

X 

X 

Oifttrict  of  CoLuabi* 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

LouifllAna  

X 

X 

X 

X 

X 

X 

KttT7Lft»d  

X 

X 

X 

X 

X 

X 

X 

X 

t4ichis«n  

X 

X 

X 

X 

X 

X 

X 

MU*  iMippL  

X 

X 

X 

X 

X 

X^ 

X 

X 

H«vad«  

X 

X 

ll«fw  fidfflpshiro  

X 

X 

X 

X 

X 

X 

X 

X 

V 

X 

X 

X 

X 

X 

X 

Y 

A 

X 

X 

X 

X 

X 

X 

X 

Ftitift*  y  L  V  An  la  

X 

X 

Rhodt  IftLand  

X 

South  CfttolitiA 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Utah  

X 

X 

X 

X 

X 

X 

K 

X 

X 

X 

X 

X 

X 

X 

X 

If«at  Virstnia  

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

44 

M 

Z5 

17 

0 

^Optiontt  St«t«a  vwy  pursua  that  H«rft  introduced  by  tha  Gtanihu*  Bud^at  RaconciLiatlon  Act  Of  1986  (aaa  tovt), 
"^ExpAditad  aLlsibility  i»  th«  procatta  whereby  Stataa  ^iv  priority  in  tha  Medicaid  datamit^atLon  ptoc^aa  to 

appLicamta  Who  era  preSnant, 
^Futut^  iapleaentetion  dato. 


SOURCE:    Katlot^ftL  Govarnorn'  Associetlon,  "State  Coveres*  of  ?resn«nt  Monen  end  Cblldret^-Jftnuary  1000,** 
Hafthinjtton*  DC,  JanuAty  L990. 
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•  provide  comprehensive  case^managed  perind- 
tal  airibulatory  care  services, 

•  enrich  the  services  of  C/MHCs  through  addi 
tioa  of  staff  for  outreach,  health  care,  and 
nutrition  education, 

•  develop  or  expand  service  deUvexy  f^ystem^  for 
women  and  infants,  including  contractual  ar- 
rangements with  community  obstetricians  to 
serve  patients  at  health  caters  that  do  not  have 
their  own  obstetrical  staff  and  foimal  referral 
arrangements  with  local  and  regional  hospitals, 
and 

«  better  coordinate  services  between  C/MHCs 
and  other  local  public  and  private  providers  of 
health  and  healdi-related  services  {627a\ 

The  infant  mortality  initiative  funds  were  to  be 
targeted  to  areas  with  high  or  increasing  infant 
mortality  rates,  hi  1981$,  however,  this  funding  was 
sufi&cient  to  place  projects  in  only  one^third  of 
health  centers  (205  centers),  and  many  grantees  did 
not  receive  enough  to  cairy  out  necessar>'  activities 

mr 

The  Supplemental  Food  Program  for  Women, 
Infants,  and  Children  (WIC)  provides  nutrition 
education  and  supplemental  focxls,  such  as  infant 
formula,  milk,  eggs,  and  cereals,  to  low-income 
{H^gnant  or  nursing  women,  infants,  and  young 
children  who  are  at  "nutritional  risk.**^^  In  1988, 65 
percent  of  WIC  service  sites  were  located  in  ru^al 
areas^'  and  40  percent  of  WIC  participants  were 
rural  residents  (7?0).  In  1987,  $1.6  billion  in  Federal 
funds  were  used  for  the  WIC  progiam,  but  only  53 
percent  of  pregnant  women,  infants,  and  children 
with  incomes  below  the  poverty  level  receiv<^  WIC 
benefits  {496^69), 

Loss  of  Hospitals  and  Hospital-based 
Obstetric  Care 

In  1987  almost  all  dehveries  (over  98  percent)  in 
both  urban  and  riiial  areas  occurred  in  ho!>pitdL 
{650),  Pregnant  women  need  to  be  able  to  reach  a 
hospital  with  delivery  services  wiihin  a  relaJiveI> 
short  period  from  onset  of  labor,  but  there  are  some 
reports  that  women  in  rural  areas  ^e  travelLig  gieat 
distances  to  deliver  their  babies  because  local 


services  are  unavailable  {34S).  In  Southeastern 
Missouri,  for  example,  some  high-risk  pregnant 
women  have  to  travel  o^cr  250  miles  to  reach  a 
university  hospital  for  their  dehveries,  in  Texas, 
some  pregnant  women  are  sent  by  ambulance  to 
dehver  their  babies  in  hospitals  150  mile±r  a^a> 

When  rural  hospitals  close,  ready  access  to 
delivery  services  diminishes.  However,  available 
evidence  suggests  that  few  hoEpitJtIs  thalhave  closed 
were  the  sole  source  of  care  in  rural  communities 
{252)  (see  ch.  5).  As  of  1987,  many  more  rural  than 
urban  communit}'  hospitals  with  fewer  than  300 
beds  provided  delivery  services  (85  v.  64  percent) 
(table  15-18).  SmaUer  hospitals  in  rural  areas  are 
much  more  likely  than  comparable  iirban  hospitals 
to  offer  dehvery  services.  For  example,  of  hospiiJs 
with  fewer  than  25  beds,  less  than  one-third  (29 
percent)  of  the  urban  hospitals  but  more  than  three 
fourths  (77  percent)  of  rural  hospitals  report  deliver- 
ies (table  15*- 18).  Of  hospitals  that  perform  dehver- 
ies, rural  hospitals  have  fewer  births  p^  hospital 
than  do  urban  hospitals  of  comparable  size,  hi 
hospitals  with  100  to  199  beds,  for  example,  there 
are  on  the  average  451  births  per  rural  hospital. 
Compared  with  790  in  urban  hospitals  (table  15-19). 

Evidence  suggests  that  many  patients  are  migrat- 
ing from  rural  areas  to  dehver  their  babies  in  more 
difitant  urlan  hospitals: 

•  A  1985  national  health  care  consumer  survey 
frho^ed  that  almost  onc-lialf  (47  percent)  of 
rural  residents  were  gou^g  to  other  areas  fur 
specialized  care,  such  as  women's  services 
{3031 

•  In  the  North  Central  States  between  1980  and 
1987t  there  was  a  20  percent  decline  in  rural 
births  per  hospital  and  a  5  percent  increase  in 
births  per  hospital  in  urban  hospitals  (577),** 

«  in  1988T50percentofpregnantwomenrebiding 
in  rural  Alabama  did  not  dehver  at  the  nearef^t 
rural  hospital  providing  obf^tetnc  services.  Here, 
women  traveled  tu  dehver  an  average  of  ^3 
miles,  uver  one -third  wem  to  hospitals  m  metro 
areas  {I02b\ 


'^uthtJUDAl  risk  MKludes  A  history  of  p<K>r  pregnancy  outcoo^.  iron-defjciciK^  diM^miA^and  loadoq^bitc  djcui>  piitTcrrtA 
^'Ajw  with  a  pOpiklatiOD  of  fewer  llian  25,000  were  defined  as  niial. 

^^Wfactbci  dus  ntuft  occuiTcd  because  of  a  laJt  ofavailatnliTy  of  delivery  ^crvi^cs^  bc^u^chjgh  ruk  pTC£iiiUjv.ju  wuc  ixa,ic^ui^j>  hu.i^  icfuicd 
^     lifi  of  bifths  lo  urban  areas  cofuUi  ^copAidixe  the  fjimncul  subilily  of  nira]  hospitals  (577) 


408  •  Health  Care  in  Rural  America 


Table  15-1d--Propoiron  of  Communfty  Hospltafs^  Reporting  fn-Hospltal  Blnhs,^ 
by  Hospital  Bed  Size  and  Location,  1967 


Metro 

Monnjfltro 

(Total  nudsvr  of 

hoapitals  in 
b«dsl£e  category) 

P«t:C«itt 

(Total  niunbdr  of 

hoftpltalft  in 
b«dBlz«  cat«8ory) 

Total  biM^UlJi  

64.3 

(1,957) 

85.4 

(2,584) 

6-24  

29.0 

(31) 

77.0 

(200) 

25-49  

5*.  5 

(143) 

81.5 

1817) 

57,4 

(427) 

86.0 

(893) 

L0O-Id9  

63.9 

(756) 

92.0 

(539) 

200-299  

74,0 

(600) 

91.1 

(135) 

^oommiity  hoapitala*  dafinod  hor«  as  ahort-»tay,  non-F«d«ral,  tionspacialty  hospitals  (se^  app.  C). 
'^Hospitals  raportln8  births  are  thos«  raportiii8  at  least  one  birth. 


SOURCE:    Office  Of  teshnolosy  Assessment*  1990.    Data  frooi  the  American  Hospital  Association's  1987  Annual 
Survey  of  Hospitals. 

Table  IS-i^Average  Number  of  DeJIverles  In  Mf'tropolltan  and  Nonmet/opoliten  Community  Hospitals,* 

by  Bed  Size,  Ifla?** 


Avflrafce  deliv&rl&s  P&r  hospital 


 Metro    HOnffletro  

Avera8«  (HumbeJr  of  Average  (Number  of 

Be<3  siza  deliveries        hospitals)  deliver ios  hospitals) 


Total  hOtfpitaLa   831  (1,259)  257  (2,207) 

6-24   I:-?  (9)  46  (15tj 

25-49   183  (78)  96  (666) 

50-99   367  (245)  223  (7685 

100-199   790  (483)  ^51  (^96) 

200-299   1.261  (444)  818  (123) 


^Concnmity  hospitals*  defined  h^re  as  short-stay,  non-Fe<3oral.  nonspecialty  hospitals. 
Analysis  is  limited  to  those  hospitals  with  fewet  than  ^00  beds  and  reportlnf^  at  l«ast  1  birth 

SOURCE:    Of^^^e  of  Technioa?  Assessments   1990      Data  from  the  American  Hospital  Association's  1987  Annual 
Su     7  Of  Hospitals. 


•  111  1986,  Oi  third  or  more  of  obstetric  patients 
in  the  service  area  of  25  of  Washington's  33 
rural  hospitals'^^  were  having  their  babies  in  a 
hospital  outside  of  'heir  community.  Li  some 
cases,  patient  outmigration  occurred  because  a 
community  hospital  had  stopped  offering  de- 
Uveiy  services,  but  28  of  33  huspitals  were  still 
offering  obstetric  services  at  die  end  of  the 
study  period  (433). 

Some  reports  link  a  decline  in  die  number  uf 
physicians  available  to  deliver  babies  to  the  Josuie 
of  hospital  obstetric  units  (336^91).  It  is  difficult  to 
detrnnine  whether  the  precipitating  factor  was  that 
physicians  stopped  delivering  babies  or  that  padents 
left  die  local  hospital  to  deliver  elsewhere.  In  one 


case  study*  for  example,  nearly  one-half  (45  percent) 
of  women  who  resided  in  a  rural  hospital  service  area 
werp  driving  over  50  miles  to  deliver  even  diough 
tlie  local  hospital  had  physicians  on  staff.  Women 
using  the  local  hospital  were  more  likely  to  be  under 
18  years  old,  unmanied,  and  not  a  high  school 
graduate  than  women  traveling  outside  of  the  area 
for  care  (591).  That  the  number  of  deliveries  per 
available  physician  declined  beiVe  the  physicians 
diemsvlves  began  to  drop  obstetncs  suggests  that 
patient  migration  and  a  subsequentl>  greater  propor- 
tion of  high-risk  patients  in  their  practices  may  have 
prompted  some  local  physicians  to  drop  the  service 
(591).^  In  rural  Alabama,  evidence  suggests  that 
rural  obstetric  units  close  because  women  stop  using 


^Rural  hospiuds  were  defined  as  atJ  acuto-cacie.  inpatiGat  fa .  iLtie^  of  fewer  Jfaao  50  beds  aod  iocaied  noore  ttmn  1 5  uuitu  from  s  aiy  of  JO.OOO 
populatioD  or  greatet  {4SS)* 

^AccOfdl^g  to  the  ca$e  study,  the  physicUiisprovidinig  motst  the  care  f^afuod  co  u^nuiiue  lo  provide  ub$tctnv  scrwites  biit<^ut(t  not  altordthe 
maJpmctke  ianuaoce  (597). 
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Table  15-20-4y!ottiers  WftL  Uitrasound  and  Electronic  Tetal  Monitcring  During  Pregnancy  or  Labor,  1980 


K«Sid«nc«  ML  raoe»        Mhit«         Black  All  raoas      Whlt«  Black 


All  locatloDfl   29.3  29-1 

HotM   32.0  31.6 

South   31, 1  31,7 

Other  reSlona   32,4  31.6 


30.6  *7.2  47. 1  47.6 

34.9  5X,5  51,1  54-7 

29.3  50,4  49,8  53,4 

36.6  52.3  51,6  55,6 


ttoOMt^O   24,2  24,5  19,0  38.3  40.2  29,3 

South   22,3  23,1  18,5  37.9  40.4  29,1 

Other  resiona   25,6  25,4         "  "  39.4  40. X 


^omen  with  at  least  ofie  ultraaound  durins  pregnane/. 

^ased  on  5,343  births  included  in  tho  National  Katallt/  Survey, 

^Based  o:^  7,504  births  included  in  th*  NatioMl  Kat^lit/  Survey, 

SOURCE;    J,C,  Kloiwaan,  M,  Cooke,  S,  Machlin       al,,  "Variation  in  Us«  ot  Obstetric  Technolog//  Health.  U  S 
1^&3  (FHS)  64-1232  (Bethesdai  MD;    December  1983), 


diem.  Here,  large  numbers  of  worien  migrated  ftom 
rural  hospitals  long  before  they  stopped  providing 
obstetric  services  {102b\ 

In  contrast,  a  40-bed  hospital  in  Nevada  pro- 
gressed from  providing  only  7  to  73  percent  of  the 
county's  deliveries  through  some  deliberate  steps 
aimed  at  winning  back  obstetric  patients  after  a 
period  of  patient  outmigration  to  urban  hospitals 
(505),  These  steps  included; 

♦  attracting  and  organizing  necessary  personnel 
and  iiiiplementing  a  teamapproach  with  obstet 
ric  morbidity  and  mortality  conference  ^, 

•  providing  equipment  such  as  ultrasound  ma 
chines  and  fetal  monitors  to  improve  care 
quality,  and 

«  publicizing  the  availabilit>  of  obstetric  sen 
ices. 

Some  women  may  choose  to  obtain  prenatal  care 
and  deliver  in  more  distant  hospitals  because  of 
greater  access  to  medical  technologies.  In  1980* 
pregnant  women  in  rural  areas  were  less  likely  than 
urban  women  to  receive  ultrasound  or  electrooic 
fetal  monitoring  (table  15-20),  Urban/rural  differ- 
ences were  especially  great  for  black  vramen  {322). 

Communications  technolcg>  u  making  it  easier 
for  rural  providtjrs  to  offer  obstetric  monitoring  to 
thek  patients.  Facsimile  macliines,  for  example,  are 
used  by  some  rural  practitioners  to  transmit  fetal 


monitoring  strips  to  perinatologists  in  a  distant 
center  for  interpretation.  If  a  problem  is  detected,  a 
helicopter  and  support  team  are  dispatched  to 
transfer  the  mother  to  a  regional  center  {132^59\ 

Access    Regional  Systems  of  Perinatal  Care 

In  the  aggregate,  events  that  n.?y  require  special- 
ized care  occurelatively  fiequently, Twelve  percent 
of  vromen  have  at  least  one  major  complication  of 
pregnancy,  11  percent  of  women  have  a  major 
complication  of  labor,  nearly  20  percent  of  deliver- 
ies occur  b>  cesarean  section  (5)**^  ^nd  about  4  to  6 
percent  of  newborns  require  neonatal  intensive  care 
(6/9),  For  individual  rural  practitioners  with  small 
obstetrir  practices,  however,  these  occurrences  are 
relatively  mfrequent.  To  assure  access  to  care  when 
complications  arise,  regional  systems  of  perinatal"^ 
care  have  been  organized  in  sorr,e  areas  so  that 
low-risk  patients  are  cared  for  by  primary  care 
practitioners  in  community  hospitals  and  clinics 
while  high-risk  patients  are  seleclively  triaged  (and 
sometimes  transported)  to  p^  :rs  and  facilities 
equipped  to  provide  speciali^,a  care.  These  perina- 
tal centers  are  usually  located  in  urban  areas  {549). 
In  1987,  for  example,  fewer  than  2  percent  of  rural 
hospitals  and  6  percent  of  urban  hospitals  with  fewer 
dian  300  beds  had  a  neonatal  intensive  care  unit 
(NICU)  (tabb  15  21;,  There  are  relatively  fewer 
pediatricians  in  rural  than  urbar  areas  to  caic  for 
seriously  ill  newborns  (table  15  10), 


\9%^i  ccjuvcan  section  t>[tth5  Qccuircd  slightly  niorc  frotucmly  \^  urban  y  18  pcacnr>  dian  rural  oroa^  d6  pcrccnr;  vpj 

^Perinaul  refers  to  the  pcnod  shortly  before  And  ^\ti  birth,  a  is  tMiou&lj  ddipc4  ^  begmrui^  iKridj  [he  wiripjciivn  ul  ^  Jil,  lAitr  w<xk  ui 
gestation  and  eoding  7  to  2S  d^ys  af>cr  birth. 
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Table  15-21— ^Proportion  ot  Community  Hospitals*  With  a  Neonota}  Intensive  Care  Unit, 
by  Hospital  Bod  Size  and  Location,  1967 


(Total  nunib«r  of  (Total  number  of 

hospitals  in  hospitals  in 

B«d  Site  F«rc«fnt     l>«d>iz«  cat«sory)  P«rcent       l>«dai£«  category) 


TotAl  ho«^t«lji   S.U  (1.957)  1.7  (2.584) 

6-2*   0.0  Ol)  0.0  (200) 

25-49   0.0  (143)  0.0  (617) 

50-99   .9  (427)  0.7  (693) 

100-199   4.6  (756)  A  3  (539) 

200-299   14.3  (600)  11.9  (135) 


^onxminity  hospitoU,  dvfinad  h«re  aft  short-fttay.  not)-F«d«ral*  nonsp«cialty  hospibala.  AnaLy^ift  ts  ltmit«<|  to 
bo^pitalft  with  fowar  thati  300  b^s. 

SOURCE-     Office  of  I«chnolOBy  Assossmentp   1990*  Data  from  tho  Anarican  Hoftpital  Aftaociatton'ft  1987  Annual 
Survay  of  Hospitala. 


In  many  areas,  regionalization  appears  to  be 
concentrating  high-risk  infants  in  fj^cihues  equipped 
to  caie  far  them  (249^27).  When  physicians  work- 
ing in  community  hospitals  refer  a  large  number  of 
high-risk  obstetric  patients,  the  need  to  transport 
sick  neonates  from  these  hospitals  is  lower.  In  Iowa, 
for  exanqjie*  78  p^cent  of  very*low-birthweight 
births  occur  in  specialized  hospitals  (249).^^  In  other 
areas,  a  regionalized  approach  to  perinatal  care  has 
not  yet  fully  evolved.  In  upstate  New  York,  for 
example,  many  high-risk  babies  are  still  being 
delivered  in  small  rural  hospitals  (155).  A  1988 
study  fouud  that  regionalized  perinatal  care  systems 
have  generally  deteriorated  over  the  last  several 
years.  The  study  indicated  that  in  some  areas 
competition  has  replaced  cooperation  among  hospi- 
providing  perinatal  care  (425).  Purtnermore, 
many  conununity  hospitals  are  upgrading  their 
neonatal  prograir^s,  regardless  of  whether  the  num- 
ber of  high-risk  infants  is  sufiScient  to  maintain 
either  professional  skill  levels  or  program  economic 
viability  (248,4251 

There  will  always  be  a  number  of  presumed 
*iow-risk"  deliveries  that  have  unanticipated  com- 
plications, so  rural  hospitals  that  offer  obstetric 
servicts  iTiUSt  maintain  the  capabihty  to  perform 
emergency  procedures  such  as  cesarean  sections, 
which  involve  surgical,  anesthetic,  and  post- 
operative capability  (402),  Alternatively,  rural  hos- 


pitals can  utilize  transfer  agreements  and  rapid 
transportation  systems  to  far.ilitate  access  to  special- 
ized obstetric  units  and  NICUs. 

MODEL  RURAL  MATERNAL  AND 
INFANT  SERVICE  PROGRAMS 

Several  components  of  health  care  programs  have 
been  identified  as  contributing  to  declines  in  infant 
mortality  in  rural  areas:^ 

e  placement  of  publicly  supported  obstetric  pro- 
viders in  the  conununity  (e.g.,  physicians, 
CNMs,  oi  nurse  practitioners), 

•  the  ^availability  of  obstetricians  either  locally  or 
on  a  consultant  basiS, 

♦  the  provision  of  obstetric  sen^-ices  for  low-risk 
patients  by  public  health  nurses  with  support 
from  loc^l  physicians, 

♦  the  presence  ofperinatal  transport  systems  and 
training, 

•  higih  WIC  utilization, 

•  implementation  of  tracking  and  management 
systems, 

♦  program  flexibility  and  a  lack  of  strict  program 
boundaries, 

•  interagency  ccK>rdination  and  cooperation,  and 

♦  community  concern  and  leadership  (455), 

L>emonstration  programs  funded  pnvatel>  and 
through  the  Federal  Government  have  attempted  to 


^^Sp«ctaliz^  hospitals  include  level  two  aiidtbree  centers  BcToittbcregiODulk^s^sKem  wa^ikv^upcd^ihc^jni^nt^  ^crejust  as  Jmel)'  lobc^rn 
10  a  tevet  one  hospital  wtiex«  resources  needed  (o  care  for  Ibese  m£iQis  have  been  available  {249y 

^^^ntcBttreauof  HcftltbC^eDclWery  Lod  AssisuiDcefMedfistu^^  to  Lentif>  fauofKlhathav^^v^tnbuicdtvukMcastng  mlant  momiity  rates  in 
mral  counties  over  the  past  t5yearT  The  Nattotud  Rural  HeAlthAssuLj^ii^nsclcvtcdfoui  ^t/rmnunjucs  STii<t>  iji  Luuk:>iana.  lex^^  Murnana,  uid  South 
C^bna  wJih  populaiioas  between  1 0iOOO  and  35*000  W5>. 
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redres:*  problems  of  access  to  care  and  high  infant 
mortality  in  rural  areas.  In  addition,  many  States 
have  initiated  innovative  programs  to  improve 
perinatal  outcomes. 

TTie  Rural  Infant  Care  Program,^^  funded  from 
1980  to  1984  by  the  Robert  Wood  Johnson  Founda- 
tion, was  designed  to  give  poor  rural  families  acces±> 
to  regional  networks  of  perinatal  care  by  Unking 
their  local  public  health  units,  physicians,  and 
hospitals  wifli  tertiary  medical  centers  {517)?^  An 
evaluation  of  the  program  showed  ^t  infant  mortal- 
ity declined  in  the  target  populations  and  among 
high-risk  groups  (225).  Among  the  program  compo^ 
nents  that  were  included  were: 

•  soeeiungforhigh-riskpregnanciesandpFovid- 
ing  foUowup  to  those  identified  in  special 
clinics; 

«  implementing  health  education  and  nutrition 
programs; 

•  establishing  neonatal  hotlines  so  that  local 
poviders  could  obtain  medical  consultation; 

«  implementing  a  system  for  transporting  high- 

risk  women  in  labor  and  newborn  infants  to 

hospitals  with  NICUs, 
«  using  CNMs,  nurse  educators,  and  pediatric 

niu*se  practitioners  to  supplement  physician 

care; 

•  conducting  in-service  education  programs  for 
local  providers;  and 

•  training  and  employing  lay  outreach  workers 
for  patient  recruitment,  foUowup,  and  transport 
tation  to  the  clinic  or  hospital  for  care. 

Federal  programs  implemented  in  the  mid-1970s 
contributed  to  declines  in  infant  mortality  by  facili- 
tating the  development  and  use  of  permatal  centers 
(275).  From  1976  to  1979,32  States  plus  the  Distnct 
of  Columbia  and  Puerto  Rico  were  funded  through 
The  Improved  Pregnancy  Outcome  (IPO)  Program^^ 
to  undertake  the  following  activities  (275): 

«  perform  needs  as&esbment^  for  the  pio^  it^ion  ^f 

perinatal  services; 
«  write  State  perinatal  health  care  plans, 

•  define  levels  of  perinatal  care; 

^  educate  providers  of  health  care; 


•  establish  s>sterns  for  perinatal  data  anal>Ms, 
including  the  matching  of  birth  and  death 
certificates; 

•  monitor  and  establish  mechanisms  for  improv- 
ing quality  of  care  for  pregnant  women  and 
newborn',  including  the  creation  of  maternal 
and  perinatal  mortality  committees;  and 

•  organize  the  flow  ^  patients  ^o  that  those  with 
the  highest  risk  of  a  poor  outcome  could  be 
cared  for  in  appropriate  perinatal  centers. 

Through  the  Federal  Improved  Child  Health 
Program  (ICHP),  8  States  were  awarded  5-year 
grants  to  assist  targeted  counties  in  improving  infant 
mortality  (579).  Evaluations  of  some  of  the  projects 
located  in  rural  areas  show  that  they  were  effective 
in  increasing  prenatal  care  use  but  unsuccessful  in 
changing  the  incidence  of  low-birthweight  {468^ 
579), 

The  MCH  block  grant  program  funds  service 
demonstration  projects.  State  staff  development 
programs,  and  other  imtiatives  to  help  States  de- 
velop their  MCH  programs  {66).  In  1989,  for 
example,  24  ongoing  projects  specijBcally  related  to 
rural  maternal  and  infant  health  care  were  funded 
through  the  grant  program  {687).  Among  the  funded 
projects  were  those  supporting  health  promotion  in 
rural  black  communities  and  consultation  visits  to 
high-risk  pregnant  women  in  rural  clinics  by  a  team 
of  perinatal  specialists  {687). 

In  some  rural  areas,  adverse  overall  economic 
conditions  may  overshadow  the  effects  of  special 
health  care  interventions.  A  program  implemented 
in  an  impoverished  rural  area  in  Appalachian  failed 
to  improve  neonatal  mortality  despite  die  operation 
of  free  hospital-  and  community  based  clinics  and 
the  provision  of  home  health  visits  by  outreach 
workers  (575).  Etespite  the  Indian  Health  Service's 
regionalized  System  of  perinatal  care,  which  in- 
cludes nurse-midwives  p^orming  lownsk  dehver 
ies  and  trained  indigenous  workers  providing  home- 
based  care,  infant  mortality  is  IV^  times  higher 
among  Native  Americans  than  among  all  U.S. 
residents  (616). 


^^Tbe  Rural  lofaitt  Cart^  Program  is  also  bddly  described  in  app  B. 
^^en  tnedical  schools  ^       Suics  w«i«  funded  0^  ^- 

^Slates  aod  not  the  Federal  GovdomCDl  selccicd  locattons  of  smjce*  lO  be  provided  uikdcr  (he  grant  \215) 

^Tbe  Family  Health  Services  piogiani  lii  Eastern  Kcotucty  »as  i»inded  b>  ihc  R^ben  ^^<xxl  ■'"btison  r^joodau^n  and  vpCTAitd  fivni       ^  1978 
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Innovative  programs  may  be  dMicult  to  admin- 
ister in  rural  areas  without  a  flexible  approach.  In 
California,  for  example,  rural  implementation  of  the 
Comprehensive  Perinatal  Service  Program,^*  which 
provides  risk  assessments,  prenatal  services,  case 
coordination,  and  perinatal  and  parenting  education, 
has  been  handicapped  by  strict  program  require- 
ments for  support  staff.  Several  rural  counties  do  not 
have  the  trained  health  educators,  social  workers, 
and  registered  dieticians  that  are  required  to  admin- 
ister the  program  (133). 

SUMMARY  AND  CONCLUSIONS 

Fetal,  infanty  and  maternal  tnortality  are  dispro- 
portionately high  in  rural  areas.  The  fact  that  rural 
women  are  less  likely  than  urban  women  to  receive 
early  prenatal  care  probably  contributes  to  the 
relatively  high  perinatal  death  ratios  in  rural  areas. 
Sharp  declines  in  the  availabilitj  of  rural  obstetnv 
providers,  leaving  none  in  some  areas,  are  abat- 
ing access  problems.  Over  half  a  million  rural 
residents  live  in  counties  that  are  without  a 
physician  trained  to  deliver  obstetric  care.  There 
are  fewer  obstetricians  available  in  rural  than  urban 
areas,  but  G/FPs  who  provide  obstetric  services 
partially  compensate  for  this  deficiency.  The  pres- 
ence of  physicians  trained  to  provide  obstetnc 
services  varies  widely  by  region.  Southern  States 
appear  to  have  the  fewest  trained  providers,  and  over 
250,000  residents  of  53  Southern  counties  are 
without  obstetric  providers. 

In  many  aieas,  physicians  trained  to  provide 
obstetric  services  are  not  doing  so.  Surveys  of  FPsy 
who  are  the  primary  source  of  ob.ietric  care  in 
rural  areas,  show  that  rural  FPs  are  almost  twice 
as  likely  to  be  delivering  babies  as  their  urban 
counterparts  and  are  providing  a  wider  range  of 
obstetric  services.  Nevertheless,  while  over  40 
percent  of  rural  FPs  are  providing  routine  obstetnc 
care  nationally,  fewer  than  20  percent  are  providmg 
routine  care  in  some  rural  areas  of  the  South. 

Several  factors  may  contribute  to  a  rural  physi- 
cian's decision  not  to  practice  obstetrics.  There  may 
not  be  adequate  coverage  for  un.t  off,  consultation 
may  be  unavailable,  and  referrals  to  larger  hospitals 
may  be  difficult  to  make.  4  number  of  States  report 
that  a  large  proportion  of  physicians  are  elitninat- 
ing  or  limiting  their  obstetric  practices  as  a  direct 


consequence  of  the  high  cost  of  malpractice 
insurance  and  fears  of  lawsuits.  Itis  more  difficult 
for  rural  providers  with  small  obstetric  practices  to 
pay  for  malpractice  premiums,  because  insurance 
rates  often  do  not  consider  practice  volume.  Rural 
FPs  not  providing  obstetric  care  are  much  more 
likely  than  their  urban  counterparts  to  cite  costs  of 
liability  insurance  as  a  deterrent.  Based  on  analyses 
of  AAFP  survey  data,  there  could  be  a  Significant 
increase  in  tlie  availability  of  FPs  providing 
obstetric  care  in  rural  areas  if  malpractice  insur- 
ance premium  costs  declined.  Two-thiids  of  C/ 
MHCs,  important  providers  of  obstetric  care  in 
many  rural  areas,  also  report  that  medical  malprac- 
tice problems  have  affected  their  ability  to  furnish 
obstetric  services. 

Uncertain  is  whether  low  obstetric  provider  par- 
ticipation in  the  Medicaid  program  is  more  of  a 
problem  in  rural  than  in  urban area^.  Representatives 
ofMCHblock-grant-funded  and  Medicaid  programs 
report  particular  problems  with  low  physician  partic- 
ipation in  rural  areas,  and  yet  obsietiic  provider  and 
consumer  surveys  suggest  that  nir^i  obstetnc  pro- 
viders are  more  likely  to  be  participating.  Neverthe- 
less, one  survey  of  uninsured  and  Medicaid-msured 
women  showed  that  as  many  as  S  percent  of  women 
delivering  babies  in  rural  hospitals  could  not  get  a 
doctor,  midwife,  or  nurse  to  see  them  for  prenatal 
caie. 

Although  CNMs  are  important  potential  provid- 
ers of  rural  obstetric  services,  they  are  few  in  nuirfjer 
and  the  majority  are  located  in  urban  areas.  An 
inability  to  obtain  malpractice  insurance  or  physi- 
cian backupy  and  in  some  casesy  State  practice  laws 
have  prevented  nonphysician  obstetric  providers 
from  practicing  in  rural  areas. 

Hc^pitals  in  rural  areas  are  much  more  likely  to 
offer  delivery  services  than  urban  hospitals  of 
similar  size  However,  evidence  suggests  that  m 
qome  rural  areas  women  travel  great  distances  !q 
deliver  their  babies  in  hospitals  o  'ide  their  own 
communities.  These  patients  may  oe  attracted  to 
obstetric  services  such  as  birthing  rooms  and  sophis- 
ticated perinatal  services  and  technologies.  When 
patieni  outmigration  occurs,  it  is  the  well-insured, 
higher  income,  and  well-educated  patient  who 
leaves  the  local  community  for  care,  leaving  behind 
the  uninsured  and  Medicaid  patients.  Rural  provid- 


^^Thc  Comprehensive  fistiuAtal  Service  Pi^gram  is  cosponsorcil  t>y  [he  MeJi-Ct'J  prognuti  and  the  State's  Maternal  and  Ox\\6  Hcattli  Bmnch 
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ers  left  to  care  for  these  patients  may  find  it  difficult 
to  maintain  a  practice  or  to  afford  liability  coverage. 
There  may  also  be  an  erosion  of  public  confidence 
in  local  rural  hospitals  that  may  not  have  the  capital 
to  invest  in  up-to-date  obstetric  equipment.  Without 
technological  support,  some  providers  may  drop 
obstetric  services,  considering  them  too  risky.  Some 
rural  hospitals  experiencing  patient outmigration  for 
obstetric  Services  have  successfully  reversed  this 
trend  by  reorganizing  the  existing  obstetric  service, 
upgrading  equipment,  and  advertising  available 
services.  New  communications  technologies*  such 
as  facsimile  machines,  are  improv  ing  rural  obstetric 
providers*  rapid  access  to  obstetric  monitoring 
services. 

Although  niral  hospitals  are  much  mort>  liKeK 
than  urban  hospitals  to  offer  obstetric  care*  tlie;  are 
much  less  likely  to  offer  specialized  care.  Regional- 
ized perinatal  care  helps  to  ensure  that  mral 
residents  have  access  to  specialized  care  when 
obstetric  or  neonatal  emergencies  arise,  btit  tlierc 
is  evidence  that  regionalized  systems  of  care  have 
deteriorated  over  tlie  past  seieral  years^  Pdhi 
Federal  grant  progr.uuS  were  successful  in  promot- 
ing the  development  of  regionali/e<l  svsicnK  ot 
perinatal  care. 


States  are  quite  dependent  on  Fedeial  ^*  sources  to 
provide  m<itern  ^  ,*nd  child  healu.  -crvives.  In  1987* 
nearly  three-fourths  v73  percent>of  Sulcus'  matt^rnal 
and  child  health  expenditures  derived  from  Federal 
sources  {490).  Federal  programs  sttch  as  Mediciiid, 
the  MCH  block  grant  program,  and  C/MHCs  are 
especially  important  in  rural  areas  since  rural 
women  are  relatively  less  likely  to  have  medical 
insurance  that  covers  pregnancy  expenses.  The 
inability  to  pay  for  obstetric  services  is  a  serious 
problem  in  rural  areas — in  19S2.  ntra^  deli\erits 
anounted  for  mdrh  om  half  tpf  dll  nnufmpt  n- 
sated  deliveries. 

Government  or  prjvaic!>  funjc^i  programs  have 
^ui^j^es^sfullj  reduced  mtant  /nortalit)  in  t^irgcttd 
niFtd  area.s  CMmponv/its  of  the,se  pn>jr.uTKs  that  are 
felt  to  have  Lontnbuied  to  their  miclc^ss  uKhide 
publKlv  si/ppuiled  MbstetriL  prov  jderi>,  inuilcv  el 
practitioners,  perinatal  tfanspurtatK»n  '^y^te^1^.  inter- 
ajieiicy  coorthnati'>n.  anJ  (>utreaLh  wurkers  that 
recruit  patictiK  and  pt-^^  ido  follov,  up  aiici  iran-por 
tanon 
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Rura!  Mental  Health  Care^ 


INTRODUCTION 

Structurally,  the  mental  health  care  system  in  the 
United  States  exists  almost  entirely  apart  from  the 
physical  health  care  system,  yet  the  two  systems 
have  many  parallels.  Like  the  physical  health 
system,  the  mental  health  system  is  called  on  to  offer 
preventive  services  (e*g->  educational  &^ssions  for 
parents  of  difficult  children),  other  pninaiy  care 
services  (e,g.,  therapy  for  individuals  suffering  from 
stress),  inpatient  services  (e.g>,  for  substance  abuse 
treatment),  followup  and  long-tenn  tare  (e»g,,  for 
individuals  vnth  chronic  mencal  disorders),  and 
on-site  crisis  services  (e,g.,  for  victims  of  violence). 
Mental  health  professionals  comprise  a  wide  vanet>' 
of  social  workers*  nurses,  clinical  psychologists,  and 
psychiatrists. 

In  practice,  however,  the  mental  health  service^ 
available  to  indivuiu^N  not  always  appear  as  a 
coordinated  whole,  and  the  distinctions  between 
physical  and  mental  health  ;Me  often  blurred.  Family 
practitioners,  for  example,  are  tlie  providers  of 
choice  for  many  individuals  with  mental  health 
problems.  Individuals  in  many  other  professions 
(e,g,,  the  clergy,  teachers  and  school  counselors) 
also  provide  substantial  amounts  of  mental  health 
care.  In  rural  areas,  where  tlie  numbe^  and  scope  of 
providers  and  services  c<in  be  very  limiied.  these 
providers  become  an  integral  part  of  tfic  metiUl 
health  "system,*' 

This  chapter  reviews  existing  data  on  the  comp  u^- 
ativc  mental  health  status  of  rural  aiid  urban  pop  ila- 
tions.  It  then  describes  the  major  Federal  prognims 
supporting  menial  health  care  in  ruraJ  areas  and 
summarizes  what  is  known  about  the  provision  of 
ruiaJ  met:^a  health  senices  <T^«t  the  availability  nf 
rural  mental  health  provide  ^,  Finaliy*  the  chapter 
discusses  models  for  Unking  pli^Mcal  and  meMal 
health  services. 


RURAL  MFNTAL  HEALTH 


Mental  Health  Status 

Reliable  data  on  the  prevalence  of  mental  disor- 
ders in  rural  residents  are  scarce.  Those  available 
suggest  that  differences  in  mental  health  s^^tus 
between  rural  and  urban  residents  are  slight. 

In  the  1985  National  Health  Interview  Sur\e>,  a 
slightly  smaller  proportion  of  rural  (nonmetro)  than 
urban  residents  reported  that  they  had  experienced 
socss  over  the  past  2  weeks,  with  women  in  either 
setting  more  likely  to  report  stress  than  men  (table 
16-1)  (649),  Rural  residents  were  also  less  likely  to 
neck  help  for  a  personal  or  emotional  problem*  even 
after  accounting  for  their  lower  reported  stress  (see 
table  16-1), 

Ubing  epidemiological  data  from  North  Carolina.^ 
researchers  have  found  some  minor  differences  in 
the  prevalence  of  mental  health  disorders  among 
urba.1  and  rural  residents.  Major  depression  and 
anxiety  disorders  were  more  prevalent  among  urban 
resider*s,  while  rural  residents  were  more  likely  to 
report  cognitive  J^ficits  (c.g,,  memory  deficits, 
disorientation)  {92,153).  The  researchers  found  no 
rarai/urban  differences  m  rates  of  antisocial  person- 
ality or  schizophrenia  {92).  Small  studies  in  other 
areas  have  found  that  rural  residcrts  hiive  higher 
rates  of  manic-dcprebbive  psychosth  than  urban 
^eMdent^  072}  and  are  more  iikely  to  be  clinicHlly 
deprcs5'K;d  {140).  although  the  latter  finding  is  not 
supponcci  by  tJie  North  Carohna  data. 

National  mortahty  statistics  Uom  1980  suggest 
HvdU  after  acLuuniing  for  differences  ir  age»  :*e\.  and 
ravial  djsmbuUon,  jural  rcMQeuts  hjv^  sljghll> 
lower  :>uiLKic  rates  than  ilo  urbaf^  f'/hideiits  \().^  1  i 
Oa2  per  1,(XK)  jc:sRicmsi  {f>20h  Observers  have 

dlistrt\sscd  TXiiA  tirtMs  dunng  the  past  decade  {4^.U, 
but  U  1'.  nut  kuifWJi  wliothei  uvoialJ  t^iW\^  have 
mcrcTsed 


'The  preporauon  pr  ihis  chapter  wis  Jo  J  by  ili^  ,^stsi.wc  of  U>u  Wicni^kowsJti*  ?^  ' '  'ic,  Mt> 

^IheNauonallnslitutc  of  Mental  Health  iNJMh^  ^upjHitti(>ng;j»ag<;p»dcmi;jlog»\.alrt.^<:,irLhd  i     vai  ^  I  o>  yu^,(      i  \  iiAUtnt^.j,  ^Itx  1^**11 
MU^ N<tw Havcn* CTt  DuThanu NC» and  the  Siatcof  G>iorado  Nc^  Jata  fromihc ColoraJo  sue,  v,  u^ti  i^J^luLU  >.i  ruf«l  .^lti\^^<.  ^  tuv<.      kt T,init,li\b  . 
OflheptbcfsitM.odyth£NPrthOTotirtorc^earth<:AplicMlyh4H*iitluac^^     ruiA  \,in*pi^  llu^  [^^fmlii' jf^"' '1^'  ^^tu^.h  li        nu        ^  r,,jnE 
jaw^tti  aod  Since  198:5  ihc  "rural*'  s^te  has  been  caicgonml  as  motropoht^jn 

:RJC  ^ 
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Table  16-1— Stress  Among  Metropolitan  and  Non  metropolitan  Residents 


All 


P^rc^t  oi  PQJ&Mlt^OT^  teP<^rtia&  stress. 


Metro  Honmett,: 


Motto  HoTun.^tto 


Metro  Wonmotro 


Exposed  to  mental  stress 
x\i  job  (adults)  in  past  y^ar, 

16 

9 

13 

2 

17 

e 

15 

6 

15 

9 

14 

7 

Expationced  modetdto  ot  g^oat^t 
stress  wJLthin  past  2  we«k5  -^ 

7 

A7 

1 

50 

a 

54 

3 

4e 

7 

Sttflss  had  BCKne  effect  on 
health  in  past  year   

44 

4? 

2 

38 

5 

35 

1 

49 

7 

49 

6 

Sought  halp  for  patsotial  or 
arootiOTial  ptoblem       past  year. 

11 

7 

9 

2 

8 

5 

6 

1 

14 

5 

IZ 

1 

SOURCE:    U.Sh  Dapnrtment  of  Health  and  Hiiina;^  Sarvlces*  Cant«ts  for  DiaoasO  Controls  National  Jentat  £ot  Health 
Statistics,  unpublished  dat<  from  the  l<?85  Sattor\al  Health  Intarvtew  Surve^^ 


Economic  crises  did  apparently  increase  mental 
health  problems  in  some  niral  communities  in  the 
19805,  Beeson  and  Johnson  found  that,  among 
households  in  Nebraska^  rates  of  psychological 
distress  for  those  in  fann  communities  rose  from  the 
lowest  in  1981  to  among  the  hi^est  in  1986  (tab  e 
16-2)  (77).  In  North  Dakota,  also  heavQy  dependent 
on  the  fann  economy,  the  State  Department  of 
Human  Services  documented  substantial  increases 
from  1980  to  1986  in  domestic  .nee  (from  950 
to  3,450  cases),  child  abuse  (from  1,685  to  3,021 
cases),  and  death  by  suicide  (from  73  to  93  casesj 
(423).  Rural  ment^  health  facilities  persoimel  in 
North  Dakota  cited  depression  as  the  primary  mentat 
health  problem  in  their  communities  {423). 

Heffeman  and  Heffernan  found  that  fainQy  stress 
was  a  major  concern  among  42  families  they  studied 
that  were  forced  out  of  farming  (245).  Nearly  all  of 
the  adults  became  depressed  upon  leaving  the  farm, 
and  over  one-half  coiitinucd  to  experience  depres* 
sion.  Common  behrvioral  responses  included  with- 
drawal 6om  family  and  &iends,  incie:  sed  physical 
agg^ssion,  and  increased  smoUng  dnnkmg. 
Oiddren  were  reported  to  have  b-^tome  more 
anxious,  demanding,  aggressive,  and  reoellious^  and 
their  academic  perfomance  wor.>ened.  Adolescents 
increased  their  use  of  alcohof  and  became  more 

indrawn  (423y 

Alcohol  and  Drug  Abuse 

Drug  abuse  is  less  common  in  mral  than  in  urban 
areas.  Use  of  and  dependence  on  marijuana,  cocaine, 
haUucinoge^ss,  PCP,^  and  heroin  is  less  common 
among  rural  *han  urban  residents  in  every  age  group 


'PCP  IS  ibc  common  aHjnjviatitvu  ro*  phcivy<;lidinc 


(92,643).  There  i;>  soms  evidence  tlwt  the  populaniy 
of  particular  substances  in  rural  communities  fol- 
lows urban  trends,  but  at  a  lower  le^vel  Forexample^ 
a  study  of  a  iiiral  middle  school  in  the  Rockies 
showed  marijuana  use  among  studerts  was  ap- 
proaching urban  rates  by  the  late  1970s  (736).  In  the 
early  1980s,  smdents  at  the  same  school  adopted 
iuore  conservative  attitudes  toward  drugs  andexhib^ 
ited  less  marijuana  use  (735J37). 

Alcohol  dependence,  in  contrast,  is  appareiidy 
higher  among  rural  than  urban  residents  (92).  Rural 
adults  are  more  Ukely  than  urban  adults  to  report 
bouts  of  heavy  drinking;  26  percent  of  aduh  rural 
di  inkers  reported  at  least  5  days  of  heavy  drinking  in 
1985.  compared  with  24.5  percent  of  their  urban 
counterparts  (649).  The  pattern  is  more  complex  in 
adolescents,  compared  with  urb^n  teenagers^  rural 
teens  are  more  likely  to  have  ustd  alcohol  but  are 
slightly  less  likely  to  report  days  of  very  heavy 
drinking  {643).  Rural  residents  also  report  more 
driaiJjig  and  driving  than  urban  residents  (649). 

Local  factors  can  contribute  to  high  :»ubstance 
abuse  In  a  mral  Mi^^higan  counry  with  16  percent 
unemployment,  almost  one  fourth  of  6th-,  7lii ,  and 
^^th  graders  surveyed  reported  occasional  marijuana 
and  one-fourth  reported  bouts  of  sickness  from 
drinking.  In  both  cases  the  frequencies  were  signifi- 
cantly higher  than  national  norms  (53H53^). 

FEDERAL  PR(H;RAMS 

Direct  Federal  involvement  in  the  provision  o( 
mental  health  care  (iaies  !o  the  Community  MciUai 
Health  Centers  Ac?  of  196,1  (Public  Law  '<«-164). 
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Taole  16  2— Prevalence  of  Mental  Health  Problems  Among  Nebraska  Residents,  981  and  1986 


P^rc^ni.  of  r^Sld^nts  In  area  with  mental  health  problem 
Farm^  RuraL^  Urban^  LarRO^rben^ 


Scale 

1981 

1986 

1981 

1986 

1981 

1986 

1981 

1986 

Dopr#<£»ion, ......  .....  .  . 

11 

21 

18 

20 

11 

16 

16 

15 

11 

12 

16 

17 

12 

12 

13 

12 

Faycboaooiol  dysfunction.  .. 

7 

13 

6 

11 

9 

10 

9 

12 

Cognitive  impairment  

18 

15 

15 

13 

1* 

i6 

14 

14 

6«nei:al  paVchopatholosy, . . 

12 

13 

11 

14 

13 

15 

17 

12 

P^rcoftt  ftcorine  hlBh  on 

throe  or  more  scalec* . *  * . . 

6 

15 

8 

11 

7 

9 

8 

9 

307 

244 

457 

466 

457 

^00 

606 

650 

^Ate^rles  are  based  on  Censua  bura^  i  definitions.      Rural    indud^a  only  individuals  in  coftvRunl ti«s  lewer 
than  2^500  ri^sldenta  who  do  noL  live  on  farma. 

SOURCE:     F,G    B^eson  and  D,R,  John^o'^,  "a  Fan^L  Stud/  of  Change  (1981'L986)  Jn  Rural  Mental  Health  Status. 

Effocta  Of  th9  RuEel  Crisis^"  paper  presented  at  i^he  tl^tlonql  In«tiLuto  of  Mental  Health  ifational 
Conference  on  Mentul  Health  Statistical  Denver.  CO,  May  1987. 


which  authorized  support  for  the  construction  of 
conununity  menral  health  centers  (CMHCs).^  Tne 
Act  required  States  to  be  divided  into  service 
delivery  areas  (catchment  area;^)  that  each  contained 
75*000  to  200,000  people.  Tile  legislation  required 
tha  centers  provide  inpatient*  outp^nient,  and  partial 
hospitalization  services:  eniergency  services;  aii*! 
consultation  and  education  services*  Congress  later 
expanded  the  CMHC  model  to  include  services 
targeted  to  specific  populations  (e,g*,  c!  ildren,  the 
elderly),  substance  abuse  services,  sci'^ening  fo*" 
courts  and  other  community  agencies,  and  tranii 
tional  housing  and  followup  care  for  those  leaving 
inpatient  psychiatric  facilities  {Public  Laws  91-211, 
94-63,  95-622,  and  96  32),  By  1981,  768  CMHa 
had  received  grants  and  296  of  these  l38  percent; 
were  located  in  cities  of  25,000  or  fe\^ci  reMdent^^ 
(483). 

hi  1978,  Congress  made  CMHC  funding  contin- 
gent on  collaboration  with  related  agencies,  includ- 
ing school  systems,  child  care  agencies*  courts, 
social  service  agencies,  and  health  departments 
(Public  Law  94-63).  To  facilitate  collaboration 
between  physical  and  m&ital  hejth  services,  the 
National  histitute  cf  Mental  Health  (NIMH)  and  the 
Bureau  oi  Healtli  Care  Debvery  and  Assistance 
(BHCOA)^  gave  each  of  58  ccnimunity  health 
centers — two  thirds  of  which  served  ixiral  ar^.  ii- 
funds  to  hjtre  a  mental  health  ^linkage  work^;  "  :o 


fa^iliute  collaboration  with  CMHCiy  {457).  Tde 
program  was  tenninated  in  198L 

Subsequent  mental  healtl.  legislation  in  1980 
(Public  Law  96-398)  stressed  services  to  under- 
served  and  unserved  populations,  including  (for  the 
first  time)  rural  residents.  To  receive  a  grant  under 
this  legislation,  Iiowever,  rural  CMHCs  were  aiso 
required  to  serve  at  least  one  of  the  other  tai^^eted 
populations  (i.e,,  children,  elderly,  poor,  or  chroni^ 
cally  mentally  ill  individuals). 

The  Omnibus  Budgel  Rev^onciliatijii  Act  of  1981 
<Pubhc  Law  97-J5)  coiii>ohdated  most  previous 
menial  health  piogxam^  into  a  block  giant,  under 
which  funding  was  noi  contingent  on  providing 
specific  mental  health  ^ervice;^  or  targeting  ,servlce^> 
to  specific  populattcn  (^cc  ch,  3).  TTiis  leg:sIation 
repealed  the  collaboration  agreement  p'-ovisions  of 
the  1980  law,  cut  funding  kvels  by  up  to  30  percent 
(51),  and  eliminated  most  CMHC  reporting  require- 
ments. Substance  abuse  gtant  funds  were  sub.^te* 
quently  incorporated  into  the  block  g^ant  (see  ch,  3), 
Because  of  the  greater  perceived  substance  ab'iGe 
problem  in  urban  areas,  Congress  cha>  ^ed  tho 
allocation  fonr*ula  for  the  grant  in  1988  to  give 
greater  weight  to  States  ^ith  larger  urdaii  and  youK^ 
adult  populations  (Public  Law  100-690), 

Recently,  mial  ibsu  a  in  mental  l^^aith  legislation 
have  regauifKi  ^  £*ibUit>,  In  1986,  NIMH  held  :wo 
Pohc>  Forums  on  Ruul  Stre^^.  wht:rt:  parlRlpain^ 


*AltliO«gUno  special  funding  oi  DiamLiteJj  wut  iOrgcicd  fyi  nu4i^i:a^,  MMrl  bdrf  a  f  xii  \imv  Mxtt  p<;isi>jj  rtu*ki«i^  ufi  rural  ntcntiil  ttcaUh  t^^ucs 
ih3ml967tomiWJ^ 

^FonUCTly  Uic  Bureau  of  Commuriiy ;  iltJ>  Stjvjccs  ^   -  ^ 
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reporW,  high  rates  of  suicide,  depression*  and  su^ss 
in  par's  of  rural  America.  Corigress  subsequently 
passed  the  Rural  Crisis  Recovery  Program  Act  of 
1987  (Public  Law  100-219),  which  required  the 
Secretary  of  Agriculture  to  provide  one-time  fund- 
ing for  programs  to  develop  educational,  retraining, 
and  counseling  assistance  for  farmers  and  rural 
families  adversely  affected  by  the  farm  crisis.^ 

Congress  also  appropriated  S 1 2  million  to  NIMH 
in  September  1 987  to  establish  Rural  Mental  HeaJth 
Demonstration,^  (Public  Law  99-591).  These  were 
designed  to  help  States  promote  comprehensive 
health,  mental  health,  and  human  services  in  rural 
communities  and  to  fiind  rurai  mental  health  pro- 
grams to  address  problems  resulting  from  the  fami 
crisis.  The  law  specified  that  onlj  Staies  most 
adversely  affected  bj  the  farm  crisis  would  be 
eligible  for  funding.  Thirteen  States  were  identi- 
fied,^ and  four — Iowa,  Minnesota,  Nebra^ska.  and 
South  Dakota — each  received  5300,000  for  a  period 
of  18  months  to  develop  comprehensive  rural  nionfal 
health  programs  (see  boX  16-A)^ 

Legislauon  in  19{J8  (Fubhc  Law  l(KI-6tX},i  re- 
quired thai  15  percent  of  Federal  fundi  apprnpriiit^d 
under  the  Nock  £rant  be  m:*  aside  for  rural  iiKntal 
heaKli  demonstration  projects.  Since  NiMH  w;ls 
already  spending  an  ec|uivalen£  ;unount  of  danon- 
strahon  mom^y  on  rur^i  proj^^^t.s.  the  lcj:i,slation  had 
liltic  imnicdiatc  impact  on  fcdcralh  h;udcdrltfms 
{547) 


3HCDA  and  the  Alcolioh  Drug  Abuse,  and 
Mental  Health  Admin istratiun  vADAMHA)  recently 
signed  an  interagency  agreement  to  provide  funding 
to  primary  care  agencies  for  substance  abuse  pro- 
grams {343y  The  3-year  grant  program  began  July  1 , 
1989  and  disbursed  $9  million  to  nonprofit  primary 
ca^e  provlr^,  to  develop  plans  to  work  with 
Substance  i*.ase  treatment  providers.  Although  the 
program  might  be  highly  appropriate  to  rural  areas, 
due  to  the  large  number  of  grant  requests  all  awards 
were  made  to  urban  recipients  {343). 

In  early  1990,  NIMH  eb.abhbheii  an  Oflic^  of 
Rural  Mental  Health  Rebeaich  to  (.oordinaie  and 
administer  relevant  research  and  ^lemon^^D■dtlon 
studies  {}4L64}).  This  office  will  administer  a 
newl>  advertised  resc^irch  effort  llui  will  include 
grants  to  rural  mental  health  rs^^ean-h  ^.enters  KtAO). 

SKRVIt ES  IN  Rl  RAL  AREAS 

Avitilahility 

Mental  Health  Services 

ReLt^nt  mforniatiufi  on  mental  health  scrv  ice 
delivery  in  mnd  ai*'as  jsiinnjmal  Since  the  consoli- 
dation ui  programs  into  the  block  grant  in  Wsl. 
States  have  no;  been  required  to  keep  records  or 
repun  Kick  Uj  the  Fec^^^ral  Go\crnnicnt  in  any  detail 
.thoui  the  populatioji  seneti  \\\  CMHC\  i>r  the 
ser.ivcs  clients  reecne  NIMH  c(*lleets  sum- 
riuiry  mf(>mi9ii<^n  Through  twi^  biennial  \unev^  of 
(iicmal  health  s..;ri.'  Uuji^ties  {<^<K\ 


Unlike  the  geiieia)  nief>!al  health  prugr.uris.  tijr  lijscd        the  -^u  sey  d.jia.  res^\i[,.hcrs 

Community  Suppon  Pr-.^jiram  ^<^'1^1^>.  laujiched  \\\  vl^vuincmed  dram^lK  diUeuiKL'^  ^rUvvcn  ruiiil  and 

1977.  IS  designed  ^pcc^tk"ail^  K>  assist  States  and  urKui  .ircas  \\\  the  a\ailahilit%  ni  i'n.al  uipat^.enl 

local  commumnes  Jcnoinp  tonipieiiensivt  s)sienis  nv**hd  liealTli  services  Allno^t  luo  thirvis  nf  riie1n> 

of  care  fur  adults  with  scriou.sK  dis,ibhng  menial  ^  Muniies       pervt^iin  had  ^^[iv  kind  t^J  inpaiieni 

health  probieiUK  (W)  Ie^  gi>al  i^  to  piovide  eiiicr  sorvKes  jn  M^s3*  but  (inl>  1  ^  p^'r^^eiit  ^^\  nenjitetrfh 

gency  care  while  helping  tile  Jndivkuial  rcMUegraU'  s^oufHh  s  h,j<l  t.KjljiK'v  that  otk^ca  suvh  ser\i^es 

into  tKe  commTunty  tt)  hnkvng  the  iiidKidual  with  n.vbio  1^-?)  {7i6)  Ser^^o  availability  aiming  non- 

fonmal  loD'^-tenti  support-— c.(i..  fiHjd  st.unps.  CMIK"  nieiru  L'lUJitjes  t*K*>  v.iried  ennmiousK  \nnhiig 

services — and  enhancing  tnlbrmal  su'^portive  iier  nunmetju  t<Hjnties  vuth  uiImh  popuiaUons  {h\  llie 

work^suf  families  and  ^^clld^^)  Thepr(*granid(H,'snor  ( Vnsus  dt'ljiuiumj  of  nn^ie  ihiin  JO.(KK).  '>4  percent 

specifically  t;u*get  rural  iueas,  but  several  ruMl  Iiad  inpatjetjt  HH'ntal  healih  services  In  sl.tfK  w^n 

communities  have  CSP  projects  and  may  i^en^ti?  iiasK  onK  7  pt^nent     the  Z^     nonnjeiw>  tountu^s 

from  its  focus  on  integrated  care. eousmner  mvo!  .e  ^vrlh  situdlet  urLau  [>opu[.jitiui^  iuid  inp^aiont 

ment,  and  community  oiiueach  i-  e^  \  '^<K>  ■ 

  * 

oO>ef  mcnui  lie^iUh  v^wtcti 

^Tlli?  1 1  Swrcs  were  C  filf^i^l^li^  t  jCiJI^'Is^  h^'-^i  K.i,     .   Mtur            Mi^..  .it.j  j   M.     i.if       J  T.itfc  i  T  t  ik ,  - 1         -  ,      i        \'  P  p*   '  ♦ 
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Box  !6*A — The  Rtiral  Mental  Health  Demon\tration\ 

The  four  RuraJ  Menral  Health  Demon<>rrarions  were  dei>igned  to  asMsr  Srate^  m  dcvel^^pmjt;  .ufiipr^^lRn  ivr 
mental  health,  healtli.job  retraining,  anJ  emplovme>it  5er\ii.v'i>  to  rural  Lommiinitic^  Althvm^lj  all  iiLi^luiit.  J  StJK 
and  local  coniponents«  thcj  had  vef>  different  emphai>e^  An  evaluatum  of  tik*  !uur  Jt.mon.^[Tatioij  piojtttc^  ft^ 
completed  in  Januar  1990  (/^7j. 

lov\fa*s  State  component  included: 

•  interagency  collaboration  (e,g..  with  a  State  interagency  rural  crisis  effoii). 

•  knowledge  development  (e.g.,  a  survej  of  the  *>pccial  services^  being  pn^vuled      C\\\\i\  rural 
populations,  a  mental  health  needs  as<>essment  based  on  a  .surve>  of  rural  lowant  J> 

•  training  programs  le.g.,  workshops  for  school  ^ounselor^  and  mental  health  jnd  .tlhc^l  prolti-.^ioiui  .^  and 

•  technical  assistance  (eg.,  to  the  Agni.ultural  Extension  ServKe'>^  rural  ^juItuimi  jnJ  ^.oUfistlm^  t^fo^fjiin 

At  the  local  level*  Iowa  placed  profe<><>ionals  or  parapiuftsMonahdirectl)  jn  th*;  t^^niniunitj^  >  strvtJbv  I'lvt;  CMIIC^ 
to  develop  comprehensive  outpatient,  consultation,  and  education  -ervKes  i  "^^4} 

M\nnesoia*s  Stale  program  included: 

•  an  interagency  State  Advisory  Comtniitec  i\\hJt.h  includetl  both  mental  health  ari.J  ^i^TKUitur-.  ^  tlKi.tU' 
«  technical  assistance  to  the  local  demonstration  efton$«  and 

•  the  dcvelopnifint  of  a  vjdeotapeon  the  prubleniA  of  rural  women,  w,hii_h  ^^j^  u^d  at  a  kkv  MfJI^^ufJt^^  w  tt  >t 
the  va'\  of  teleconference  lechnolog>  tur  hv>ldin^:  incermgs  among  dispersed  tin^ups 

At  the  local  level,  the  State  fumkd  nutreaib  ■  ^xjTJmators  .it  thrcv  CMlK's.  ^^h^^  miplenicnt^  .i  ^  unMiltjiEoji  .x\A 
education  activities  in  ihtir  catchment  jreas     ^  .  a    peer  k'\.^r''  pro]L;rain  at  a  U^.j]  U\\i\\  st,\\^\A\  ^^4i 

Nebraska's  project  mcluded 

•  the  development  uf  eduLaltonal  niatenaK    ^  ,  a  jujuphiei  i>n  Mrc^^  iMana^eiLrjit  ti-r  nir  U  aJutt^  a  k       r  ^ 
guide  to  a  curriculum  for  fifth  gnider^  an  the  cniotMrial  asfvt^s  <rt  rtiral  UWi 

^  a  "contract  with  Intorclmrch  Ministries  nf  \cbrasjuj  t\>pro\  id'-  Irar^nu*  au.i  ^.-v^luiti' tij  ^-if^[\-u  \  w  ;]mt  ^m. 
paraprofessioTial  *.rr.  $  hofitne  and  field  ^,<^iiijseliiijr  ^.-Moris. 

•  a  confer^nc<'  ofi  rural  mental  hcaiih.  and 

•  a  data  cCjUwiiori  and  bt*=-Tature  rcvicw  cK^m  \  '  appiai^c  str  ii-jtics  tt>r  st?>  iv(,  .  [tut -^r.itioii 

The  Uks!  direct  ser-r.x  (.onip^^urni  ihe  pn^cvl  in^ludcil  ikJitraiUrionai  nit>iir!s  ,  \  nH-ntal  h^ahl!  .at'  a 
"c:rcujt-ndmg  ■  mental  bcJtli  pri*iesMt>iial  ^bj  tout^jJanK  rtj  tlire<  pfjinai\  ^itrt  pi»\  j.iji-^  ^th^  t  ^  r^ud  <t  luk  j>'  i! 
hfaiti*  profes<>!onj)  ioi^^atcd     a  central  '  \\\  /Vhorj  (  v^'ter'  ^^fn*  p^Anlt^J  si  viv  v.     ^j[iMKsst.'d  l.inocp  ■  '  ^  i 

partK  ipak  ^  iitafcdcvcl  jcnv»j:c^  wcr-  Ijmjted  t-.* 

•  ihcde*  jlopment    t,■du^af!^^ru!  njalcriaiMc      <  .I.Kvton     Si.*    :r.,,i.   .  .    ,-1       \  ■,r 
aud  a  pamphlet  and  \  \\>  videoia{>c^  ori  rtirai  rm-jU.t'  iK-alib  Jt-pK  ir^d 

•  thodcvdopment  ill  mat.vials  toa^ssist  tliu  CAlUt  \    Lli'sij^tisnji  Iht'ii      i' ;  '   i.-      ;        i         .  • 
survey  and  a  Mirv'v'V  oi  pubht  ^crvic^.*  proMdt^r-.     .r-^arcno^^  of  (  VJM^     ^  ^  i_ 

The  k)c.  I  projcds  ai  the  H»  panu  jpaiiaj;  CMMt\  i^u  ^iJ*  iJ  ?;-hjtat*onai  ^isTiMt-  .  .am^^i  .if  ^r.:  ^  k*  .  i  . 

stress  w<jrkslK>psJ.  i  i>nsj;j(at»o;i  and  education  aui  *  .f ^  ii>r  art-a  buiiun  t  rruL  l  u  r  .  y  \  f 
educators  and  law  enforccmcmprt^k'sMonah  ti>f>'li>iisv:n  .invlcr^tan-i^md  (ik^  ,  ta.  t  invni.i  :^^  i;  m 

adolf^sccnt^).  eMal>hdHncr/i  Ctf  pt-er  ssif-.p^n  jrunips.  Jf>.i  hi-.'  t  ^tr^  t^:^  *yxn^.\tJ  t.  ■■  .  .  i.c  i  ^  i'^  i  m^-'  ir, 
office)  OMf 


GcntTal  aci.  .arc  ruiainutMtv  bo\p;i^tis  H^e 
mor^t  conmcn  providers  of  mp^Uicnt  iricnt^i  b(\Mtb 
service?,  i2I6).  Nonetheless,  rural  jcutc-carc  com 
munity  hospitals  have  h^a  sbort-femi  psvchiatJK 
inpalientbedstlian  do  urban  hijsp*tals(avc\a^'if^^i  ) 
V.  5  9  beds  per  hospual.  respt-  trvtdv/  arni  .h.^ 
relationship  holds  irue  for  bos^ntals  t'st  r\  s/^. 
catecory  i62S). 


hcjilli  ^ei  ."<<     1^  u\U' H  T^ii'K^  tittliviil" 
lorai  x*jc.is  Vii  '.  i^iils  ai-  k  '\  ih.iw  .jiJ^iri 

tvttj^FV,    -'L'lr^nos    J*IT    %tRrr        S  J^:  ^  (  s' a  ttie  .  .Ui 

n,ino  Acr  in  >  -^m  In  .  M-idv  (  ^  !^  di.  b  *  j  , 
sCI  iunsj>^  NlOULi'.^  j}'    Ijk  i*!s  A  ;    <  ■  .rt  /  t  ■  1  i  <0  .»  i 
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lBb\o  1Gs}-^npatlont  Mental  Health  Services  and  Beds  by  County  Type,  1963 


Humb«r  <p«rc«rit) 

Efttiin«ted  diedifm  t)unib«r 

Average  ni*niber 

of  countlefi  with 

of  inpatient  ttantel 

of  fscititios  with 

fiocnv  inpatient 

hoalL.i  bads  rer  countv 

sotne  i  np«t  i  ent 

HunvbAr  of 

m«ntttt  health 

Alt         COuntiea  with 

mental  heelth 

Count/  type 

counties 

9«rvic«s 

counties  services 

services  p»r  count/ 

Ail  counties   3^137  77*  (25)  0  52  2  5 

Metro  countlee   735  A66  (63)  29  120  3.5 

HoTvnetro  counties   2.*0  2  306  (13  )  0  20  1  3 

20*000  or  more  population..  292  156  (54)  U  20  13 

Adjacent  to  metro  aree   i'7  76  (52)  6  16  14 

Hot  «dj<icent   145  62  (57)  13  20  13 

2.500  to  19,999   1,325  l<i5  <ll)  »  2&  1-2 

Adjacent  to  metro  area   560  57  <10)  0  32  1  2 

Sot  Adjacent   765  66  (12)  0  20  12 

Fower  then  2,500   765  5  {<1)  22  10 

Adjacent  to  metro  area   221  2  (<1)  d  20  10 

Hot  adjacent   564  3  (<l>  0  22  1.0 


SOimCEi    H  O   Hag^nfeld,  H  F.  Goldsmith,       St.les  et  al.,  "lnpat.i»nt  Mental  Health  Servt(;e8  in  Hetropolitan 
and  HOnnietropolttan  Counties,**  Journal  of  Rural  CottittuTnUif  PitvcholOftV  0(2):l2-26i  1966 


four  urban  areas  studies  but  ranged  from  8  to  10  in 
the  four  rural  study  areas  (225).  Another  study  of 
CSP  participants  found  that  rural  clients  were  less 
likely  than  urban  clients  to  receive  needed  services 
(567). 

A  1979  study  assessing  mental  health  service 
needs  found  that  central  cities,  as  expecfsd,  were 
more  likely  than  other  areas  to  have  available  a 
comprehensive  set  of  services.  Catchment  areas  that 
included  both  metro  and  nonmetro  counties  also  ha^i 
relatively  high  rates  of  comprehensive  service  avail- 
ability. Surprisingly,  within  all-nonmetro  caichment 
areas,  the  least  densely  populated  areas*  were  a^tuall> 
the  most  likel>  to  contain  a  comprehensive  set  of 
services  (355)* 

As  is  the  case  for  inpatient  psychiatric  care*  rural 
acute-care  general  hospitals  provide  fewer  outpa- 
tient, emergency,  and  specialty  psychiatric  services 
than  do  their  urban  counterparts  (table  16-4)*  Psychi- 
atric outpatient  services  are  provided  b>  more  than 
twice  as  many  urban  as  rural  hospitals  (\4  v.  t> 
percent,  respectively)  (625)* 

Emergency  mental  health  services  are  particularly 
crucial  in  rural  areas*  Rural  residents  with  serious 
mental  illnesses  rely  more  heavily  than  do  urban 
reside'jits  on  crisis  services,  even  after  accounting  for 
differences  in  emergency  s^ice  availability  and 
need  (567).  It  is  likely  that  the  heavier  rural  usage  is 
related  to  the  lack  of  other  mental  health  services 


(567).  But  like  other  rural  services,  emergency 
mental  health  services  face  problems  of  logistics, 
staff  inconvenience,  and  costs  entailed  by  covering 
large  distances  (390).  Providing  on-sit*?  crisis  serv- 
ices may  be  especially  problematic.  Rural  crisis 
services  also  reportedly  use  fewer  techniques  for 
needs  assessments,  provide  less  public  education 
about  the  service,  and  provide  more  limited  training 
of  crisis  workers  than  do  urban  crisis  services  (390). 

Obser\ers  have  reported  that,  vmle  urban  areas 
have  a  variety  ofagenciesandorgaijizations  offering 
crisis  programs,  CMHCs  are  the  principal  rural 
providers  of  crisis  services  (390).  Acute-care  com- 
munity hospitals  play  a  smalJef  role  m  rural  areas, 
compared  with  almost  32  percent  of  urban  hospitals, 
only  17  percent  of  rural  hospitals  provide  psychiatric 
ci  lergency  services  on  site  (625). 

Substance  Abuse  Treatment  Services 

Alcohol  and  drug  abuse  treatment  facditaes  are 
lelatively  well  represented  in  rural  areas,  although 
rural  facilities  serve  a  disproportionatelj  small 
number  of  patients*  Seventeen  percent  of  all  treat- 
tTient  facilities  are  ii\  nonmetro  counties  (see  table 
16-5),  but  they  serve  less  than  14  percent  of  alt 
patients  (642).  Eight  percent  of  the  alcohol-onty 
treatment  facilities  are  located  in  nonmetro  counties, 
but  these  facilities  serve  only  5  percent  of  the  total 
pitient  population.  Possible  explanations  for  ^hese 
fjidings  are  that  rural  treatment  availability  u 


*Nomneuo  counties  iQ  which  lcs%  than  50  percent  of  Ihc  p^^puhtion  lived  it*  Ccnsos-dcTincd  orban  arca^ 

ERIC  4  8 
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Table  16-4— Percent  of  Community  Hospitals  Providing  Psychiatric  Services, 
by  County  Type  and  Hospital  Size,*  1 987 


Service 


6-2<(       25-^9     50-99     100-199  200-299 


Child  psychiatric 
services   0  13  5  1        15  8 

Geriatric  psychiatric 
services   16         i  7  6  ^        16  3 

Psychiatric  oroerSency 

services   7  7         6  0        U  7        27  9 

Psychiatric  education...     0.5         1  ^  6  0        17  1 

Psychiatric  conaultation 

and  li*i»On   3  9         3  7        10.3        19  4 

Psychiatric  partial 

hospitalization  3  8         I  Z  4  6  9  1 

Psychiatric  Outpatient 

services   2  2       2  6         4  5        9  9 

Cheoilcal  dependency 

outpatient  services  38        53  85  U.6 


29.5 

36  4 

53  8 

37  1 

37  9 
16.9 
24  2 
23  5 


6-24       25-49     50-99     100-199  200^299 


0 

4  5 


1  6 

0  3 


4  9 
1  6 


4  5       12  3 


J  3 
4  1 
11  5 


5  5  13  1 

^8  17  7 

12  7  32  e 

9  3  18  6 

14  6  27  1 

4  4  8  7 

5  8  12  7 
11  0  20  3 


24  5 

33  6 

SO  1 
36  4 

39  4 

17  0 

n  6 

29  1 


^Hospital  size  as  measured  by  number  oi  tntal  be<ls  Specialty  psychiatric  hospitals  and  hospitals  with  more 
H  *n  300  beds  are  not  included  ir^  this  table  The  number  of  noTictetro  hospitals  in  the  latter  cat<*Sory  is 
W  ly  sioaii 

SOURCE*    Office  of  Technology  Assessment*   1990      Data  fro::i  the  American  Hospital  Assoc t ation '  s  1987  Survey  of 
Hospitals 


Table  16-5— Alcohol  and  Drug  Abuse  Treatment  Faciiities.  Location  and  Faahty  Orientation,  1987 


Facility  type 


Location  and  facility  function 


Alcohol 
only 


Combined 
alcohol  and  druS 


Total 


LuBO  rntro  «ro^  (populaticiD  »ro  Uian  1()0«00D) 


Treatment. ..... 

1.3&3 

2.47<» 

3.662 

Prevention/ education 

867 

2.122 

2.989 

Other  

7;e 

1.SZ2 

2.298 

OtbeiT  Metro  «re«« 

Treatment  *  * 

177 

752 

929 

Preveittion/educatton 

14  ^ 

76q 

Other  .......  . 

ina 

4 '8 

580 

Treatment.  -  ■ 

138 

830 

976 

Preven  tion/ educ  ation 

iia 

716 

834 

Other  

487 

S54 

SubtoUa 

Treatment 

l.fi^JB 

4.069 

5.767 

Pr  ove  nt  i  0  it/«du  c  at  X  on 

1  130 

3.462 

4,^92 

Other ... 

2.467 

3.432 

Total  Cunduplicated  count) 

2.112 

;*.^'6 

7.458 

SOU^'CZ      U.S.  Department  of  Health  and  Human  Services.  AUr^bol.  Drug,  and  Mental  Health  Administration 
national  Institute  of  Alcohol  Abuse  and  Alcoholism,   unj     i  i  sh**ii  dat^.  fror^t  the  National  r^ruS  anc 
Alcoholism  Troatjnont  Unit  Survey.  Oat    30*  1937 


greater  than  demand,  that  rural  facilities  aie  smaller 
than  urban  ones,  or  that  rural  residents  are 
willing  than  urban  residents  to  seek  help  for  menial 
health  problems  or  from  local  facilities.  Rural 
residents  are  slightly  underrepresenied  irx  substance 


abuse  fd^thties  as  ^  whule  Mental  health 

i,entcr&  te-g-'  CMHCa )  are  (he  most  common  sites  for 
<ilt.ohoI  treatment  in  rural  i-ommunitics,  accounting 
for  42  percent  of  the  alcohul  treatment  caseload 
{642). 
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Teble  16^6— Percent  of  Alcohol  end  Drug  Abuse  Tre^ment  Fecllitles  Pr^vfcflng  Specified  Services, 

by  County  Type,  1987 


F4£ility  location^ 


Service 

Largo  metro 

Othe*  metro 

tfonmetro 

Hotline  

30  7 

6 

Outreach  services  

  Ut.Z 

53  A 

62  a 

Early  intervention  services   

51  U 

61  I 

Qifployee  assistance  program 

31.1 

^0  0 

6 

Teen  suicide  prevention   

P. 3 

li  7 

Self-help  groups  

65.7 

5^  5 

57  9 

Transportation  

le  8 

20  3 

19  e 

Crisis  intervention      ■  ^ 

^7.7 

60.3 

69.8 

*Larft«  metro  "  tietropoli'an  ar^as  of  tnore  than  lOOtOOO  resldentsp  other  metro  *  all  Ctther  metropoll  .an  areas* 
nonmetro  "  all  noir^'^ietrot^olitpn  areas. 


SOURCE:  U  S  Department  of  Health  and  Htiman  Service*!-  Alcohol-  DruS.  and  Mental  Health  Adjtilnlstration-  Na- 
tional InstLtvte  of  Alcohol  Abuse  and  Alcoholism*  unpublished  data  from  the  National  Pr^s  and 
Alcoholism  Treatment  Unit  Survey,  Oct.  30,  1987 


Teble  16-7— Alcohol  Treatment  Facilities  by  Client-to-Counselor  Retios  end  locetion,  1987 
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Urban  and  rural  substance  abuse  treatment  facili- 
ties have  different  service  patterns  (table  16-6) 
i642).  While  facilities  in  urban  are^is  are  more  likely 
to  offer  self-help  groups,  a  larger  proportion  of  rural 
faeililies  provide  hotSne  services,  outreach  servicos. 
early  intervent  on  services,  leen  suicide  prevention 
services,  and  crisis  jnt'.-rvcntion  Compared  w»th 
urban  facilities,  rural  alcohol  treatment  facilities 
have  slightly  better  counselor-to-client  inpatient 
ratios,  but  w    ^e  outpatient  ration  ttable  16-7)  (642) 

Rural  acute-care  hospitals  tire  Ic^^.s  likely  than 
eqiiivaiently  sized  urban  hospitals  to  provide  alcoh4)l 
and  chemical  dependency  outpatient  ';ervices.  Only 
9  percent  of  all  rural  hn.spitak.  compaied  wtlh  ^f* 
percent  of  urban  hospitals,  provide  outpatten?  suh 
stance  abuse  Jiervice.s  <see  table  16-4)  if}2.^) 
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Tremh 

Tuo  nf»tiih]c  changes  in  men(;i)  hc;iltb  .services 
{Atn  piace  since  the  implementaut^n  ot  the 
block  grant  First,  C  MHCs  have  tende<.l  to  empha- 
size *;ervices  that  can  be  billed  on  a  fce-for  jiervice 
basis  and  are  c<wered  by  thmi-piuty  payers  (eg, 
one-on  one  psychiatric  tlierapyJ  A  survey  of  36 
ujban  an^i  rural  CMHC  administrators  from  ^  States 
found  that  they  had  r<rduce<l  services  and  training 
after  the  block  grant  went  inr^  eflecJ.  one-hulf  had 
increa,seU  billable  services  and  fee-;  to  cover  the  loss 
of  Federal  resources  i/^^.^)  A  audy  examining 
progriUTimmg  ininnatmns  ir  rural  CMHCs  ni  12 
Midwestern  Stdtes;  conc  luded  thtu  die  CMHCdircc 
t<>rv  i^cre  m>  concerned  utth  bilUible  hour,  and 
tees-fi^r  service  th^ii  the  rolaiive  heiiefMs  ot  case- 
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Table  16*8— ^ercent  of  Rural*  Community  Me  tai  Health  Center  Directors  Who  Expended  Efforts  on 

Program  Innovations,  1966 


Ef£o£t  expended^ 

F^Srao  d  Ion 

LlttL«  or  none  Soono 

Mod^rotd  or  heavy 
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10 

13 
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76 
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71 

11 

17 

61 

IS 

20 

59 
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2ft 
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50 

21 

2S 

4S 

20 

30 
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2S 

2ft 

47 
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p«opLe  and  outeide  o£  a  metco  araa,  and  2} 

caniara  ifhoaa 

caichaont  areas  included 

laiS^  portions  outside 

:^uch  areas. 

^OKS  add  to  less  than  lOO  pftreent  because  some  respondents  did  not  provide  d«ta. 

SOURCE.    J.  Mernieletein  ^nd  ^.  Son^iet,    Factors  InfUeneing  the  Daciaion  To  Innovabs.  The  Future  u£  Cooimjnity 
Rasponsive  ProsramniinS- "  JoPmal  of  Rural  CofrxBmfiitY  PsYchology  f(2):61-75-  198$, 


finding  programs,  such  as  hotlines  anJ  support 
groups,  were  overlooked  as  a  potential  strateg)  (oi 
increasing  utilization  and  income  {383),  Fewer  than 
one-hJf  of  CMHC  directors  reported  expending  anj 
significant  efforts  on  support  groups,  self  help 
groups,  anJ  crisis  hotlines,  anJ  only  a  little  more 
than  one-half  expended  any  significant  efforts  on 
crisis  intervention  or  service  coordination  (table 
16-8). 

SeconJ,  in  accordance  \^ith  buth  Federal  and  itaie 
policies,  CMHCs  ha\e  tended  to  emphasize  servji.es 
for  persons  with  severe  and  peisistent  mental  illacii 
at  the  expense  of  services  for  the  le^s  seriouMy  *jr 
less  chronically  jIL  Dowell  and  Ciarlo  founJ  iliat 
prevention,  education,  and  consultation  .servjces 
were  the  first  services  to  b<*  cut  after  the  block  grants 
went  into  effect  {174\  Another  post-b  lock-grant 
survey  found  that  all  three  of  the  highest  ranked 
priorities  of  mental  health  program  directors  focused 
on  services  for  the  chronically  mentally  ill  {5). 
Perhaps  because  of  this  shift  in  emphasis,  many 
CMHCs  were  ill-equipped  to  deal  with  the  increase 
in  acute  mental  health  problems  associated  with  the 
farm  crisis  of  the  early  1980s  {383). 

The  shift  to  increased  ierviccs  fur  bcn^jusl; 
mentally  ill  patients  was  accomplished  b>  an  m 
crease  in  outpatient  and  partial  ho^pitahzation  r.ithcr 
than  through  an  increase  in  residential  anJ  other 
inpatient  care.  After  **djusting  for  inflation,  State 


mental  health  program  expenditures  ^  community 
iicrvices  increased  bj  10  percent  between  1981  anJ 
1985,  while  mental  hospital  cxpenJitures  Jecreased 
b>  nearly  5  percent  {540).""  A  survey  of  71  CMHC 
clinical  directors  found  that  the  greatest  expansion  in 
services  during  1983  and  19S4  wa^m  daj  treatment 
and  partial  hospitalization  {304), 

Rural  CMHCs  in  the  1970s  were  more  dependent 
than  urban  ones  on  Federal  support  (67),  and  aiecent 
analysis  found  no  reason  tc  believe  that  the  situation 
had  mged  {423).  Whatever  the  trends  in  their 
finani^ial  support,  rural  CMHCs  seem  to  have 
le^ ponded  through  retrenchment  rather  than  through 
innovation.  A  survej  of  Stale  mental  health  directors 
^urvejedin  themid  I980i  found  that  these  directors 
listed  the  development  of  model  rural  CMHC 
serv  ices  a^  second  to  la^t  in  a  list  t>f  62  pnorities  (J) 

Other  Issues 

One  rural  service  problem  is  the  lack  of  awareness 
among  rural  residents  that  mental  health  services 
exist  and  can  be  helpful.  Flaskenid  and  Kviz 
surveyed  3*057  residents  of  rural  counties  in  six 
Midwestern  States  and  found  that  fewer  than  one- 
half  kncv^  of  iivjiKtble  treatment  i^entcrsand  service^ 
fur  mental  health  and  sub.stani.e  abuse  problems 
\I9i}.  Fchr  and  Tyler  found  that  <*nlj  40  pcKCni  of 
rural  North  Dakota  .survcj  rcsf  mdcnLsknew  of  the 
menuil  health  wlinic  that  served  ib*'ir  uatJimcnt  iirca 


'  jfigMics  uidudc  both  urban  ^md  rural  arca-t 
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iJ89).  Even  in  communities  where  the  clinics  were 
located,  only  52  percent  of  residents  were  aware  of 
services  (IS9X 

An  initiative  in  Illinois  reported  some  success  in 
improving  awarenes  s  of  mental  health  services  -  This 
State  program  used  community  education,  a  crisis 
hotline,  and  outreach  ux»il£jers  with  farm  experience 
to  i^ach  farm  families  under  stress  (119).  The 
program  coordinators  decided  to  operate  the  pro- 
gram separately  from  the  local  CNfflCs,  a  feature 
that  initially  engendered  considerable  opposition  to 
the  program  by  some  CMHC  directors  (119). 

Transportation  for  both  clients  and  professionals 
is  a  serious  rural  mental  health  service  issue. 
Although  catchment  areas  are  no  longer  used  for 
Federal  purposes,  many  States  continue  to  use  them 
for  funding  and  service  requirements  {105),  The 
average  size  of  a  rural  catchment  aiea  ranges  from 
5.000  to  17,000  square  miles  (depending  on  the 
definition  of  rural).  The  Federal  mandate  for  these 
areas  to  comprise  at  least  75^000  people  resulted  in 
such  large  service  delivery  areas  in  some  States  that 
other  legislative  requirements  for  accessibility  and 
condnuity  of  care  became  difficult  to  meet  for  many 
of  the  most  rural  areas.  One  catchment  area  in 
Arizona,  for  exarr^le,  is  over  60,000  square  miles. 
One  in  Montana  is  50,000  square  miles,  and  one  in 
Kansas  covers  20  counties  (13  of  which  have  no 
town  with  over  2,500  residents).  Some  rural  dis- 
tances were  so  great  that  continuity  of  care  and 
foUowup  services  were  virtually  impossible  to 
provide. 

Difficulties  in  obtaining  mental  health  care  confi- 
dentially can  also  act  as  a  barrier  to  services  {356), 
particularly  for  rural  youth.  A  survey  of  adolescents 
in  a  small  town  in  the  Midwest  showed  a  preference 
for  speciali7^  cUaics  over  private  physicians' 
offices  for  particularly  sensitive  matters  such  as 
contraception  and  substance  abuse  (149),  Adoles- 
cents also  prefer  not  to  be  accon?)anied  by  parents 
when  they  seek  health  care  for  problems  like 
depression  (381), 

Other  problems  for  rural  mental  health  service 
delivery  include  communication  (e.g.^  high  tele- 
phone costs),  large  numbers  of  patients  who  cannot 
or  will  not  pay  for  care^  difficulty  in  recruiting  and 
retaining  mental  health  professional  s«  and  a  lack  of 
suitable  service  models  (458), 
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RURAL  MENTAL  HEALTH 
PERSONNEL 

Mental  Health  Professionals 

A  study  of  professionally  trained  mental  health 
personnel  (i.e.p  psychiatrists^  Ph.D.  psychologists^ 
social  workerSp  master's  level  psychologists)  done  in 
the  early  1980s  found  that  there  were  more  counties 
without  such  professionals  than  there  were  counties 
with  at  least  one  type  of  mental  health  professional 
(1,68?  V.  1,393)  (figure  16^1)  (324),  Counties 
without  mental  health  personnel  had  lower  educa- 
tional levels  and  were  '  *more  rurar*  than  those  with 
providers. 

The  uneven  diSj^TSion  of  mental  health  profes- 
sionals is  most  notable  for  psychiatrists. 

•  Although  both  urban  and  rural  areas  have 
experienced  recent  increases  in  numbers  of 
psyciuatristSp  the  number  of  non^Federal  psy- 
chiatrists per  100,000  residents  in  rural  areas  is 
still  less  than  one-fourth  the  urban  number  (3.6 
V.  15.9)  ^.^b:e  16S)(686), 

•  In  198'^  61  percent  of  all  rural  residents — over 
34niillion  people — lived  in  designated  psychi- 
atric personnel  shortage  areas  (665). 

•  Staff  psychiatrists  are  less  likely  to  be  found  in 
rural  than  in  urban  general  hospitals  of  aU  sizes 
(table  16-10);  over  90  percent  of  the  Nr*'^ion*s 
1,890  rural  hospitals  with  fewer  than  100  beds 
have  no  psychiatrist  on  staff  (625). 

•  Rural  residents  travel  for  substantially  longer 
times  to  visit  psychiatrists  than  do  urban 
residents  (averaging  33  v.  24  minutes,  respec- 
tively) (644), 

•  Living  in  a  rural  area  reduces  an  individual's 
probability  of  seeing  a  psychiatrist  by  more 
than  30  percent  (548), 

Psychologists  are  also  apparently  diiproporuon- 
ately  distributed  between  urban  and  rural  areas, 
although  national  data  are  lacking.  One  smdy  of 
psychologists  who  received  their  doctorates  from 
programs  supported  by  the  NIMH  between  1968  and 
1980  found  thaf  11  percent  were  practicing  m 
communities  of  fewer  than  50,000  residents  {540), 
In  contras^t,  of  psycliologist:^  who  were  trained  m  the 
20  existing  rural  mental  health  programs,  or  who 
expressed  an  intention  to  obtain  rural  traming,  24 
percent  worked  in  small  communities  (546), 
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Figure  l$-l--GQographic  Distribution  or  Countms  With  at  Least  One  provider  and  With  No  Listed  Provider 


MOTE:  Count{»A  with  at  la^st  one  provkk*^  are  Gha<M,  thc^  with  nc  llsti»d  providers  dr^  unshaded 
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Master*  s-lev  el  cUmcal  psychologists  are  le&s 
niimerous  than  Ph.D.  psychologists,  but  they  are 
more  evenly  distributed.  An  extrapolation  of  data  for 
the  10  States  with  the  largest  rural  populations  found 
that  the  average  number  of  docioraMevel  psycholo 
gists  per  1(a/,000  residents  was  14,  compaaid  with 
19.0  for  the  total  population  (57/).  The  average 
number  of  mastu's-level  psychologists  in  these  10 
States  ivas9.2per  100,000,  conq)ared  with  10.1  per 
100,000  for  the  entire  United  Slates.  (Many  master^ 
level  psychologists  have  a  limited  scope  of  prav^tice 
or  must  work  undei  supervision.  OnJj  three  States  - 
Minnesota,  Vermont,  and  West  Virginia — permit 
master' s-level  personnel  to  hold  licenses  as  inde- 


pendent  pf>ychologJ&t&  practicing  outf>ide  the  educa- 
tional system  {155a).) 

A  preliminary  study  of  m  State;>"^  found  that 
f>0(  al  workers  are  the  most  widely  dispersed  mental 
health  pra^titiunei  gioup  in  low-income  rural  areas 
and  are  more  UKelv  than  eiiher  psychiatrists  or 
l^^ydiulogists  to  *.hoosc  to  practice  in  thei^e  areas 
(table  16-11)  (416).  In  about  25  percent  of  all  the 
v^ounties  studied,  social  workers  were  the  only 
mentfU  health  pro\ideri>.  Furthermore,  a  f>ubstantial 
pEopuTlionof  L.ouii£iei>  ^ith  no  mental  health  prov id* 
ers  were  contiguous  with  counties  served  onJ>  by 
social  workers  (4/6). 


'inois,  MachisoiU  Oklahoma  Texas.  Flonda.  and  Wcsl  Vir^ginia 
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Table  16^9— Non*FeuerBl  Psyctiiatrlsts  by  MetropolHarv 


Notimetropotitan  Location,  1975  and  1988 
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Fl  1*  ( provid(*d  hy  H 

A  study  of  the  Nebraska  commnnuy  mental  hcdltii 
workforce  between  1981  aLd  fouiui  that  ruraJ 
centers  relied  heavily  on  masttr\^  Unci  pioto.sstoir 
als,  while  employees  in  urban  centers  were  predomi- 
nately bachelor's  level  and  below  {5SJ)  Although 
there  was  a  substantial  decre.i>e  *n  rural  staH  <lurin^ 
the  period,  the  decrease  was  inosti;  m  nonnii-diLtii 
staff;  tlie  number  of  full  tJine-equivaU-ni  me<!ucti 
staff  did  not  decrease  significantK  (5s'^  ^ 

hii^eiiharl  and  Ruff  visited  !(>  int*iual  healili 
centers  and  concluded  that  urban  and  mral  *  *:nUi\ 
health  professionals  provide  ditf<:icnt  M:r\ue\  to 
clients  US2).  They^ound  fhat  rural  mc-ntvU  heallb 
professional'*  had  ro  per*brn)  a  gn  aler  variety  ot 
tasks,  accept  a  less  siru:tured  environment,  dcat 
with  mcje  vTisis  suuafions,  respc^tid  lo  {>thei  staft 
members*  needs  and  concernss  and  develop  a 
sensitivity  and  commitmem  lo  the  loc  a!  ctmimnnity 
In  contr^'^it.  the  urban  menial  health  pn»tessjonat  wlis 
able  to  concentrate  on  developing  specialized  skills 
(e.g.,  treating  behavioral  disorders)  and  focus  more 
on  professional  issues  such  as  publishing  artieles 
and  continuing  education  {1H2)  The  different  style 
of  care  required  in  rural  eommiinities  may  discour- 
age psyehiatrists  and  psychologists  from  ehoosm^;  a 


rural  practice  unless  tliey  are  framed  to  contend  with 
the  uniquely  rural  needs. 

Isolation  adversely  affects  recniitmenl  and  reten- 
tion of  mental  health  professionals  in  many  rural 
communities  (163^33).  The  isolation  of  some  iiiral 
mental  health  professionals  can  spav.'n  strong  inter- 
dependent relationships  and  innovative  airange- 

V  nts  among  colleagues.  In  conimimities  without 
p..ychiatrists,  for  example,  the  primary  care  physi- 
cians who  must  authorize  tlie  medications  for  their 
mentally  ill  patients  may  consult  with  their  local 
psychologist  colleagues — who  are  prohibited  from 
prescribing — regarding  information  about  the  medi- 
cations (?//).  In  other  areas,  centrally  based  psychi- 
atrists may  provide  substantial  amounts  of  services 
through  telephone  consultation  to  rural  therapists 
and  nurses  on  site  [247).  A  piin-time  satellite  clinic 
staffed  by  a  group  of  nonpsychiatnst  health  prt>feS' 
sioiiah  with  some  spec-Hty  expertise  teg.,  family 
services,  tlie  chronKaiiy  mentally  lU)  proved  suc^ 
(.essful  m  enhancing  service  availability  and  mmi- 
nu/iii>!  nrofe.sMunal  isolation  in  Mamc  [120} 

I  ike  otlicr  health  professu^kiiilx  ruial  mental 
htMbit  profk  ssionals  often  must  hcx(?me  ^lentraljsts 
\!S2jM.45S}  They  may  need  to  tlevelop  leeh- 
j^kjues  ^01  eommunily  outreach,  inonjlor  persons 
Will"  i'hr.jRK  illness.  vi>ri.suJ[  ^ith  icacher*^  to  bei}* 
Juldr.'ii  .n  disness,  or  develop  training  niovlulcs  foi 
sir^-ss  ni  ([lavement  Moreovt^r.  in  rural  ;irL\i\  mer.;al 
K  aJtlJ  pn^\"ssu>n.tK  must  become  part  of  tlu"  com- 
nn<nit\  ir  h.*  effvsti  'c  i2S4)  The  o\erlap  between 
[M.f  soiial  M}A  professHinal  roles  tan  lead  to  burnout 
auvl  v,4*ni!i^ts  bct\\ecn  pri>tcssu^juii  impaiHulit\  and 
\n.  I  si);ial  ^  f  i^r  tht*  pittJt^rjt.  tins  eilap  is  vdso 
Hi  jsMio  b'.'Lausi^  Lhe  etle*,ti\ eness  ol  mmr^t*  he*tlth 
ir-ijarnioni  ^s  nt'ej)  Jv|HJident  ijTi  iin\  ri\iujr.r  aiul 

V  uM[jdenna!^t\ 

Tulaki-s  a^<l  fX'tii:ennk  c\anmied  du-  st^rvucs 
f^ro\  idcd  Eii  Slate  lundal  luial  and  ujImh  (  MH^  in 
WasbmiiFoii  Siati"  {4<J7\^^  Thc\  toutid  that  uira) 
iiieiapi^i'-  wvK*  uii^rc  likelv  to  be  gcntrabMs  lsp<^nd 
mj!  iiine  m  t\^o  i^r  more  at  Mvitiesh  while  uihan 
t^RTl^[>i^fs  urif  luofc  sjx\mli/t\f  (\>mp:i;t\I  \^it!i 
urb^ui  tlKT.ipisis.  luial  therapists  spent  more  Onie  iit 
\iipport  scr\  K  (*s  ^  .  advfKMe\ .  R\'iJidkoe|>m>i>  bin 
*.v>mparabie  unie  tii  indirect  st-rvucs  *e  i'  .  pi  mix 
XiiMi.  ioJKutralioiL  ^*d>i+ :L:'*Tn   In  [>i>ih  rtir  il  anil 


n  "Rurar"  and  "urban"  \nreicadmcUhv  i^uumv  popibrim  Kurjil ,  t-nitf^  wi  n     at,  i  \  u  '     •  ji.].hj'  .sir  ^  ,  jei^jiu- jci  i><  j.hmIi-hj  .-a.-.   ' 'if 
and  urban  ctnicfs  were  located  "i  1^  Cc^Jim^unttit.*^  %>iib  jxhmc  rhju^l^  (Ks{)  ri*^t.l(  lu. 
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TabI©  16-10— Average  Number  of  Mental  Health  ProfessJonals"  in  Community  Hospitals,  by  County  Type  and  Hospital  Size,  1987 


Hospital  size 

Metro 

Nortmetro 

Social 

Soc:^*^ 

(nuixiber  of  beds) 

Psychiitri-Sts 

Psychologists 

workers^ 

Fsychiatrists. 

Psychologists 

Total 

6-24  

0  3 

0  0 

0  I 

0  ^ 

0  C 

G  0 

0  1 

0  1 

25-49   

0.6 

0  0 

0  3 

0  9 

Q  1 

0  0 

0  3 

50-99.  . 

1  0 

0  1 

0  7 

1  S 

0  2 

0 

0  ; 

C:  ^ 

100-13S.. 

3  0 

0  3 

2  J- 

^  J 

0  S 

0  1 

1  ^ 

2  3 

200-299  

6  3 

0  4 

^  Z 

.\  0 

Z  i 

1.  z 

2  e 

Total , . 

3  ^ 

0  3 

2  2 

S  9 

0  ^ 

■J  c 

J  s 

I  ? 

U300  b«ds> 

^Includes  both  luU-^    ^  and  pftrt-*ma  p©rs,nnel  v^ot  full-time  equivalents,  part-timf  st^ff  ^re  wfl;jjht.*d  rhe  sarti^^  >s 
j^Fxeures  for  psychtatrisf  ^z<j  tor  'uLl-tiroe  statf  only 

^Social  workers  may  hold  positions  not  associated  with  the  provision  o£  mental  health  ^lervices       ^     .nschari^**  [1  .ii.r,  .-j?  i 

Total  includes  *U  full-time  psychiatrists  ^nd  all  lull-  and  Tart-tmo  psycho losi?>ts  ^r,d  soci<n  workers 
SOURCE;    Ollice  ol  Techno* oay  ASSGsstnent ,   19a9,    Data  (xotti  A  erit«n  Hospital  Associatno^  '  ^  iS-B?  Sutvt-v    ;  ^L.^j  ;t 
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Table  18-11— Perc«nl  ot  Counties  Served  by  Mental  Health  Providers  In  Six  States 


state 

Paychlatriftt* 
pftychol'V£lat  and 
aoclal  worker 

Psycho lofiiat 
and  Aocla! 
worker  only 

Social 
worker  O'Jily 

Other 
CMiiib  ination^ 

Hone 

Illinois  

19 

33 

13 

6 

Michigan. ......... 

  43 

27 

26 

i 

1 

Oklahoma. ......... 

..   .  Ifi 

14 

34 

50 

u 

Texas. ........... 

.  ..  19 

10 

26 

40 

3 

Florida  

52 

9 

5 

16 

IS 

Weab  Vlfsinia. . .  . 

  3/ 

35 

26 

4 

6 

^Prlntafily  paychl»br:sb  «nd  aoclttl  worker. 

i;;OURCC:     Nfttlonal  C^r.tuf  for  Efocinl  Policy 
HaaLbh  Provldors;    A  Pilot  Study." 

and  PracttC^p   "Rep^.-t  ot  the  Goo&rephlc  Dlatr^b** 
Ut:publl3hed  manxiftcnpt ,  Silver  Sprinfip  liD.  July  198/, 

or;  ot 

urban  communities,  individual  psychotherapy  v*a^ 
the  direct  service  most  frequently  provided,  and 
family  and  group  therapy  were  provided  at  roughly 
the  same  level  across  communitier'  ^497). 

No  single  office  at  NIMH  has  responsibiUt>  lor 
mental  health  personnel  i&sueb.  The  Health  Re 
sources  and  Services  Administratiou  (ITOSA)  ha^ 
die  administrative  capatiJity  to  identify  mental 
health  shortage  area  de&ignatioiu.,  but  nauonal  data 
sr'jrces  describing  nonp&ychiatric  mental  health 
^c^essionals  and  the  locations  of  their  practices  are 
not  available  (except  or  professionals  who  wurk  in 
special  zed  mental  health  facilities). 

Other  Rural  Mental  Health  Providers 
Primary  Care  Physicians 

Mental  and  physical  he^th  care  s'"  ^ms  are 
interdependent  in  both  rural  and  urbar.  t^as.  Pri- 
mary medical  care  is  an  impcrtant  part  menral 
health  service  delivery  because  primary  care  physi- 
cians and  clinics  are  the  fir:t  cor  "ct  in  the  care 
systcin  for  many  patients,  they  ofte  assume  long- 
term  rcipon  .'bilit^  for  the  care  of  their  patients,  and 
they  cAfi  help  to  integrates  services  for  tlie  patient  (2). 
Only  19  percent  of  respondents  ;o  a  z^u  ^ey  of  ninl 
North  Dakota  residents  hsted  menta'  hei**th  sci\:ct  * 
as  their  first  choice  V  treatment  for  '  ^nennil, 
nervous, or  erotional  problems/'  ^vhilc  phys?':  ^  *s 
were  -  nked  as  tfait  first  choice  by  50  percent  of  the 
respondents  {189).  For  seriously  rrentally,  ill  pa- 
tients on  IcHig-term  drug  tha:apy  in  rural  arf>as, 
primary  care  physicians  may  be  the  only  persons 
available  who  can  authorize  the  needed  prescrip- 
tions and  monitor  patients^  progress. 

In  fact,  four  times  as  many  peep' ;  arc  tieattd  foi 
mental  health  disorders  by  primary  caregivers  as  it  e 

ERIC  ^ 


treated  b>  mental  health  ipeciaii^ts  {lQ^03).  More 
speci^calJy,  in  1984: 

•  Nonpsychiatrist  physicians  provided  almost 
one-hah  (48  percent)  of  the  patient  visits 
resulting  in  the  diagnosis  uf  a  mental  order. 

•  General  practitioners,  famil>  practitione  s,  and 
internists  accounted  for  over  three-fouiths  (7  * 
percent)  of  these  diagnoses. 

«  Primary^  care  Physicians  referred  these  patients 
tu  amental  health profesMonal  in onl>  5  percent 
of  the  episodes. 

•  About  85  percent  of  all  psychoactive  drug 
prescriptiors  were  made  by  nonpsychiamsts. 

•  Over  one-fourth  (28  percent)  of  nonpsychiatrist 
visits  were  for  psychological  problems. 

•  Anxiety  and  nervousness  accounted  for  11 
percent  of  the  reasons  pople  visited  a  physi- 
cian {655). 

These  nuihbers  are  not  specific  to  rural  areas* 
where  the  relative  lack  of  mental  health  profession- 
als m  rural  areas  may  lead  to  particularly  heavy 
dependence  on  primarj'  caie  physicians  as  sources  of 
mental  health  care.  Only  5  percent  of  visits  to 
psychiatrists  occur  in  mral  areaj?  In  contrasts  30 
percent  of  a'l  ^istts  to  physiciar  s  by  patients  with 
piychiatnc  /liagnoi=es  are  made  ii  nural  areas,  as  are 
16  percent  oi  'V  physician  visits  hat  include  some 
psychoUicrapy  (^55)*  Clearly,  rural  nonpsychiatric 
phyrjcians  are  providing  subsiantlal  amounts  of 
mental  h'^^kh  care. 

p\;iicd  Mental  Health  Profcisionals, 
ParcprofcssionalSf  and  Volunteers 

Members  of  the  c^  'gy  art;  professionals  who  are 
particulafl>  import*,.*!  pro\iJL£s  of  some  rui  imen- 
ut^  health  i>ervices.  In  the  North  Dakota  .survey,  4." 
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percent  of  respondents  listed  the  cleigj  as  (heir  fii^l 
choice  of  help  for  **fairu]y  problems'*  {189). 

Local  parapiofeosioiials  with  no  formal  academic 
mental  heajtb  traming  can  fill  some  of  the  gap$  in 
ruial  mental  health  provision.  These  individuals 
receive  training  and  consultation  from  mental  health 
professionals  on  topics  such  as  crisis  management 
case  identification,  ainl  community  educatioiL  D'Auge'd 
suggests  tliat  paraprofessionals  can  increase  com- 
munity awareness  and  acceptance  of  mental  health 
services  and  promote  mental  health  through  such 
mechanisms  as  conducting  training  in  ''life  skills** 
{e.g.,  parenting)*  developing  self-help  gi'onpSt  L»nd 
strengthening  natural  helping  systems  (informal 
iietworks  of  community  residents)  {160).  They  can 
also  identify  new  cases  and  act  liaisons  between 
professionals  and  the  community. 

Crisis  intervention  i$  one  area  where  *Tr3ined 
volunteers  'an  sometimes  provide  rmportant  first- 
level  he!p.  Volunteers  may  be  an  especially  cntical 
component  of  crisis  services  both  m  remote  areas  not 
servvd  by  a  local  mental  health  professional  ?nd  in 
areas  where  a  24-hour  oTi-cail  professional  would 
requ  ;e  a  long-distance  telephone  call  or  extensive 
iraveh 

Helping  coTununity  members  to  help  each  other 
is  another  approach  tha^  has  been  successfully 
adapted  to  rural  areas.  In  one  example,  >nental  nealtl^i 
professionals  i;i  a  CMHC  in  northwestern  Ion^j 
developed  support  groups  and  a  peer  bstening 
program  for  fprmers  and  their  famibes  (i).  iTie 
community  response  was  so  ovenvhelming  that  the 
CMHC  stajtcd  support  grt>ups  in  satellite  ^biiics  and 
reported  a  tenfold  increase  in  the  uulization  of  ii^ 
services. 

Mutual-  and  self-help  groups  thai  focus  on  a 
common  meclrcal  or  mental  health  proL^em  are 
another  approaci;  for  including  Jocai  lesicJi^ntii  m 
mentrJ  healdi  care.  ITiese  groups,  which  have  gro\^n 
dramaticr^Jly  in  popularity  over  the  past  decade, 
provide  residents  with  the  opportunity  to  help  ea 
other  cope  witiu  stres.>,  solve  problems^  develop  a 
sense  belongings  share  knowledge  and  expeii- 
ences,  and  educate  themsclv.^s  about  medik^a!  altei- 
natives  {229M4,638). 

Trc^ning  for  Rural  Menial  Health  Personnel 

Fewer  than  one-third  of  mental  healtn  training 
programs  place  any  emphasis  on  rural  iraining  ^n*i 


pldk;emeiit  ^5i6S6yj}.  L/*^iiipiar>  progiamsdoe'LisL 
Lii^hteiiStcin  er  al.  dc^  -nhe  the  tit,velopnien:  of  a 
1-year  tr^uning  progr^  desi^,n**d  to  provide  out- 
reach services  (consultation.  cdiiC£tUun>  and  commu- 
rdty  organizational  development)  in  two  rurai  com- 
munities {3^1).  Students  in  the  program  reported 
moderate  skill  acquisition  and  positive  ccmmunit)' 
response.  Bcrgstrom  et  al  describe  another  rural 
mental  heiLth  training  progra-Ti  that  included  a 
practicum  in  rural  ronsuitatlon  and  education  ^S4). 
A  mental  health  Area  HealUi  Education  Cen?er  in 
North  Carolina  reports  success  in  developing  contin- 
uing education  program*^  for  rural  professionals  and 
fa^'tlitacmg  linkages  be.weew  rural  meutal  health 
generalists  and  cential  speciaiit^ts  (227). 

Ruial-oriented  traming  seems  lo  affect  die  likeli- 
hood that  graduates  wUl  pracn-e  in  n:ral  areas, 
although  information  is  scaice  '  tudy  of  graduates 
of  psychology  tr'^*^ing  programs  supported  by 
>nMH  between  1968  and  1980  identified  two 
ruraJ  oriented  programs  training  master's- level  psy- 
chologisis  {546).  Of  the  66  identified  graduates  of 
these  programs,  42  were  practicing  in  small  towns  or 
turai  areas.  This  smdy  also  found  that  master 's-level 
smdents  were  more  likely  tlian  doctoral-levcl  stu- 
dents to  remain  in  the  State  of  their  training  {546). 

Recent  legisntion  (Public  Law  100-607)  ex- 
panded Federal  support  for  facu!t>  and  curricalurn 
development  for  health  professions  training  pii,- 
grams,  including  graduate  Llinical  psychology  pro 
grains.  Since  the  support  applies  onI>  lo  doctorol- 
level  trainmg  piograms.  and  there  are  nopiovi^ion^ 
for  laiget^ng  funding  .o  lural-orienied  projects,  diis^ 
pro\isioA  may  have  bttle  effect  on  the  ava*hbjlitv  of 
psychologists  in  rural  areas.  However,  the  legisla- 
tion also  extended  the  Federal  loan  repayment 
program  to  allied  iiealth  professionals,  including 
clinical  psychologists,  who  practice  in  rural  areas. 

A  ishoii-temi  continuing  eduk^ation  program  fui 
rural  practitioners  tnot  to  exceed  5  days)  vtas 
hA^oduccd  in  19F>8  and  ii>  administered  by  NTMH. 
Th  Depression  \wareness.  Recognition,  and  Treat- 
men*  progri»m  ttrgets  ruial  and  agricultuial  areas 
dffei,ted  by  the  fam:  Lrisis  and  N^as  designed  to 
provide  current  iniomiation  on  the  recognition, 
diagnosis,  ana  treatment  of  <lepressive  disorders  to 
the  general  public,  mental  health  professionals >  and 
primary  care  physicians  {6^9).  Programs  m  medi- 
i  ine,  ps>chology.  nursing,  ,iijd  soi^ial  'vuik  <ue 
ehgible  for  funding. 
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lYimary^care  physicians  receive  limited  training 
in  mental  health  issues.  For  example,  the 
clerkship  in  psychiatry  for  all  third-year  students  is 
tiu^  briefest  among  the  five  standard  third-year 
clinical  roun'ls  (587).  Medical  students*  cojrse'woit 
in  behavioral  sciences  is  siiiiilarl)  limited,  ^inotnt 
ing  to  approximately  5  percent  of  the  medical 
college  class  curriculum  {587).  Limited  training  maj 
explain  why  primary  care  physicians  are  Itss  able 
than  mental  l-ealtfa  professionals  to  diagnose  mental 
disorders  accurately  {47)  Vzdt^t  the  Hea!th  Profe;^ 
siOQS  Educat  onal  A^islstance  Act  of  19'>6  fTublic 
Law  94-484),  NIMH  operated  several  initiatives  to 
promote  mental  health  training  for  primary  caie 
piiysicians  (547).  Howevsr*  the  ^ct  and  ,he  progTiim 
ejq)ired  in  1980. 

MENTAL  AND  PHYSICAL 
HEALTH  LINKAGES 

The  notion  of  linking  physical  and  mental  heaith 
care  is  not  new,  but  it  may  be  especially  useful  in 
rural  artas  because  of  limited  resources  (e.g.^ 
peisctmel,  buildups,  funding)  and  services.  Link- 
ages may  also  help  to  ^educe  the  ^a  associated 
uith  the  mental  health  system.  Possible  models 
ii  elude: 

•  a  contractual  agreement  be^  A^een  providers  for 
referral  an*!  ^  ormation  e.  clit^ngcv 

«  a  mental  health  staff  person  li  a  hc:^lth  center  to 
provide  screening  and  informatiou  lO  patients. 

•  a  mental  health  unit  in  a  health  center  to  proviile 
direct  services, 

•  a  mental  health  professional  in  the  health  ^are 
setting  to  consult  with  physicians  and  ot^er 
health  professionals  and  to  provide  direct 
mental  health  services, 

•  a  *'linkage  worker"  to  advise  primary  care 
health  personnel  on  patients  with  mental  health 
pi'oblems  (but  provide  no  direct  services  to 
patients)^  £jid 

•  provision  of  comp  ehensive  care  with  the 
mental  ht^alth  and  health  professnnals  workir  / 
together  on  each  case  {476). 

An  evaluation  several  linkage  efforts  of  the 
1970s  concluded  that  internal  o  garizatiotial  teams* 
and  hn^age  agreements  between  organizations  were 
the  most  successful  {104).  In  these  efforts,  the 
mental  health  professionals  consulted  ^^ith  health 
center  staff  about  their  patients*  provided  ins?rv'ce 
training  to  the  health  center  staff*  provided  emer 


gencj  fervices*  to  health  center  patients,  evali^^te^;. 
health  center  patientj  foi  psychiatric  probleim. 
provided  short-term  psychoAerap>,  and  referred 
patients.  Linkage  workers  were  usually  psycholo- 
gists (41  percent)  or  social  workers  (38  percent;. 
Most  of  the  linkage  workers'  time  was  spent  in  the 
primary  car^  setting,  with  27  hours  per  week  devoted 
to  consulting  with  primary  care  professionals,  pa- 
tient evaluation  and  therapy  were  the  services  most 
&equentl>  provided. The  linkagesresulted  in  several 
organizational  changes,  including  mcreased  interac- 
tii/n  among  clinical^  administrative,  and  board  staff, 
jt>int  recordkeeping,  and  shared  adnunistrr  tive  serv- 
ii^^.  Linkages  appeared  strongest  where  there  was 
shared  administrative  control  between  the  mental 
and  physical  health  care  providers  and  where  the 
linkage  worker  spent  equal  time  across  primary  care 
and  mental  healfli  settings  (104). 

The  motivations  for  implementing  linkage  pro- 
grams differed  between  rural  and  urban  areas.  Rural 
health  center  directors  implemented  programs  pri- 
marily in  order  to  provide  direct  treatment  and 
consultation,  only  T  percent  reported  that  establish- 
ing a  mechanism  tt  refer  patients  to  iie  CMHC  was 
the  most  important  factor.  In  contrast.  43  percv^t  of 
urban  health  center  directors  listed  referral  opportu- 
nities as  the  primary  motivating  factor  (114). 

Broskowsl  >  .ound  that  the  most  cummon  linkage 
benefits  reported  b>  agency  direc!ors  were. 

^  increased  awareness  and  detection  of  mental 
healtli  problems  by  primary  care  provideis, 

^  more  appropriate  utihzatiun  of  health  and 
mental  health  services, 

•  increi^sed  access  to  mental  health  servicej^, 
especially  for  the  hard  to  reach  pq)ulationS 
{e.g.,  elderly,  minorities^  and  the  poor), 

•  reduced  waiting  for  primary  care  patients  and 
red^^ced  burden  of  primary  cane  stuff, 

•  improved  information  and  records  exchange, 
and 

•  belter  continuity  of  caie 

Feiv  problems  were  reported,  and  most  reported 
wer^ieventually  solved  They  included diffi^vulties*  in 
recruiting  qualified  liiikage  suff,  [.lOviding  ade- 
quate space  foi  the  linkage  worker,  ai>d  developing 
djei|uate  ti  an  sport  dtii:^n  between  sues  for  rcfcnals* 
Prt^blems  of  space  and  transtH^rtalion  were  more 
comn^on  in  rurai  than  m  urban  programs  ill4). 
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The  threat  of  iosing  autonon  *?nd  interdiscipU- 
nary  and  oif^aitizafional  livahics  are  ^najor  bairiers 
to  linkages  (I04J06).  Arguments  often  revolve 
around  "'lio  gets  reimbursed*  who  controls  the  tasks 
for  the  iju^Vage  worker*  and  who  controls  policy  for 
the  linljbge  agrefsment  (104  J2I).  Stq)s  to  ovttrcome 
these  bairiers  incluuC  technical  assistance  and  train^ 
ing  for  the  linkage  worker  and  for  directors,  and 
maeasm^the  awaren&isof  health  and  mental  health 
ofScrals  ot  rbe;j  role  in  facilitatiiig  (or  hindering) 
linkage  inltiat*\?^  (104). 

Several  ^arentiy  successful  examplei^^  of  link- 
age agreements  are  found  in  the  literature  ii^JAO?^ 
484,637}f  and  such  af  jeements  a^ie  a  componeni  of 
some  of  the  Rural  ^/entHl  HeaJO>  Demonstrations 
(see  box  16-A).  hi  o.  ^  case  study,  Boydston 
described  the  efforts  of  a  social  worker  working  with 
local  physicians  to  provide  mental  health  services 
(98).  The  re?!e<trcher  concluded  that  collah  ation 
resulted  better  case  detection*  smoothea  tran*'^- 
tions  between  the  physdcal  and  mental  health  care 
systems,  and  improved  cUent  attitudes  about  mental 
healdi  treatment  Jn  this  case,  the  physicians  came  to 
vfiue  the  mental  health  sCTvices  because  they 
^(llowed  the  physicians  more  time  to  treat  physical 
problems  (98). 

A  recent  informal  survey  oi  20  rural  States^  found 
that  none  have  instituted  any  program  incentives  for 
health  and  mental  health  linkages,  although  all  of 
them  expressed  interest  (17 J). 

CONCLUSIONS 

The  prevalence  of  mental  disorders  in  rural 
Americans  is  shnilar  to  that  of  their  urban  counter- 
parts. The  services  available  to  nual  residents  are 
usually  more  limited,  however,  both  in  number  and 
in  s^ope,  and  those  that  do  exist  are  generally 
pTv  .ided  hy  nonpsychiatric  professionals.  Psychia- 
trists ai'c  entirely  absent  in  most  rural  commumties 

Eecause  altemauve  sources  of  mental  health 
services  are  scarce,  rural  mental  health  f^cihties  and 
personnel  may  be  torn  between  the  competing 
demands  for  ser/icts  to  chif.^ucall>  ment^y  ill 
individuals  and  services  ^  individuals  experiencing 
temporary  distress  or  less  debilitating  problems. 
Innovative  approa dies  (e.g.*  expanding  the  Commu- 
nity Support  Program  to  include  more  rural  deUvery 
models)  deserve  investigation  for  Ooth  populations. 
Such  approaches  must  build  on  ihe  professionals  and 
paraprofessionais  available.  Models  tiiat  incorpor^ite 
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the  use  of  primat>  care  physicians*  volunteers,  and 
paraprofessionals  ma>  be  particularly  appropriate 
because  of  the  scarcity  of  mental  health  pr<  fession 
als. 

Federal  and  State  funding  of  ser  Ices  such  as 
prevention,  education,  and  consultation  are  cspe 
dally  important  to  rural  areas,  because  these  serv- 
ices are  not  reimbursable  by  most  payers  and  there 
may  be  no  private  sources  jf  such  services.  In  most 
States*  it  appears  that  service  requirements  for 
CMHCs  have  been  reduced  to  those  Ukely  to 
produce  revenue  (e.g.,  psych*  J)erapy>  partial  hospi- 
talization), while  funding  for  preventive  services, 
consultation  with  other  he:Jth  and  human  service 
^professionals*  pubUc  education,  and  evaluation  have 
been  reduced.  Rmding  of  rural  mental  health  in 
general  also  may  have  been  reduced,  but  the  lack  of 
data  precludes  a  fum  conclusion.  In  fact,  since  the 
implementation  of  the  block  grant  there  has  been 
msufficient  data  to  support  any  significart  evalua- 
tion of  Federal  rural  mental  health  funding  efforts. 

Rural  mental  health  professionals  face  problems 
sinular  to  those  encountered  by  other  health  profes- 
sionals. They  ha^e  fewer  practice-specific  training 
programs,  fewer  coheagues  with  whom  to  discuss 
professional  issues,  and  more  diverse  demands  on 
their  time  than  do  their  urban  counterparts.  Rural 
neiital  health  professionals  are  also  isolated  in  many 
ways.  They  often  lack  the  opportunity  to  discuss 
ca'ie;^;  with  other  professionals,  must  make  decisions 
aione,  aqd  lack  opportunities  for  supervision  or 
mentoring.  Primary  care  physicians,  who  piovide 
much  rural  mental  health  care>  receive  relatively 
httle  training  m  mental  health  diagnosis  and  treat- 
ment. 

The  lack  of  psychiatnsts  and  doctor<U-level  psy- 
chologists m  rural  areas^  the  proportion  of  mental 
health  care  provided  by  nonpsychiatnc  physician:^, 
and  the  need  to  provide  mental  health  ser\'ices  in 
ways  and  sett-ngs  acceptable  to  niral  residenls  all 
suggest  that  integrating      ntal  health  and  other 
health  care  is  especially  important  in  rural  areas 
Linka£'es  between  the  phjsical  and  mental  health 
.systems  that  ar  provided  by  social  workers*  psy 
chotogists,  and  paraprofessionals  play  an  important 
role  in  extending  mental  health  services  Unfortu 
nately.  Federal  stimulation  of  linfcag-  effor*^  has 
waned  since  the  implementation  of  the  mental  heal  i 
block  grant  in  1981. 
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Despite  the  apparent  success  of  the  short-h\ed 
Ffederal  linkage  program,  nu  e\aluation  of  the 
ultimate  effectiveness  of  the  program  wai^  imdei 
t^ien.  Renewed  f^fforts  could  include  more  attention 


to  .h  mea^uie^  as  ^lun^cis  iii  inappropnaie  utiliza- 
tion of  jocidl  ahd  healdi  care  s>er\ik.es  and  the  most 
effective  interorganizationdl  Imkage  madcU  f^r 
different  rural  enviionmotS  (537). 
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Appendix  A 

Method  of  the  Study 


Tbis  assessment  v^as  prompted  by  congreii*^  «tal  v^n 
cem  about  the  atate  of  rural  health  tare  as  the  l^dOs  drc^ 
to  a  close.  Reported  high  r^tes  of  rural  hospital  1.]osuIe^, 
difficulty  recruiting  health  professionals  to  rural  ^enings, 
and  concern  about  the  future  competitwcsness  and  finan- 
cial vijibiUty  of  niralpioviders  were  contributing  issues  in 
the  request  for  this  study. 

In  April  of  198$,  the  Senate  Rural  Health  Caucus  asked 
that  the  Office  of  Techr^ology  Assessment  (OTA)  under 
take  a  broad  assessment  of  rural  health  care  that  would 
include,  but  not  be  limited  to: 

«  a  discussion  of  criteria  to  identify  or  measuix^ 
nuality, 

«  anoverviewofruralhealthandidentificationof rural 
health  traids. 

«  a  discus£Uon  of  the  place  of  new  health  technologies 
in  the  rural  health  care  system,  uid 

«  an  assesanem  of  educational  and  information  needs 
of  rural  health  professionals  and  factors  that  affect 
these  professionals'  decisions  to  locate  in  rural  areas. 

Members  of  the  Caucus  Signing  t^  ^  request  letter  included 
a  member  of  OTA's  Technology  Assessment  Board,  the 
Senate  Muion^y  Leader,  the  Chairman  of  the  Senate 
Committee  on  Envirorunent  and  Public  Works  and  ihe 
Chairman  of  the  Senate  Select  Committee  on  Indian 
AJSaiis.  In  May  1938,  a  lener  reiterating  these  concerns 
?nd  supporting  the  request  was  received  from  the  ranking 
niinonty  member  of  the  Senate  Comrmnee  on  Labor  and 
Human  Resources. 

The  proposed  assessment  ^\  as  approved  b>  the  Technol 
ogy  Assessment  Board  on  June  21,  19S8  and  began  in 
August  of  that  year.  During  the  early  part  of  the  project, 
OTA  staff  consuksd  with  consumer  and  professional 
organizadons.  Federal  and  State  agency  personnel,  health 
services  researchers,  mdependent  health  professionals^ 
and  other  interestedmdividuals  in  oiderto  idcnti^ critical 
issues  Hnd  gamer  suggestiors  foi  candidates  tot  ±^ 
study's  ad^/isory  panel.  The  advisory  panels  for  OTA 
studies  gijde  OTA  staff  in  selecting  material  and  lssue^ 
to  consit'.cr  and  review  the  written  work  of  the  i>taff,  bui 
the  pani^Is  are  not  responsible  for  the  tonient  of  finaf 
reports. 

The  advisory  panel  for  this  assessment  consisted  of  10 
members  wrth  expertise  in,  or  important  perspectives  on, 
rural  hospital  and  clinic  administtation,  mral  medical  and 
am  «ig  practice,  mial  health  Services  research.  State 
health  system  planning  and  administration,  rural  eco- 
noimc  devebpnnent,  grants  asSiS'ance,  and  health  proie^ 
Stons  education.  The  pai^el,  thauedby  James  Bernstein  ot 
the  North  Carolina  Department  of  Human  Resources,  met 


foi  the  first  time  on  October  1988.  At  this  meeting  the 
pdRcl  discussed  some  background  materials,  suggested 
and  reviewed  plans  for  the  project,  and  identified  some 
important  issue  areas  to  ^  included  in  the  stud>. 

As  a  core  component  of  the  study,  project  staff  held 
three  field  workshops  to  discuss  specific  rural  health 
topics  and  to  hear  presentations  on  these  topics  from  local 
and  regional  health  practitioners,  administrators*  and 
officials.  The  meetings  were  organized  by  the  National 
Rural  Health  Association  under  contract  to  OTA,  The  first 
of  these  meeting^,  on  rural  hospitals,  was  held  on  Jan.  1 1, 
3989,  in  Sconsdale,  Arizona.  The  second,  on  health 
personnel  issues  (with  special  emphasis  on  the  needs  of 
"frontier*'  areas)  was  held  on  Feb.  28, 1989  in  Bismarck, 
North  [>akota.  The  third,  addressing  health  care  issues  in 
rural  areas  of  heavy  poverty,  was  held  on  June  15,  1 989 
in  Meridian,  Mississippi.  A  brief  summary  of  the  invited 
participants  and  presentations  at  these  meetuigs  is  found 
in  appendix  G. 

During  the  course  of  the  assessment,  OlA  conducted 
two  separate  surveys  of  States  to  identify  tlie  level  and 
scope  of  their  rural  health  aaivitles.  The  first  survey, 
conducted  in  spring  of  1988,  provided  an  overview  of 
State  activitieo  related  to  rural  health  and  priorities  and 
problem  areas  as  identified  by  State  personnel.  All  50 
States  responded  to  this  survey.  The  second  survey, 
conducted  in  tlie  summer  of  1 989,  focused  specifically  on 
State  activities  and  experiences  regarding  the  designation 
of  health  personnel  shortage  areas  and  medically  under^ 
served  areas.  Forty-five  of  the  50  States  returned  this 
!>urvey.  The  methods,  in!>trximents,  and  respondents  foi 
iliese  !>arveys  aiepresemcu  in  appendix  D.  Survey  results 
ore  presented  m  chapters 4^  II,  12,  and  13,  depending  on 
the  topic  addressed  by  the  survey  question. 

In  addition  to  the  fteli  workshops  and  sLtrve>s  OTA 
conducted  site  visits,  litemture  reviews^  and  extenshe 
vonversations  with  State  officials  and  rural  health  profes 
sionals.  Data  collection  was  an  important  part  of  iliis 
assessments  and  a  substantial  amount  of  information  vvas 
derived  from  data  supplied  by  a  variety  of  individuals  and 
oi^aniiations.  Many  of  the  data  were  previously  unpub 
lishedt  and  the  coopemtion  of  these  individuals  and 
organizations  was  tremendously  helpful  to  OTA.  OTA 
also  purchased  from  the  American  Hospital  Association 
'he  results  of  its  1987  Survey  of  Hospitals  and  analyzed 
these  data  in-houF^,  Apper.dix  C  sumrniirizes  some 
tech^iical  and  definitional  i.ssues  related  to  tJiat  analysis. 

A  preUmmary  draft  uf  the  repon  wa^  ieviewed  b>  itie 
adviS^'ty  |>anel  and  di^M.u^seJ  b>  panel  members  at  the 
^ond  and  last  meeting  of  the  panel  on  Janua.^  26.  1990. 
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Subsequently,  a  revised  draft  was  sent,  either  in  part  or  in 
whole,  to  more  than  150  Federal  and  State  officials, 
representatives  of  interested  parties,  and  other  experts  for 
their  review  ard  comment  The  lEinal  draft,  incorporating 
revisions  based  on  reviewers'  comme^itSt  was  tiansitiitted 
to  the  Technology  Assessment  Board  m  late  March  1990. 

In  addition  to  the  main  report,  this  assessment  of  rural 
health  care  included  two  other  publications.  The  staff 
^P&^  Defining  ^^Rural"  Areas:  Impact  on  Health  Care 
Policy  and  Research,  was  released  m  July  1989  and 
discussed  the  health  care  policy  implications  and  usci^  of 
various  alternative  ways  of  defining  niral  aiea&  and 
populations.  The  Specif  K^pon^Rural  Emergency  hfedt- 
cal  Services,  released  in  November  1989,  was  written  by 
OTA  staff  based  on  background  papers,  a  woikshop.  and 
additional  sources  of  information.  The  Department  of 
Transportation  provided  financial  support  for  both  th^ 


vommi^ioning  i^f  the  papers  and  the  eApensi^  ot 
workshop  participants.  A  5>umniar>  ot  -thib  report  is 
contained  in  appendix  H. 

Background  papers  commis::oned  b>  OTA  dunng  th^ 
course  of  the  as^ssments  of  Health  Care  in  Rural 
America  arxi  Rural  Emergency  Medical  Services  are 
hsied  bclow.^  lom  Hoffman  of  V*<ishingiant  DC  indexed 
the  report 

•  J  Chin,  ''Rural  Emergency  Medif^  Servi^xs.  A 
Review  of  the  Literature,"  Apnl  1989. 

•  M.L  Dubc,  'The  Legal  Envirunmeni  Affcttmg  iht 
Delivei>  of  Rural  Health  Care/  July  19S9. 

•  JLJ.  Shuman  and  H.  Woifc,  'Ruralism.  A  Model  tor 
Rural  EMS  Syitcmi  Planning,  Jul>  1989. 

•  D.G.  Stamper,  ''SutU5>  of  Air  Medit^al  Transport 
Systems,"  May  1^89 


'AU  papers  svertpTtnarod  uodct  coutraci  U)  OTA  Fundiiig  fur  M  ihret  batkgiviiiMd  pipri^  rcbdiKgio  c^JKigcotv  nic<i]ii.dl  «arviu;s.  ijowcvci.  v/ns 
pnmdcd  by  the  U^.  Dcpaitmctit  f>f  Ttan^poiutjon 
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Appendix  C 

Definitions  of  Hospitals  in  OTA  Analyses  of  1987 
American  Hospital  Association  Survey  Data 


Cv  uniifiity  hospitals  uD^iiiJed in  t^ic  OTA  a^dl>se^^e 
uefined  aU  non-Federal  *  ser*tT:all>  short  ^tay  <le^^  ih4n 
30  days),  nonspeciaJty  hospitals  responding  to  the  Ameri- 
can Hospital  Association  (AHA)  19?7  aimual  survey  of 
U,S,  hospitals,  (Community  hospitals  with  long*teim  cai% 
units  hawing  patient  stays  longer  than  30  days  are 
included).  This  definition  differs  slightly  ftx)ni  AHA's 
definition  of  community  hospitals,  which  also  includes 
non-Federal,  shon-stay  specialty  hospitals. 

Federally  designated  sole  community  hospitals  (SCHs) 
and  rural  leferral  centers  (RRCs)  are  those  identified  as 
existing  in  1987  or  later,  according  to  Dsts  provided  by  the 
Health  Care  Financing  Administration  (HCFA)  that  were 
matched  with  the  list  of  community  hospitals  in  the  OTA 
analyses.  The  OTA  analyses  do  not  include  every 
designated  SCH  and  RRC,  as  in  some  cases  hospital 
names  of  lists  supplied  by  HCFA  do  not  correspond  to  the 
names  hospitals  available  from  the  AHA  data  file,  iliis 
may  be  due  to  namechanges  as  a  result  of  reorganization, 
buyouts,  transfers  of  ownership,  or  other  factors.  The  iistji 


Table  C'1 -Data  on  tha  Number  of  Sole  Community 
Hospitals  (SCHs)  and  Rural  Referral  Centers  (RRCs), 
1S87 


SCHs 

RRCs 

Number  on  HCFA  list  

229 

Number  Jdentiffed  In  AHA  data* 

313 

217 

D^f'^ft'9nce  {%)  

12(5.2%) 

^Oflica  of  T9chnok>OT  Assassm^nt  anaf/s«s  at«  bas^  on  Ihaso  figures. 
SOURCE:  Office  of  T«!hftoloa,' Assossmeni.  1990 


may  also  include  hospitals  that  have  '  jsed.  The  data  on 
slippage  are  presented  in  table 

Tiie  ommuiijty  hospitals  mcluded  m  the  OTA 
analyse^  that  an-  defined  as  frontier  arc  those  located  m 
counties  with  popuUi^  jd  densities  with  6  or  fewer  persons 
pel  square  mile.  The  bst  of  387  frontier  counUes  was 
ubulated  from  1985-86  county  population  estimates 
based  on  the  1980  ^.ensus  and  was  supplied  by  the 
Naiiondl  Association  of  Counties  m  Wasbingion,  DC- 


*  Hospitals  conETotlcd  by  f^cnl  agciKi<^.  mh    tht  DcpiuiiKieni  o(  Vctcrax^  Affitr^dDd  ilK  Ifviinu  Hca^Ul^crvLv'  ji^c  n^i  iiKludcU 

ERIC  ^ 


Appendix  D 

Background  Material  for  Two  OTA  Surveys 


Methods 

OTA's  1988  Survey  of  State 
Rural  H^lth  Activities 

Survey  Instrument  and  Respondents — written 
questioimaire  was  designed  to  assess  State  involve- 
ment in  nnal  health  programs  and  activities  (a  copy 
of  die  questionnaire  and  a  list  of  respondents'  names 
and  addresses  follow  the  mediods  section  in  this 
appendix).  A  draft  of  die  survey  instrameni  was 
reviewed  by  selected  individuals  and  by  two  of  die 
eventual  respondents,  and  it  was  subsequently  re- 
vised in  accordance  widi  dieir  comments. 

Respondents  for  die  survey  were  identified 
tbrou^  brief  telephone  interviews  with  State  healdi 
officers  or  odier  individuals  known  to  be  knowl 
edgeable  about  rural  healdi  activities  within  diat 
State.  Multiple  responses  were  received  j&om  13 
States  where2or more organizationall}  independent 
entities  were  identified  as  playing  a  major  role  in 
State  rural  health  planning,  development^  research, 
and/or  policy  (see  ch.  4,  figure  4-1).  A  total  of  65 
respondents  reported  for  the  50  States. 

The  survey  solicited  basic  descriptive  information 
including  die  agency's  specific  iiual  healdi  objec 
tives,  location  in  die  State  organizational  structure, 
and  origins  (e.g.,  legislative  or  administrative). 

Respondents  were  asked  to  indicate  whether  diey 
had  been  directly  involved  during  the  past  3  years  in 
specific  rural  healdi  activities  widiin  die  following 
8  general  categories: 

1.  provider  recruitment^lacement; 

2.  financial  assistance  to  local  organizations, 

3.  technical  assistance  to  rural  communities, 
healdi  facilities,  and  healdi  providers; 

4.  rural  health  research; 

5.  ruralbealthsystemscoordinationandimpkinmta 
tion; 

6^  education; 


7.  leg^lative  affairs  relating  to  rural  healdi;  and 

8.  rural  healdi-rela^  publications. 

Respondents  were  then  asked  to  identify,  fi^m  the 
eight  general  activity  categories,  the  thr^  that  were 
their  organization's  highest  priorities  for  action,  and 
to  indicate  any  special  populations  (e.g.,  children, 
elderly,  low  income,  lacial/ethnic  groups)  to  which 
their  previously  identified  rura«  health  activities 
were  targeted.  Respondents  were  asked  to  rank  six 
general  healdi  i^sue  areas  (e.g.,  nvedical  liability 
insurance  costs/availability,  payment  issues,  healdi 
provider  issues)  according  to  which  were  die  most 
pressing  issues  for  rural  healdi  in  die  State,  widi  die 
option  to  add  and  rank  any  of  their  own  priorities  not 
listed.  Respondents  were  also  asked  to  rate  on  a 
six -point  scale  their  level  of  involvement  in  several 
specific  healdi  services  (e.g.,  acxitehealdi  caie,  chilJ 
healdi  care,  long-term  care,  mentalhealdi  care).  Due 
i«j  inconsistencies  in  interpretation  of  and  response^i 
to  this  section',  however,  responses  vvere  not  in- 
cluded in  the  analysis. 

Data  Collecdon  and  Analysis — Data  were  col- 
lected on  the  mailed  survey  form  &om  all  50  States. 
After  being  received  by  OTA,  die  data  were  summa- 
rized on  a  standardized  form  and  sent  back  to  the 
respondent  for  verification.  For  States  with  more 
than  one  respondent,  all  respondents  were  sent  both 
a  copy  of  their  response  summary  and  the  sumtnaries 
&om  the  other  respondents  in  their  State.  The 
verified  (or  corrected)  data  were  used  for  die 
analysis.  Infonnation  about  budget  and  staff  size 
was  also  collected,  but  because  diese  items  were  not 
addressed  consistently^,  budget  and  staff  data  were 
for  the  most  part  excluded  from  analysis.  While 
spcvific  budget  data  were  not  comparable,  analysis 
of  funding  sources  was  conducted  to  exairiine  the 
degrees  of  dependence  of  responding  oiganizations 
on  Federal,  State*  and  private  oi  odier  dollars.  Foi 
this  reason,  only  budget  changes  and  sources  are 
reported. 


?Dincttoc«&  IQ  Siaic  baJgeojQg  juul  fcvvidMDig  piM;^  J«fimpwaat/f  nual  '  limited  the  «uik(juiiii^aiuifi/iW4j 

ofimaiKitfttdAUcollcaeddiiuo^UiefQrvc^.S^ctkSta^  lAtiery  ivf  akC'th^ni^ 

HXtcicmuDotlieflaitnuncd  ifaczi  bodi^  jpcnt  ounEnUbcalibavUvjut^  StAm^  icdpuo Jciji^  lismf  ibe^utuc  Suae  Lculd^  biiJ^c^  x^tb^^^umpiii^Jcbciiiual 

rep<Mc4  i^tcAfK  budget  aUooiioos  for  rani  health  Inidaiivcs. 

Er|c  477 
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Data  from  the  States  with  more  than  one  respon* 
dent  were  combined  to  reflect  the  total  picture  of 
State  activities  For  items  requiring  a  single  response 
(i.e.,  priorities,  rankings,  and  ratings),  a  prunai> 
respondent  was  selected  by  the  OTA  staff  based  on 
their  judgment  regarding  which  respondent  ap- 
peared most  generally  knowledgeable  about  the 
breadth  of  the  State's  activities. 

For  purposes  of  analyses.  States  were  livided  in 
three  fashions  First,  States  were  divided  into  four 
stamSard  regions-  Northeast,  South,  Midwest,  and 
West  (see  app,  F  for  the  States  included  in  each 
region)  Second,  States  were  classified  as  *'more 
rural"  or  "less  rura  depending  on  the  percentage 
of  their  population  residing  in  nonmetropolitan  areas 
in  1986.^  Third,  States  were  divided  according  tu 
whether  the  respondents  in  that  State  were  reporting 
activities  of  an  identilled"officeofniral  health,'*  or 
an  office  whose  primary  responsibility  is  to  admini 
ster  to  the  health  needs  of  rural  areas  of  the  State."* 

This  survey  docs  not  provide  ^  complete  picture 
of  State^nducted  or  State-funded  rural  tuealth- 
related  activities^  but  it  does  give  us  a  basis  for 
describing  State  activities-  Respondents  were  often 
in  specific  bureaus,  divisions,  or  sections  of  State 
departments  of  health,  ^  \  did  not  always  respond 
on  behalf  of  the  department  or  the  State  government 
as  a  whole.  Rather,  they  tended  to  describe  only  the 
activities  in  which  they  were  directiy  involved. 
Rural  health-related  activities  of  other  State  depart- 
ments or  agencies  and  independent  activities  of  State 
universities  and  colleges  (e.g  ,  university-based 
offices  of  rural  health  or  Area  Health  Education 
Centers)  were  for  the  most  part  not  captured.^ 
Chapter  4  includes  a  list  of  the  entities  in  each  State 
whose  activities  were  reported  in  the  survey  re- 
sponse The  survey  also  did  not  attempt  to  deter- 
mine:  1 )  the  degree  to  which  the  respondents  or  their 
agencies  were  involved  in  any  given  activity;  2)  the 
degree  to  which  any  particular  activity  "  deemed 


effective,  either  by  the  organization  itself  or  by 
outside  individuals,  or  3)  the  amount  or  source  of 
funding  for  any  specific  activity.  These  hrnitations 
may  affect  the  comparability  of  data  aniong  States. 

The  degree  to  which  individual  States  identified 
**rural  health''  issues  as  separate  from  general  health 
issues  and  addressed  them  in  a  targeted  manner 
varied  gieatfy  from  State  to  State.  The  survey  did  not 
prescribea  definition  of  "rural"  forrespondents,but 
left  the  definitional  issue  up  to  the  individual  States. 
What  is  considered  '*urban"  in  North  Dakota  may 
be  considered  '*niral**  in  New  Jersey  or  Peiuisylva- 
nia-  Some  of  the  more  urban  States  may  not  identify 
rural  health  as  a  specific  issue  because  such  a  srnaU 
proportion  of  their  ^pulation  is  affected*  while 
some  of  the  more  rural  States  may  not  regard  *'rural 
health''  as  a  separate  set  of  issues  because  most  of 
their  population  is  rural.  As  a  result,  some  of  the 
activities  listed  by  respondents  were  not  specifically 
targeted  to  rural  areas,  but  were  provided  to  the  State 
as  a  whole.  These  differences  may  also  affect  the 
C'^  parability  of  State  data. 

OTA'S  1989  Survey  of  States  on 
Health  Personnel  Shortage  and 
Medically  Underserved  Areas 

A  second  OTA  survey  was  designed  to  examme 
State  activity  i,nd  satisfaction  with  the  Federal 
designation  of  health  manpower  shortage  areas 
(HMSAs)and  medically  underserved  areas  (MUAs J. 
The  (Questionnaire  was  reviewed  by  10  people 
familiar  with  shortage  area  designations  and  was 
subsequently  revised  based  on  their  comments  (a 
copy  of  the  questionnaire  follows  the  methods 
section  in  this  appendix).  In  July  1989  OTA  maded 
the  questionnaire  to  the  individual  in  each  State 
responsible  for  designating  health  personnel  short- 
ages and  medically  underserved  areas.^  Respondents 
were  encouraged  to  consult  with  other  involved 
parties  m  their  States  when  responding  to  the 


^"Motcmrat"  States  <thosc  with  more  ihan  50  percent  of  Ih^tr  population  rc5iding  in  nonineiropolilaa  aresu)  are  Idabo.  Vermont,  Montana,  Soulh 
Dakoia.  Wyoming,  Mississippi,  Maine,  West  Viiginia,NoithDakoia>  Arkansas.  Iowa.  Alaska,  Kentucky.  Ncbva^  Mcjuco.  All  other  States 

arc  considered  "less  rural". 

^A  Staie  was  itjentiJied  its  having  anoffke  of  niial  heajib^f  a)  the  name  of  one  or  more  of  the  responding  oisuni^tions  withm  that  State  mcluded 
the  itnti  "mfal",  of  b)  the  organization  was  cihcrwise  known  to  liave  a  mtssjon  pnmanly  lelaicd  to  rvrat  health,  States  with  offices  of  rural  health 
(hereafter  Kfeited  to  as  "ORH  States**)  were  Amona>  California.  Coiineciiciit,  Goergia,  t^ehraska,  Nevada,  New  M^co.  North  Carolina.  North 
Dakota.  Oncgon,  TcxAS,  and  Utah  All  other  States  were  classified  as  "noD-ORH  Slati;s/'  Siaics  with  offices  of  local  or  commumiy  health  were 
not  dasstfied  ^  *'OttH  States^'*  allhongb  the  roles  of  these  offices  may  be  siraitar  ^  ^  role  of  an  office  of  rvral  healths 

^tn  some  States.  AHECsopcmtiLg  pnmaTily  on  Stale  funding  and  uni*  mity-baj;ed  offices  uf  rural  hc^th  wjth  Spie  budget  audionty  were  included 
if  ihey  had  been  Identified  as  appropriate  respondents  d\xnng  the  identification  process 

^Tbelistof  respondents  was  based  mpart  on  ahst  supplied  by  the  Office  of  SboitJ^e  Dcsi^iiijn.  Bureau  ol  HcatihCarc  Delivery  and  Assistance. 
Other  respondents  were  Idendfted  ihrou^  phone  caits  t<>  State  hcahh  depanraent  officials 
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questioniiaire.  Forty-five  uf  fifty  States  returned 
questionnaires — a  90 percent  response  rare.'^  (Nolist 
of  respondents  to  this  survey  is  included  in  this 
aj^pendix  because  some  responses  were  confiden- 
tial.) 

The  goals  of  OTA's  survey  were  to  learn; 

*  how  satisfied  States  were  with  Federal  designa- 
tion criteria  and  processes; 

9  if  and  why  interest  in  Federal  designations  had 
increased  or  decreased  over  the  last  5  years; 

«  if  States  were  using  their  own  health  personnel 
diortage  areas  or  medicaUy  underserved  area 
designations  and,  if  so,  how  they  were  used; 


•  if  States  had  sufficient  resources  to  monitor 
health  personnel  shortage  ind  medic  ali)  un 
derserved  areas;  and 

•  what  Federal  programs  weieP^eived  to  have 
had  the  most  positive  effects  on  shortage  and 
underserved  areas. 

Data  analysis  included  variable  frequencies  and 
some  regional  comparisions. 


'CaltfQniutrCoiiDCcttCQlt)owa,Ma3Sftdl)usetts*ai^NcrnbD4kvud^^  W^unuti^  v^a^aUo  c^^^tudcd  from  tbf  tunr)  aoal^cKs 

bec^m&tUofJuas  19^9*  Hoc  p^iUonrcspQDsMc  fuf  HMSA/AfijA  <lC£igzutium  wa^^mjaj  tih^^^c  bccn^ft  tv  todi^tditA  ^ciit^hr^  And  ho^^^istl^ 
Q  *  ^  own  designations. 
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List  of  Respondents  to  OTA's  1988  Survey  of  State  Rural  Health  Activities 

NOTE:  Hie  first  respondent  listed  under  each  State  was  die  ''primary  respQndent'\  whose  respCHises  to  the  laoking  and 
fating  sections  were  used  to  express  State  niial  healr^i  issues  and  priorities. 

"  ** '  indicates  the  entity  whose  activities  are  reponed  in  the  survey  response.  Budget  data  may  not  be  reponed  for  the  same 
entity*  but  fora  more  specific  division. 

indicates  the  person  who  completed  the  questionnaire.  \ 


Joan  McConoell 
Director 

Planning  and  Piogxam  Devdopm^m 
Bmeau  of  Enviroomcnt  &  Hc^th  Service 

Standards 
Dq>t  of  Public  Healdi 
434  N.  Monroe  Street  Room  249 
Montgomeiy^AL  36130-1701 

*  Bureau  of  Environment  Sc  Healdi  Service 

Standards 
♦*  NaO(Eni  Halvenon 

Dwayne  B»  Peeplcs 

Division  of  Public  Health 

Dept.  of  Health  &  Social  Services 

P.O.  Box  H-06 

Jtincau,AK99S01 

*  Division  of  Public  Health, 
Dept.  of  Health  and  Social  Services 
**  Dwayne  B.  Pccples 

Alison  M.  Hughes 
Associate  Director 
Rural  Health  Of]6oe 
Universicy  of  Arizona 
3131  East  Second  Street 
TUcson,  AZ  S5716 

*  Rural  Health  Office 
**  Alison  M.  Hughes 

Charles  McGtew 
Direaor 

Section  of  Health  Facihiies,  Services  & 

Systems 
Aikansas  Dept.  of  Health 
4S15  W.Maikham 
Utile  Rode,  AR  72205 
^  Section  of  Health  Facilities,  Senr';^  & 

Systems 
**  Yvetie  Lamb»  Director, 
Office  of  Primary  Cart 

Charlfts  Cianford 
Director 

Aikansas  Area  Health  Educatton  Center 
Program 

Univenniy  of  Aikansas  for  Medical 

Sciences 
4301  W.Markham,  Slot  599 
Utile  Rock,  AR  72205 

*  AR  Area  Health  Education  Center 

Program 

**  lan^s  L.  MeFadin,  Associate  Diiector, 
^  *  Iministration 


William  Avriti 
Chief 

Rural  and  Commututy  Health  Division 
Dept.  of  Health  Services 
714  P  Street 
Sacramento,  OA  95814 

*  Rural  and  Community  Health  Division 
**  Lawrence  J.  McCabe,  Jr.,  Chief, 
Hospital  and  Medical  Standards  Program 

Margaret  Gerould 
Deputy  Director 

Division  of  Health  Planning  and  Analysis 
Office  of  Statewide  Health  Plaiuung  ^ 

Development 
1600  9th  Street,  Room  440 
Saciamentt),  CA  95SU 

*  Office  of  State  Health  Planning  & 

Development 
**  Ernesto  Iglesia^,  Manager,  Small  Sl 
Rural  Hospital  Project 

Undy  Wallace 
Health  Planning  Consultant 
Colorado  Dept.  of  Health 
42]0Ellth  Avenue 
Denver,  CO  80220 

*  State  of  Colorado 
**  Lindy  Wallace 

Susette  Benn 

Center  for  Chrome  Diseases/Urban/Rural 

Health 
1  SO  Washington  Street 
HarTfoKl,CT06106 

*  State  of  Cotinecticut 
**  Susette  Betm 

Richard  Stetman 
Deputy  Uiicctor 
Division  of  Public  Health 
Cooper  Bldg,  P.O.  Bok  637 
Dover,  DE  19903 

*  Division  of  Public  Health 

**  Marihelen  Barrert,  MCH  Dirccior 

Gregoiy  Glass 
Administrator 

Florida  Health  Manpower  Program 
i317  Wine  wood  Boulevard 
-miahassee,  PL  32399  0700 

*  State  of  Florida 
**Gre£oiy  Glass  A''i) 


Raymond  Scabolt 
Director 

Primary  Health  Caie  Section 
Room  100 

S78  Peachtiee  Street,  N.E. 
Atlanta,  GA  30309 

*  Primary  Health  Care  Section 

^*  Rita  C.  Salain,  Community  Health 
Specialist 

David  Foulk 
Director 

C^ter  for  Rural  Health 
Georgia  Southern  College 
L.B.#$14S 
Statesboio*  GA  30460 

*  Center  for  Rural  Health,  Georgia 

Sout*iem  College 
**  David  Foulk 

Peter  S/Dinsky 

Deputy  Director  for  Planning,  Legislation 

and  Operations 
Hawaii  Dept.  of  Health 
P.O.  BoK  3378 
Honolulu,  HI  96801 

*  Dept.  of  Health 
**  Peter  Sybinsky 

Diane  Bowen 
Stipervisor 

Office  of  Health  Policy  &  Resource 

Development 
Division  of  Health 
Dept.  of  Health  &  Welfare 
450  W.  State  Sneet,  4th  Floor 
Boise,  ID  83720 

*  State  of  Idaho 
**  Diane  Bowen 

Alvin  B.Grant 
Acting  Director 
Cemer  for  Rural  Health 
Dlmois  Dept.  of  Public  Health 
53 J  West  Jefferson 
Springfield,  IL  62761 
^  State  of  Illinois 
**  Alvin  B.  Grant 

Keith  Main 
Director 

Public  Health  Research  Division 
Indiana  State  Board  of  HepUh 
13^  \Wtst  Michigan  Street 
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RO.  Box  1964 
h/SmtspotiSt  IN  4o206*1964 

*  State  of  Indiana 
**  Keith  Main 

MatyEHis 
I>irector 

Dtpt  of  Public  Health 
Lucas  State  Omce  Building 
Des  Moines,  lA  50319-0075 

*  State  of  Iowa 

Louise       State  Health  Planner 

Steve  McDowell 
I>iiector 

OKice  of  Rural  Health 

Dept.  of  Health  EnviTonment 

Landon  State  Office  BuHding,  10th  Floor 

900  SW  JacJtson 

Ibpeka.KS  66612-1290 

*  State  of  Kansas 
**  Steve  McDowell 

Don  Coffey 
Manager 

Health  Resources  Developmcflt  Branch 
Division  for  Health  Policy  &  Resource 

Development 
Dept.  of  Health  Services 
275  East  Main  Street 
Rankfon,KY  40621 

*  State  of  Kentucky 
**  Don  Coffey 

Patrick  O'Connor 
Director 

Division  of  Policy  &  Program 

Development 
Dcpt  of  Health  &  Hospitals 
655  N.  5th  Street,  Suite  ^07 
Baton  Rouge.  U  70802 

*  Stale  of  Louisiana 

**  Maicia  L,  Daigle,  Director, 
Primaiy  Care  Coordinating  Unit 

Sophie  Glidden 

Office  of  Health  Planning;  and 

Development 
151  C«^itol  Street,  Station  11 
Augusta,  MB  04333 

*  State  of  Maine 

Sophie  Glidden 

Jeanette  Washington 
Health  Planner 

Maryland  Health  R^ources  Planning 

Commission 
P.O.  Box  2679 
Baltimore,  MD  21215-2299 
301/764-3323 

^  MD  Health  Resource  Planning 
Commission 
O    ^e  Washington 

ERIC 


Jonathan  Poley 

Maryland  DepL  of  Health  &  Mental 

Hygiene 
201  W.  Preston  St.,  RM  314-B 
Baltimore,  MD  21201 

*  Primary  Care  Cooperative  Agreement 

Unati 

Dept.  of  Health  and  Mental  Hygiene 
**  Jonathan  Foley 

Susan  Bernstein 
Director 

OMce  of  Local  and  Regional  Heajth 
MassachusetL"  I>^t.  of  Public  Health 
150  Tiemont  Street 
Boston,  MA  02111 
*Dept.  ofP^iblic  Health 
**  Susan  Bemsiei:!  A  Hillel  Liebciti 
District  Heakh  Cfificeri  Western 
Massachus^'ts 

Lou  Crosby 
Policy  Chief 

Division  of  Health  Facility  Planning  A 
Policy  Developmeni 
Bureau  of  Health  Facilities 
Michigan  Dept.  of  Public  Health 
P.O.  Box  30195 
Lansing,  MI  48909 

*  Division  of  Health  Facilky  Planmng  A 
Policy  Development 

**  Lou  Crosby 

Jim  Parker 
Director 

Community  Health  Services  ^^Ivision 
Dept.  of  Health 
717  Delaware  St.,  S.R 
Minneapolis*  MN  55440 
*Dept.  of  Health 
**  Wayne  R,  Carlson*  Dmsdor. 
Community  Development 

EllaTanJy 
Director 

Office  of  Primary  Care  Liaison 
Mississippi  State  Dept.  of  Health 
P.O.  Box  1700 
Jackson,  MS  39215-1700 

*  Office  of  Primary  Care  Liaison 
**  Ella  Tardy 

Lonna  Wilson 
DLrector 

D^'^  ision  of  Local  Health  A  Institutional 

Services 
Dcpt.ofHeallh 
P.O.  Box  570 

Jeffenon  City,  MO  65102-0570 

*  Bureau  of  Primary  Care, 

Division  of  Local  Health  St  Institutional 
Services 

**  George  A  Thomas,  Jr.  Program 
Coordinator,  Bureau  of  Primary  Care 
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Thomas  Piper 
Drier  ^r 

Ce  -^ficate  of  Need  Program 

Ek^.  of  Health 

RO.  Box  570 

Jeffenon  City,  MO  65102 

*  Certificate  of  Need  JrVcgram 
**  Thomas  R.  Piper 

Charles  Acgenes 
Chief 

Health  Planning  Bureau 
Dept.  of  Health  &  Environmental  Sciences 
Cogswell  Building.  C^itol  Station 
Helena,  MT  59620 

*  Bureau  of  Health  Plarming 
**  Charles  Acgenes 

David  Palm 
Director 

Nebraska  Office  of  Rural  Health 
Dept.  of  Health 
P.O.  Box  95007 
Lincoln,  NE  68509 

*  State  of  Nebraska 
**  David  Palm 

Joseph  Jarvis 

State  Health  Officer 

Division  of  Health 

Nevada  Dept.  of  Human  Resources 

505  E  King  Street 

Carson  City,  NV  89710 

*  Division  of  Health 

**  Ron  Lange,  Administrative 
Health  Services  Officer 

Caroline  ^ord 
Director 

Office  of  Rural  Health 
University  of  Nevada 
Mackay  Science,  Rm.  201 
Reno,  NV  89557-0046 

*  Nevada  Office  of  Rural  Health 
**  Caroline  Ford 

William  T.  Wallace,  Jr. 
Director 

New  Hampslure  Divij:ton  of  Public  Health 

Ser\'iccs 
6  Hazen  I>rive 
Concord,  NH  03301 

*  Division  of  Public  Health  Services 

**  John  D.  Bonds,  Assistant  Director  for 
Plaiming 

Viktoria  K.  Wood 

Research  Scientist 

New  Jersey  Dept.  of  Health 

Local  Health  Development  Services 

379  West  State  Street 

Trenton,  NJ  0862J 

*  State  of  New  Jersey 
**  Viktoria  K.Wood 
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Jian'cy  Licht 
Program  Manager 
Frimaiy  Csic  Scctkm 
Dept  of  Health  &  Eovtionment 
P.O.  Box  96a 

*  Prinraty  Care  Section 
**  Harvey  Licht 

Charies  Alim 
Diiector 

New  M^uoo  Health  Resouicesi  loc, 
P.O.  Box  27650 
Aibuqaerqce,  NM  87 1 25 

*  New  Mexico  Health  Resources,  Inc. 
**  Charles  Alfcio 

Paul  Pitzpadrick 

New  Yotk  Stale  Dept.  of  Health 
Dtvisioti  of  Planning,  Poliey,  and  Resource 

Dcvdopment 
Ehipire  State  Plaza 
Coming  Tower— Room  1 656 
Albany,  NY  12237 

*  Stateof  Hew  Yoifc 

**  Assistant  Chief  Health  Planner 

James  D.  Bemstein 
Chief 

North  Carolina  Office  of  Health  Resources 

Developnvmt 
701  Barbour  Drive 
Raleigh,  HC  27603 

*  OfOce  of  Health  Resources  Development 
**  James  D.  Bems*cin 

Eugene  S.  Mayer 

Program  I>uector 

North  Carolina  AHEC  Program 

CB#7165  Medical  School  Wing  C 

Vniversity  of  NonJi  CarolinaAIliapei  Hii: 

Chfipel  HiU,  NC  27599 

*  North  Carolina  AHEC  Program 
♦*  Eugene  S.Mayer 


Susan  Ewing-Ramsay 
Head 

Primaiy  Care  Section 
Ohio  Dept.  of  Heahh 
244»N.Hi^  Street 
CoIumbu5,  OH  43266^1 18 

*  Primary  Care  Section 

Susan  Ewing  Ramsay 

Suzanne  Nichols 
Director 

Oklahoma  Kvalth  Planning  Commission 
Dept.  of  Health 
1000  NE  10th  St. 
Oklahoma  City.  OK  73152 

*  Oldahoma  Health  Planning  Commission 
**  Howard  H.  Vincent 

Don  K.  Leavin 
Executive  Director 

Oklahoma  Physician  Manpower  Training 

Commission 
P.O.  Box  53551,  Rm.  211 
toco  NE  10th  St. 
Oklahoma  City,  OK  73152 

*  Physician  Manpower  Trainipg 

Commission 
**  Don  K.  Leavin 

BrcmVanMeter 

Deputy  Commi^ioncf  for  Special  Health 

Services 
Dept.  of  Health 
P.O.  Box  53551 
lOOO  NE  iOth  St. 
Oklahoma  City,  OK  73152 

*  State  D(^.  of  Health 
**  Brent  VanMet^r 

Marsha  R.  Kilgore 
Manager 

State  of  Oregon  OfTtcc  of  Rural  Health 
1174ChemeketaSt.  NB 
Salem,  OR  97301 


Robert  M.  Wfentz 

North  Dakota  State  Dept.  of  Health 

Consolidated  Laboratories 
Judicial  Wjjig  2nd  Fl 
600  E*  Boulevard  Ave 
Bismarck,  HD  58505-0200 

*  State  Dept.  of  Health 
**  Robert  M.Wentz 

JackOeller 
Acting  Director 

The  Center  for  Rural  Health  Services, 

Policy  &  Research 
University  of  North  Dakota 
501  Columbia  Road 
Grand  Forks,  ND  58201 

*  Center  for  Rur^  Health  Services, 
Policy  &  Research 

Lynett  Kren^yJta,  Grants  Coordinator 


*  State  of  Oregon 

**  Marsha  R.  KjJgore 

Stephen  Male 
Director 

Bureau  of  Health  Financing^  Program 

Development 
Pennsylvania  Dept.  of  Health 
P.O.  Box  90 
Hanisbuig,PA  17120 

*  Bureau  of  Health  Financing  Sc  Program 

Development 
**  Stephen  Male 

WiUiam  White 
Division  of  Hospitals 
PenriNylvania  Dept.  of  Health 
P.O.  Box  90 
Hanisburg,PA  17120 


*  Division  of  Hospitals 
**  William  White 

Sharon  K.  Cagen 
Project  Director 

Cooperstrve  Agreement  for  Primary  Car& 

Services 
Rhode  Island  Dept.  of  Health 
75  Davis  Street 
Pmvide:ice»  RI 02908 

*  Stale  of  Rho<3e  Island 
**  Sharon  K,  Cagen 

Thomas  McGee 
Director 

Office  of  Primaiy  Caie 

Dept.  of  Health  and  Environmental 

Control 
2600  Bull  Street 
Columbia,  SC  29201 

*  Office  of  Primaiy  Care 
**Tbm  McGee 

Bemie  Osbcrg 

Rural  Health  Manager 

South  Dakota  Oflice  of  Rural  Health 

E}ept.  of  Health 

523  E  Capitol 

Piene,  SD  57501 

^  E)ept.  of  Health 

**  Bemie  Osbcrg 

ScotGrcff 
Manager 

Rural  Health  Program 

University  of  South  Dakota  School  of 

Medicine 
2501  W.  22nd  Street 
Sioux  Falls,  SD  57117  5346 

*  Univenity  of  South  Dakota  School  cf 

Medicine 
**  Scot  Graff 

Boise  Haimaker 
Division  of  Health  Access 
1009th  Avenue  North 
NashviUe.TN  37219 

*  State  of  Tennessee 

**  Ray  Davis,  Director  of  Physician 

Placement, 
&  Annette  Menees,  Health  Planner 

Albert  RandaU 

Associate  Commissioner  for  Community 

&  Rural  Health 
Dept.  of  Health 
UOO  W  49th  Street 
Austin,  TK  78756 

*  E)ept.  of  Health 

**  John  Dombroski,  Diiector,  Primaiy 
Health  Care  Services  Program 

Ellen  Widess 
DireaorofRural  Health 
Dept.  of  Agriculture 
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P.O.Box  \mi 
Austin^TX  76711 

♦  Dept.  of  Agricolttirc 
♦*Etkn  Widess 

Qaadia  Sicgd 

Diiector  of  Medical  Piogntms 

TCTas  Higtor  P^ifaicaTion  Cooidtnadng  Board 

P.O.  Box  127^8 

AiJStiD*TX7S711 

♦  Higher  Education  Cooidinating  Boaid 

Roben     Sbciwoodf  Jr. 
Diiector 

Buieau  of  Local  and  Rural  Health  Systems 
Utah  Dept.  of  Health 
m  North  1460  West,  P.O.  Box  16660 
Salt  Lake  Cdy,  UT  841 16-0660 

♦  State  of  Utah 

*♦  Robert  W.  Sherwood,  Jr. 

Chfistine  Finley 
Health  Planner 
Vermont  Etept.  of  Health 
60  Main  Stieet-^ox  70 


Buriington,VT  05402 

*  Stateof  Vennont 
♦*  Ouistine  Finley 

Raymond  0.  Perry 
Diiector 

Office  of  Flaiming  and  Regualtoiy 

Services 
Division  of  Health  Planning 
Dept  of  Health 
1010  James  Madison  Building 
109GcfveniorS!i«et 
Ricbnwrad.VA  23219 

*  Stale  of  Viiginia 

Raymond  0.  Peny 

VcraeGibbs 

Health  Flanniiig  Administiaior 
Dept.  of  Healdi 
MailStop  0B43F 
Olympia,  WA  98504 

*  D^t.  of  Health 

Verne  Gibbs 

George  W.Lilley.  Jr. 
Acting  Administrator 


Division  of  Health 
1800  Washington  Street,  East 
BuUding  3,RM206 
Charleston,  WV  25305 

*  Dept.  of  Health 

*♦  George  W.Lilley,  Jr. 

Richard  C  Heinz 
C6onlinator 
Primary  Cart  Programs 
Division  of  Health 
P.O.  Box  1808 
Madison,  WI  5370M808 

*  State  of  Wisconsin 
**  Richard  C.  Heinz 

R.L.  Meuli 
Director 

State  of  Wyoming  Health  Dept. 
Cheyenne,  WY  S2002 

*  Wyoming  Health  Dept. 
**  Larry  Goodmay 
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SURVEY  OF  STATE  RURAL  HE.  lES 


Spring  mS 


Office  of  Technology  Assessment 
U,S.  Congress 
Washington,  D.C.  20510-8025 


Conducted  by  the  Office  of  Technology  Assessment 
U-S.  Congress 


M        \  in  SI  All  «ritAl  *tt  At  Ul  A<"ruHUS 


REaO  OVtR  TIIC  WRVi  \  CAREFULLY  If  y?u  hive  Any  qvelttofu.  cOnl]«t  Leih 
Walfe  or  Mirc  Zif  tmerman  tt  ,.e  CKTicc  of  Technology  AtsetimenU  tfealth  Ptotrim, 
VS  Con|r«t,  WishtnEton,  DC  20SlO.«02^  (20(2/221.65^ 

PlM*e  feel  free  to  i((Wh  wpatue         whenever  fnore  room  "  wetJe^l  ' 

Pleiic  noie  that  iot  each  ttcm  tn  ihe  ACTIVITIES  rcction-  we  ire  mterHtcd  only  tn 
acttviliei  >our  OTft;)(iitatiOfi  u  CUR  RENTLV  ^ivoUed  ui  Of^  hu  be«fi  involved  m 
DURtKG  THE  FAST  5  VEARS 

Pl«v;  ftvtM  u«  <Jf  the  'other*  ^itfU^tiei  Itwou^lMim  Ihe  JutveV  to  calWute  iny 
aciivitiei/ProjtTiinr  ihat  wc  have  not  incJiided  tit  our  checkhsu  Doji'i  forSet  ko  llci£ul2£ 
thei«  other  tcttvtii«  in  ihe  spaces  provided 

Pleiie  enclose  any  repre$eniittve  Itientufe/pvblicttionr  you  laty  h]v«  thit  wUI  hflP 
dcicnhe  your  aettvttiei/Pfogrinu  tn  gretter  detttl,  nd  fe«l  frve  to  reference  thrv 
Itteritiife  «t  inr  poinl  m  the  rvrvey    | ,  "See  p  26  «f  enebscd  Aoouil  Report  for 
description  of^our  demomtrilion  Pro>c^ti  *)  A  po$tABe.piid  envelope  hu  be«n  Provided 
for  ihii  purpose 

When  you  hive  finished,  pteue  enclose  the  comPtcUd  <1ucitionniire  u  well  is  any 
related  iJleratu/e  tn  the  PwliSe-Paid  envelope  pt^^  return  (he  survey  by 


THANK  VOU  FOR  YOUR  TIME  AND  COOrEt^ATlON, 


<;ENCftAL  DtSCSirTtON 

*w* •••••• 


OrlanfutiOA  Ntme 
A  (Mies, 

Ntme/Tillv  of  director 

Ntne/Tnle  of  other 
key  contict: 

Nanw/TiiJe  of  penw 
wnPletiflt  turvty 

Veit  ntibtahed. 

Type  of  offisintioa. 


_  Scale  G<yvfrAfnenl'tv 
^  Umveniiy*bued 
.  Ptivne/jion, Profit 
_  CWi*r  (deicrihe)  


{If  tunH  huSdi  ict»niei  ve  Onty  ptrt  of  ywr  wttntiiiton'i  lafx^ttiibAlUa^ 
please  isaJ»  the  fODowia^  eftuoMict  bued  on  thOH  tcti^ities  ilone } 


Nuaiher  OT  poo;^  on  rUff 


.  FT£  (lAcliKle  proTesiidut,  adoiiAiuntive,  tuppOrO 


To4al  toniat  hvdset  for  tunl  prolnnu  ftnclude  federal,  rtite,  tociL  Pnvtte,  and 
fee'for'tervtoe  iiHoa»)r 

FV 17  *  

FVtl  *_ 


BteakdowiL  .  %  Fedettt  fundinf  %  Local  Pubtic  fvndtni 

^_^^%  Sttte  fundtni      ^  %  FceJor,«ervice  jacome 

_%  PiiTHe  fu&lmj    ■ ,  foundation  Irasti) 
Pk»e  Ibr  f^tvtte  fundinl  touroec     


f  LEASE  COffrmVE  ON  NEXT  ^4GE 


A>  Wbil  ire  Vour  ortinttaliO(i*i  lur^l  hniih  o^JcCUvfi'*  (mclti^re  ^ uur  official  mirKtaie,  if 


B)  Wu  ^sur  ore^tntKMi  odblithcd  t>4  \ht  atithoriiy  of  State  leluntvoa  Of  thrmjih  M 


C>  Where  wtiihtSi  the  orfiamlKUUt  ittuctvre  (vf  the  Sdw  «ov«niflnefit  vt  you  located?  (Pln»e 
iH^ide  u  ^janlatioiuL  clun  if  tvkiliMe)  Lf      iTf      i  Sute  tgcncy,  what  ii  your 


^L£^f5  COffTlWE  Oft  ftEXJ  fiACE 


PIfiM  cK«»r  IboK  tural  i»fiilth  ictuiliei  UUtw  *t  wh*ch  >o4r  or«kiintiOA  *>«  bees  mBFCTlV 
m^oUM  t>t^1tlNG  THE  ?^ST  3  VEAUS  V  vour  or«t  munoA  eciBMei  tn/hii  «ifi|cd  in  iny 
acrtvtrm  (tut  ire  nol  tiHct)  here^  pleist  ihtci.  ^oihtr  ind  itet?rit>f  ihrsf  icit%il«K  m  ihr  ipace 


A  ritOVlOER  n£CRUlTMENT/fLAC€MENT 

 NO,  *e  (uve  twt  <Io'»e  my  p»vi(tei  focrBirnertt  of  (>i*«*iienl  *ft  the  put  3  yein 

U  NO,  ire  there  my  dhtf  (ttAcm/oriantiitioni  m  y^ur  Siiw  thit  do? 

Flew  (iV*  UfKL  


 ^  VES,  w*  *ii«Me/hivt  enjiled  in  the  a^ti^ttm  HHli<tted  twJow 

(pleiK  pui  yy  if  you  ftcruittd  l^ut  dKl  not  Plk«e  m)WK) 

  MDVDO'i   Phy5«r[ifl  Atiutmti 

 R  N  'i  __  _  Meniil  %\aHh  ProfctJiojuli 

  Nurw  Pncittioflen 

*  Ofhflf  {Meat  ipPtrty  tyiwi  twt  #  PLACED  OVER  THE  PAST  3  YEARS  -eg, 
LP  NV  Phyircal  ThtfiP^iti,  PJiirmieiiii) 


 Uia  foftiv««ii/feP*yj«flt  pro^rinw  (pkee  described 


 Snie  (ChoUnhtPt  *o  eichin^fl  for  Krvic*  ta  rvni  ttm 

^  ^  Oihet  fiiuncUl  thceativu:   


 PUwmcnt  «fVKC 

Otfoer  


rUASE  COf/TftfUE  Oft  NEXT  fA:iE 


I  ACTIVITIES  (COhTTI SUED) 


Bi  FlNAf«nAt  ASSISTANCE  TO  LOCAL  OBCA  ^l£ATI0tv5 

NO*  we  tUtfC  wi  PrOtfidHi  iny  fiunc*il  tui)ttn»  durint  th*  ptti  3  Vein 
II  NO.  ire  thete  tftv  oihtf  iteccvn/orguiuitont  in  your  Suie  tMI  d^'' 
Pteite  tnt  mmti.  


veS.  we  htwe  l»o«Hl«f/l>i4*K}4  th«        of  ftuitcul  tuuun«  che^ktd  bOow 


 Mitcfcu*  f  ttftdt 

 Other  (d«jCTibc>  *  * 


<e  I ,  rvnl  QommunitiM.  I«tl  «|tniuiiOAi. 


o  technfCal  assistance 

 NO,  we  Mv«  D«t  provided  iity  tecbnKi]  isaUAce  ^a.int  tbe  pvt  1 

IT  NO,  atB  then  My  Other  MfDC^/orMniatiOfts  m  ytMt  State  thit  4of 
P>at*«  tlv*  huaet:  


 ,  VIS4  wti  tuvfi  pnvided/pnvtde      typ«f  of  lecttnicit  tuttttnce  ehefke^  bcl^ 

<l)  HMSA/MUA/MUP  detttottnot 

Sttttwtde  nn]  Hohh  ondt  osemiKiit 

Dtte  of  kit  $tat«wide  _^ 

OUwr  onit  tateauamn  (docribe)  


,  Gnat  ■ppt'^aikm  mirtmce 

^  R«taaia  idnitlffcatiafl 

.0*er_  


fl.£4S£  COtJTtNVE  OH  UEXT  fACS 


J  ACTIVITItS.  C.  TECHNICAL  ASSISTANCE  irof  '  Nlrlhl 


Facility  deveto^nKai/conttruclio^  confuh  .on 

,  Crmt  iPlHtcition  i«Jtrince 

 Mtutement  uiitttqce 

 Other  


Ih  RESEARCH 


NO^  we  luw  nol  done  iny  rural  beilth  reteirch  in  the  put  }  ycin 
If  NO,  ttv  thete  any  othtf  ite«ctei/ottaniuito(u  in  jr^ur  Siaie  that  4^'' 
PIrtje  ti«  ufh«i  ^  


^  VES.  we  hive  donc/ite  doioK  tettirch  on  ihe  followint  wfwj  (chect  all  that  iwly) 

 HeaUli  perwflcel 

 I!-3lth  aeftficea  vtihation 

 Health  :*atr  'e  t  *  motbidiiy  &  nwrtalny) 

Hutlh  ayttf^^  ooonSinalion 

 ^  IfuunDce  oDvcrMe  la  run!  popuUtton 

 Medictl  Ittfaitity  [diuHKeusts/avaitiliirjty 

^  tUw  tcchnol^y  (e^  <  difir»»«n,  uiiltattcn) 

^  Qmlity  flf  are 

Ruftl  bospiltU 
 Othet; 
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1,  ACJW  iTiLS  ^roN  riNUU» 


E:  ftUnAL  MfALTM  S\£TE5tS  COOftDlNATYON  AN[»  IhIPL  EMInTATIOn 

 NO.  wt  have  lut  eataSfd  in  mT  ruraf  hMtih  >ytienti  cwrdmaifOii  ot  ttnP^mcnltiioD 

iSuiini  the  xm\  ^  Vcair 

If  NO.  ire  thtte  tnV  fther  >;cn;ie!/oJ^ntf>tt«ni  tn  youi  Sme  tMt  do'^ 
Fkuc  '^^c  mmef     


,  VCS«  «e  have  enS>ledl/t«ltle  tn  the  icltvhitH  ehecked  below 

 EVvebPtAl  ili*inc<t  bcliveen  h«ptiil» 

Plate  iotcitv  typA  of  ptrt*cM»nir  it  K .  iirtun/runL  latle/imtH) . 


Dml^iPl  ItlttACd  betvvcn  SupitvU  Ind  dhrr  mediCit  urvice  f>ci]iti« 

fe.t.  VITH  rwC^.  prtvite  pfiyixitnt^  mentit  health  cenlen,  ^nty  hel]th  depb  > 


Pt*imq*<afjt  type    PAftK^iunn; . 


lUhtil  »nun>  WdBfty  tteiVth  <k(nr  *  unim*iOity  iepte$«ni»ivci> 


-  iOrtlfv  lypcs  of  P*rticip4jttL 


_  £iP«itl  h«itih  tervice  (jqtJKt  dtvctoTBCQt  or  other  f  laiiKtil  ofMttuu 
_0«i*r  


EDVCATIOH 

IIV«  USK£ 


 Mediot  ud  ether  b«»ttli  Profotiltw  «dtK:ati«d 

 Cwi()(wt*t  edMCtliOD  pr^rlmt  fw  ™nl  pw^Wm 

  tiiPwM:  ntril  heata  cDnfcitnce 

 Olb*r  


PLEASE  COHTiyVA  Otf  NEXT  fACr 


4;)j 


ERIC 


tiOw  ^  hive  nit*  cn^aRtd  m       l{-Eiaiii\e  >if>tii  during  tt>e        ^  ytM^ 
it  tiO,  tre  tbeie  an>  oiM  aitfn<.ift  oriOfiiranom  ko  your  Si>tc  ih>t  dn^ 
riettt  (*^t  nifnei    _  ... 


\ES,  *e  hi^*  eft*a«f<l/*iila<e  *n  rhe  it fivihtt  checked 

 t>evcl<>Pment     uH,  totit/cotamttt'a  jo  addrtu  iur>l  hrl]ih  cire  lUun 

 Wotntnl  wn^  lcftii1tiure/1etiM»hve  c«mmi1im  o"  rutvl  tkt*Utk  fUtm 

^  .  CKhtr  .  


ir  PUBLtCATtONS 

Time  cNecV  bckiw  iny  runl  he^tth-ietitrd  Dutiiciwu  yotir  oTtifthKitioii  bu  Viodwed  durhnS  the 
put  ihf<*  ye*n  fiKroi*  «PrtMrnuive  umj>l«  if  fWHitk 

  Annutt  rt(»H  InfofinitfOD  pKdeu   ^  Research  fep<™ 

Newjkitft   £v)iuii,wi  fe(»tti   Newtpjpet  irtKkt 

__.  Othcj   


I:  PRIORITIES 

HuK  check         tJlMFO  THREE  ictitiiy  >teu  whidk  >rc  cvrreotly  ytMt  hifhai  pfiotilm; 

 A  PROVIDER  RECrUrmEKT/FLACEMEKT   F  EDUCATION 

_  B  HNANaAL  ASSJ^TANC!;  TO  LOCAL  ORGAWriATlONS   G  LEGISLATIVE  AFFAIR^ 

 C  TECHNICAL  ASSISTANCE   H  fUBLICATTONS 

 D-  RESEARCH 

__  E,  RURAL  Health  svsttms  coordination 

ASD  1HPLEM£NTATT0N 


y  SPEOAL  POPULATIONS 


Pletse  fhK^  tKtOw  sp«J|]  lX^ul«tion»  t«  w)tK>i  Prolnnu  or  «CUntio 

yo*  i(K(C*ud  »b*v»  irt/>ivt  bten  «>?Cilic*iiy  tuteted. 

 Oiildren   R^ttl/Eihnic  IrOiiPt 

 EWeriy  finst  ipcchfV  


_  Lotf  lncw»  ... .  

_  M^Bt  worsen  Umaivrrd 
^  Pretnut  woid»   0<her  


PLEASE  COf/rtHKte  OS  fiEXT  PACE 


4.  IIAJOR  nUSAL  HEALTH  CAME  bCUVEnV  ISSUES  IN  >OUR  STATE 


€ENEIIAL  ISSUES:  Th*  foltowtnt  u  1 1»1  of  heilih  circ  DELtVEftV  luun  tn  rvnl  inu  PteiK 
ttnl  etch  of  the  ttt  iuun  by  Kwtity  of  tkf  urue  tn  your  Stsc.  uitnl  *i*  vo  t^dtctn  tKe  frtSfnt 
Pf«btt(n  tm.  V  Uk  sinilkil  ptotkm  mft^   Im  im)  nnk  uy  otb«t  h«i11)i  e*f*  PELIVERV  tjiuH 
tn  the  ii^Me  t^EO^tded.  «i|w^jn«  the  nnkmt  K4le  u  iwnurr  ■<*  n<t  mmm^^ee  tmh 


,  Medtcit  )t«bi|uy  lAsunnoe  coi«$/*viiUtilitr 

.  Meeting  tiw  n*«<t»  of  t^eciil  Emwtttiont  U  s  *  e'deriy<  0i|r«nt  worken. 
Iiilb-f»1c  pRcotocki) 

.  F)iy»«Qt  ittv«$  <e.K  >  Modinre  utbaa/nnl  diff<r«Ati«]*  isnwKe  oovtnSe) 

^  Qvtltty  of  cue 


OfttAKAtiM  b  ClfRRENTLV  ddvotint  n»  ach  of  tK«  foOowutg: 


RATWCSCALE;  0  ) 

ttttatioA  to  j!ii3 

(Vao  my  uk  cacb  a^alM^  ^ort  thia  on«  . 

 Acntt  httiih  c»i« 

 .  .  Otila  bsll&  cin 

 EBJwieacy  vedia]  ci» 

pnvtmka 


.2. 


 * 

de^tiBfMOST 
umaiioa  to  thij 


_  How  twlltt  w« 
^  Lost  teto  an 
.  Mti  ft  tmdth  cm 
_  O  r  fid  an 

Othtr   


tt£AS£  COf/rtffU£  OS  sBXT  fACE 
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5  QUESTIOlstS 


ritiK  dcHrtbe  tHtefly  (A)  ihttc  CUREIt^I  ifiivttwt  ind  Ptolriftit  m  >out  San  tliii  lave  l^ro 
efrecttve  ia  ■ddrejiial  tujil  hnlth  i)iue»>  iiKt     tSree  h,iivrii»  or  Pr^timr       *oul4  lAt 
tee  m  youc  Sure  IN  Jt^E  FUTURE  to  iddtf »  thrft  iir^fr 


A)  Cutrent  Actiwttitt  O)* 


B)  Foiur*  A<li*i(rtl  f  J)t 


THANK  VOU  Vm  MIKHI  FOR  VOUR  TIME  ASP  COOfERATIOK 

FlMM  rehire  tunwy  by  *ff   -ma  Wolfo»  Heillli  rrofoo.  Offic*  of 

rtch»fo«y  Atf<wDeal>  VS.  Os«<ff«>  W*$Jith|»oa.  DC  10SIO_SO(1S 


4  M 


CONCRESSIONAL  OFFICE  OF  TmiJiOlJWV  ASSlSSHfKl'S 

SVM&I  or  srAt£&  on 
ttiMJH  Pi^^omu  smktAGf.  and 

rtCOtCALLY  UNOtK^I.RVED  A}<EA  OFS  tCHATLOI«S 


Kua/fUl*  of  p«r>«n 


AxIdriM :  


1     HOv  Mtttftcd  At*  y«u  vlth  th>  tttr«tU  ut*d  to  d*it^fiAt>  Ftd>t*l  Pf  ttp*ry 
v^rv  utUftftd 

Dl*>*tl*fUd 

Poa'r  Itnow 
opinion 

rt«4i*  lUtct  br^  «hjr  you        cttUfttd  or  dlt»CttfUd 


vgutd  tsptcm  tdantif tt«l«n  of  ^ttsAry  c«»  ptttoratct  itiart^^a 


b.    Vb>t  u^tt  of  ctia  rttoMrv  <^^r*  Kts^  ctl.t«tt«  ttt  (oo4  «nS  ihoutd  t>* 


r      f>fvcrtbt  Ally  ptobltitft  th^-  V^.^t  Mvf  bJid  Jfi  df tl^iiAtlti^  ^rluTy  c*rt 


*      A  pttury  ccto  llBSA't  ptiofLty  gtouptn^  <l  r-  .  ^rOiJP  l-4>  t*  *  ftood 
HCAturo       the  KttSA't  r«Utlv>  ^(r**  of  prlsAty  t*t*  H«>ltb 
rtOflnc 1  thorc  a^* 

SttormW  *(r** 
Aff** 

^ttonnW  d1>*gt«o 
Wo  opinion 
Comwrit 


AlLocAtton  of  rtd«t*l  tt^^uttr*  t>  rort>Ut«d  to  MM?A  prltrUy 
fttoupt 

Stcot^tty  *ft>> 
A*t*« 
..^__MM(t*i 

Pon't  kiww 
Wo  opinion 

CoHohC 


}     l*!****  briiflv  dscttlW  tt*nd>  In  WfSA  dtct^vuttoTi  AfClvter  tn  jrour 
HCtopotUftA  *nd  tt4nHCnip>Ltt*n  tt*tt  titvit  19W 


'2- 


lncr« « tad  AM*vh*e  _^ 

J>tmmd  ****i(!nr     

btcTtttt^  v*t]r  Much   

Om^c  kiww   

in  your  Se*rt  tiwtt  l^^i- 


IncruMd     1>*^Xtttt6     Had  no        ^on'  C 

Aviil^iltry  of  tlHSC  v*r*onn«l 
e  fturil  H«*Ich  Ctlntc*  Aer 
d.  Hfldlcar*  flif]r*£cl*ii  b«nur  payunc 

Sr*t*  pro^uj  ItEikad  r«  HNSA 

f  Othflr  i  

8  Qttwt  

Hu  yvur  Se*e*  ftlAd  any  fricjrv  c^r^^  HMSA  Applleielon*  aIhc*  HftSf 
 Y** 

(If  fto,  tktp  to  quaieloQ  4,} 
_pM*e  Jmo*  <IC  d*n*r  knov,  »V1P  to  4u**rlon  <  > 

7     In  gtcwriil,  vtue      j«ir  l«v«l  of  **el*f*eet«i  vlch  Hov  Fidtril  Prtmaty 

 _V*rT  AACUfUd 

 y*!?-  dime  lifted 

 Dw'e  Jmo* 

 Wo  opinion 

It  **ri*ft«4  #r  dtr**el*tl*4r  vtut  up4cr(*)  vf  th*  t^llc*tlfln  Mottta 
l*d  t4  your  Airlifuelan  or  dtsMtUt«eeloa! 


o  .  4 
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V*rv  tAtljfUd 

____s*ci*fi*d 
 Dirr*eUfl*d 

V*rr  dtitACtjfUd 
Pan^r  Vrww 

Poo*  ftot  *pply»  i»  r«vt*u 
optnUn 

tf  **eUft*4  or  dtmcUfUd<  **p*r(<*}  of  cht  r«vi«v  yroc*§t  h*v* 

Ud  eo  your  **etrl*crton  or  dttMCtif irclon? 


D     It  your  Se*e*  dtflntn^  thottt^t  trttt  tot  phyilcUn  *po«t*UU*  (*  £ 
OA/^yn)  or  for  i»n  phyteUn  h**lch  e*r*  provider*  (*     ,  nuru*)f 


Pon't  know 

If  yb*t  Apoctty  cho  eyp4  of  provtdar*  for  ^lih  jhorc*s#  atm*  *r« 

daflMd  and  briefly  d«*ertli*  dul^uelon  <rlr*rt*  (cr»  tf  ifVAtlAblt. 
aeruh) . 


I     HcAi  SAClatlad        you  vtth  th*  crlurt^  Vdtd  eo  C^mI^Xm  ^^jftral 
Hid  ttf aHy,  _Opd*  ¥t«  rf*d  *r**f  <KUA*)T 

Vfarr  ■*et*fl4d 
 ^etafUd 

 ot***eun*d 

_^  Jttry  dU**et*ft*d 

 Don*  e  Jijw* 

Wo  opinion 


HsKH  daaettbo  vhy  you  tvt  tittttlttd  or  dl***et*ft*d 


4  ^8 


$uet  1  ^Ait^cMiloni  tn  frontier  *r«**> 


MC»polleui        T>dnMerap«llein  *rt*t  itnca  1900, 


Sine*  im,  hit  cn«  d«und  for  Pa<Uc*1  UUA  <)*eIeiuelon  incf* 


^ttmm^*d  or  hatf  ttP.JP ffff ^  on  ch*  ^«uM  '^i'  ^jjlM^Jll  KWl  4**ie^iloiu  tn 
7«UfT  £uu  Alnc*  L^eS. 


b,  Avall«billt7  of  CHC  fund* 

Kui:4l  U**tth  Cllntc*  Aee 
tf,  tuu  pwfrtu  llnikad  to  IfUA  d«*tfn«clOA 

f.  Ottur  
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^           y<>^>r  Si*t*  tL1*d  JUiV  H1!A  ^r[>l  If4t  lorn  klnf*  W»Vf 
 Y** 

__^Oofl'r  Lnow  (if  itor>'(  *l<lp  lo  ^u^tiLoti  ?  1 

6      tn  £«n«r*L.  vh^C  t&  youf  l*v*l  iA  ^Aii^UctLon  with  ttaw  r*4)*r«l  miA 
*ppU?*?loiw  Are  Eittuiti:' 

.  _  Vary  mttlEc^ 
Wo  ot>[ntor> 

tf  AACNfU^l  ot  dlmtUftcd.  ifh*c  Mp*«c(*)  of  ch«  ppp^jjtlof^  P^'.^gJf 
tC(i  CO  your  t*cl*f*cclon  or  ^Jtmctifacclon? 


7     Vh*c       your  Itv^l  of  AAilif Acelon  vlth        £r*4ticncy  of  Fidcril  IflJA 
r*vt*«t 

V*rv  MClifLwJ 

 SaU*fl*<) 

  M*i*cUtl«l 

__V*rr  <)lB**cleft«4 

Wo  opinion 

Fim*  cooBonc  on  %hy  iicUfltd  or  4le**iutt«4  ^nd  tf  dlmelefl*4. 
tpt^lfy  hov  ofien        NU/U  ahouH  1^  r*vi*«d  «M  vfiy 


ft     To  vtuc  AKCAAft  4o  you  A^n*  or  vlth  thle  acacahai^ 

Dlff*r*nt  erlcirl*  aIkhiU  b*  irfwt  CAvlovlnj  F*d*r*l  KtUm  thai  hiv* 

_Stro"jtly  *£ia* 

_^_^troo4ly  dlt«4r** 

D&n*t  Vaav 
 Ho  opinion 


4  ^9 


 Y*j 

 Hq  (If  no.  *klp  to  Qu«jit«n  2  ) 

 ft^* I-  VA4h  (1(  (Jon*t  kno«t  *kt^  to  Qu*«loi*  2  ) 

If  yt*.  pirn*  eliACk  til  Stacg  h«Alih  (MtrtonAot  dUietbuCton  pio^rui 
puAiAi  In  youi  tnd  far  **ch  ctwcktd  p»KrtA  litHlctzt  vh*Cher  Che 

r*d«r>l  IMSAt  MM  or  crlierl*  *r«  ujtd  to  tBplc»nC  Ch*  peo^etA 

tn  ibe  cpdie  prnl4«d  b«lov*  brUfly  dMfLfijtf        S tan  J* ■  1  fmt ion 
^rlteflf  CbAi  *»  u»d  for.  tf  mll«bl««  Aitlib). 


4.  AHEC> 

ei  lining  op^iiuntitet 

e   Othti  tdxtcJCtoruil  proj^etA 

4   5«  cvlet  *e«ite  tPC«ni 

la«nt  4chol*rthtpt 
b  Oth*i  lo*na 

d.  Otlur  fliuneUl  tnc^nelv* 


X»  Hit 


Idu  iep4jnMde 

b   


In  your  wtftl^n.  ttm  ttt«te  or  popuUttona  in  youi  sc*c^  ih^t 


„Ko 

_)]on*i  know 
^Ko  opinion 


tf  JgJt*  Pltttm  d<i*iilb«  ihttt  tzttt/poV^ltzlirnt        vh)^  h*ve  iu>( 


tf  Itf.        uio^  of  ihttt  *r#**/popul Alton*        4«*lg(ioie<l  tt  ^f^jiSjn 


3     In  yvvr  mtntjlfl-        th«i*  *r«**/p4pulAClon«  th^i  *r*  Intpyfoprt^tfJ^jf 

4«4lfvue»4  u  F*4«r*l  HMS/U  or  KlM-»  (I  e  *  tt*t*/^j^lnion3  ilui  do  iu>i 
hmv*  t  *hoii*£a  of  h**lth  p«t*onn«)i  or  Khmc  ti*  noi  BodlCAlly 
uAd*itorv«d)f 


^COfl*!  llJW* 

Ko  opinion 


tf  XtA*  pltttt  9tVl*in  ifhy  th«  ttttt*  4«el^naClon<>>  ■»  liuPPiopr 


tltttm  blUfly  4«*Ciib«  St.^tf_Jaj  1  (ifl*tlon  tr Itt ft*  ilui  tzt  UJ*d  (oC. 
If  «v4ilabU«  4eucb). 
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500 


V*Ty  Effective* 

r 

VI 

ttr 

Nae  r*rilU*r  vLih  Froei*!  Pto^t 

Ko  Opinion 

Naetooal  He*lc)t  S*rvLc«  Co^Pe 
Suf^ie  hf  FitiHty  Cat* 

Cfl^unlty  IU*ltli  Center* 
ftutftl  HfAlch  Gltnte*  Ace 

(odur  dun  HHSG) 

OtHat  Up^city}^  "  


S     HKSA  And  KUA  dHtgiuelont  v«»  «t  t^tntlly  d**t£ne4  t«  ***e  eh*  n«*d»  of 
Ui*  HtUG  *nd  *CKG  |^T«^r4iu.    In  youi  oplntflfl.  hov  AppioprlAe*  At*  eheee 
daitftuettmt  r«  othiif  r*d«t*l  pTt>£au  such      (Ka  R^t*!  H**lth  «llMct 
Aee  «nd  M*dlc*»  tnunelv*  ftymtntt7 

 _V*ifV  *ppr^Tt*e* 

 _ftP>t  «^  1  *t« 

  titfpprffpT  t  *  e  * 

_     J^trr  t»pproprUe* 

Pw*e  lc»tf 
 —Wo  opinion 


(     Do**  ywT  *t*t«  d«llno*e*  prifc*fy^*ifft  Asrvlc*  *t*ur 

 (To 

Don^E  km 

If  ]ttl'  pl**M  ^i-iafljf  d**^Ttt*  hov  th*  *r*u  *r*  d«ri»d 
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tf  iii   pLf4ie  bilffty  ^i{-Tlbf  [he  sutv^yi 


H*i  th«  vtCh()r*v*t  tit  F^der*!  ptiiviln^  rei4>uTv>i  it  t  '  SC*C*  H**lCh 
Pl«nnln^        l>«v4lop««nt  h^ency  ^SHFDa)  Cuivdi>  h*d  *  ^*ttly«H  Mg*ttv«, 
or  no  effece  on  youi  Se*e«'i  AbtHey  to  pt*p*t4  T*(tw*ei  for  KMSA/HUA 
dtttgnielonT 


  very  poiUtvp  (doeciLlM)  

  SoMvtut  ^o*tetv«  IdtierU^l. 

SoiMvli*t  rL4c*eiv«  <dfttCTtb«>, 
  Vtfy  ne£«etv«  <de*eTt1>*)  

  Mo  *er*f e 


^     In  ^AeT*l«  ATP  /our  StAtp/fAdoi*!  tacoutc**  *dpqu*ee  for  MLneAtnlnjt  m 
■c-:urift«  *nd  gp-co-djei  ■«(  of  h4*leh  p«Tionr»l  ib4Te*g« 
MdiriL^y  'indarionofl  oiciiT 


 Wo 

Oon'e  Vnov 
_       Ne  oi  'Mon 

If  Hbl-  Pl"**  doAeitbP  vtut  TPtoure*!  pr^  t(ud*4uAe« 


1^   it.JQttlliibl£.  PUm*  **nd       tny  Stat*  stp*  you  h*v«  pTip*t*4  th*e  iibeiw 
th*  lo<r«tlotE  of  any  of  eha  rDUowiitiC    Ftdoial  HHSAe.  KUAa,  St«ta- 
d«it£n«c*d  ahoTiag*  aioaa,  CHGa^  VKSC  att«a.  caietfled  Rural  Haaleh 
CUntea,  and/or  pit^ary  cait  carv£ca  aiaaa 


ERIC 


JlTt*3  that  h*v«  Mt  been  cOVtTtd  Jld«^tiMlcly  tty  tKia  qu«tt  toAnAtlaT 
CfMUHClt* 


U«htfx«»n.  t^.C.  30003 


Appendix  £ 

Rural  Health  Care  Projects  Funded  by  the  Robert  Wood 
Johnson  Foundation  and  the  W.K.  Kellogg  Foundation^ 


Pnvate  foundations  hav<:  played  a  significant  role  in 
[romoting  innovative  nual  health  care  projects.  These 
foundations  h^ve  intended  to  establish  the  basts  foi 
lasting,  effective  diange  thiougli  creative  project  plan 
ning  and  design,  research  and  experimentation,  education 
and  training,  and  aicourskging  t^e  coordination  of  com 
munity  resources.  Two  of  the  major  fbundations  t^^t  ha\e 
ptwtded  innovative  support  for  nual  health  care  pro- 
grams are  The  Rc**-7t  Wood  Johnson  (RWJ)  Foundation 
of  Princeton,  NJ  and  the  W,K,  Kellogg  Fbundation  of 
Battle  Creek,  MI,  V  :cent  releva:.l  projects  supported  by 
the  RWJ  and  KeUog^  foundations  are  described  briefl> 
below. 

The  Robert  Wood  Johnson  Foundation 

The  Robert  Wood  Johnson  Foundation,  established  ui 
1972,  in  recent  years  has  focused  much  of  its  efforts  on 
building  and  strengthening  the  ui^tmcture  of  the  nual 
health  care  system.  The  following  describes  thoseprojects 
that  are  most  specifically  focused  in  this  area. 

*  Rural  onented  trmning  aar^Uies  suppoited  by  the 
Foundation  in  the  early  1970s  includect,  scholarship 
support  to  encourage  students  fitom  underserved 
areas  to  go  into  medicine  (a  precursor  of  the  National 
Health  Service  Coips)^  and  uistitutional  support  to 
develop  primaiy  care  ttaining  programs  for  ph>si 
cians.pbj^ictan  assistants,  ctiildhcalth  practitioners, 
nurse  ptactitionm»  family  care  asststauts^  and  emer 
gency  care  providers  who  represented  thoic  pracu 
ti(nners  most  needed  in  underserved  areas* 

*  Ihe  Rural  Practice  Project  was  launched  in  1975  to 
demonstrate  how  medical  (nactices  might  be  devel 
oped  in  nual  areas  so  as  to  meet  both  the  health  care 
needs  of  the  conununity,  and  the  financial  ^  i 
professional  needs  of  rural  physicians*  Foundation 
fdnds  were  used  to  cov^  the  opetating  deficits  of  the 
14modelntraIpracticesfbraperiodof4years*  Some 
sites  were  unable  lo  achieve  financial  stability ,  and 
several  had  considerable  staff  turnover  in  physicians. 
The  availability  of  a  hospital  to  a  practice  was  found 
to  be  critical  to  ftnanciai  and  professional  survival 
and  development. 

9  The  Rural  itfant  Care  Program,  initiated  in  1979^ 
funded  10  medical  schools  to  work  with  State  heahh 
departments  in  iminroving  penuatal  care  in  isolated 
rural  areas.  The  c^jective  of  this  program  was  to 


develop  and  enhance  linkage*  beiftcen  rural  health 
services  and  teitiaij  medical  centers  and  create 
regional  networks  of  perinatal  care.  Although  some 
of  the  medical  services  under  this  program  were  oit 
ba^k  or  reorganized  after  Foundation  funding  ended, 
the  regional  relationships  and  services  in  many 
Slates  that  showed  <^1^  improvements  in  maternal 
and  infant  care  remain  substantially  in  place* 

•  The  Rural  Hospital  Program  of  Extended  Care 
Services  was  launched  in  1981  to  encourage  small 
niral  hospitals  to  develop  swing^bed  wrvices,^  Five 
State  hospital  associations  were  funded  to  develop 
the  capability  to  provide  technical  assistance  and 
education  to  interested  nual  hospitals.  The  F6unda- 
ticm  ^bsequently  funded  26  imUvidual  hospitals  to 
implemoit  their  particular  swing-bed  models  and 
funded  an  evaluation  of  the  program,  which  found 
positive  benefits  both  to  the  hospitals  and  their 
communities. 

•  Rural  Efforts  To  Assist  Children  at  Homey  a  project 
that  began  in  1984,  was  funded  hi  cooperation  with 
the  Florida  Department  of  Health  and  Rehabilitative 
Services  and  the  University  of  norida  Medical 
Center.  Under  the  program,  20  nurses  hom  nual 
communities  received  special  training  to  assist 
university  ^ed  pediatric  specialists  and  local  phy- 
sicians in  providing  routine  management  of  chroni^ 
cally  ill  childrtn  in  the  rural  communities  where  the> 
lived.  The  nurses  also  worked  with  schools  and 
families  to  assist  them  in  meeting  the  medical  and 
rehabilitative  needs  of  the  children*  Florida  subse- 
quendy  eittended  the  program  statewide, 

•  The  Hospiml  Based  Rural  Health  Care  Program, 
which  began  in  191(7,  funds  consortia  of  rural 
hospitals*  lt^  goal  is  to  allow  rural  hospitals  to 
explore  stiategies  to  :^trengthen  theii  financial  posi 
tions,  to  explore  alternatives  to  closing  (e.g,,  conver- 
sions and  diversificat::;>n)  and*  where  applicable,  to 
liclp  them  to  close.  The  program  emphasizes  the 
developmoit  of  regional  affiliations  to  enable  appro- 
priate referrals  outside  the  community ,  and  to  enable 
closure  and  conversioti  efforts  to  be  examined  within 
a  regional  conteitt.  Thirteen  sites  were  funded  and 
some  185  hospitals  participate  in  the  program 

•  In  July,  1989,  the  Foundation  awarded  grants  to  13 
community  health  care  projects  tiL..  by  and  for 
American  Indians  antf  Alaska  natives.  Included  are 


'Infonuaikoa  t<n  ihti  i^ipciKlix  w  pmvKtcd  1^  Ndm^>  Bvruiu  t/f  Tbc  kubcn  y^^^j^  Jutuoutk  FvAuodau^  Hutu  Ota^  \fi  cbc  ^.R.  Rcliv^^ 
Formdation. 


^Scedt  6  for  a  dl'^^ossioa^r  hospital  twing  bed  seiviccc,  ^  O 
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piojccts  designed  to  prevent  alcohol  and  drug  abuse* 
contiol  diabetes,  reduce  domesdc  violence,  and 
improve  maternal  and  Infant  health  among  tribal 
populations  in  eight  States. 

The  WJC,  Kellogg  Foundation 

He  WIK.  Kellogg  Foundation,  established  in  1930, 
conc^tiates  most  of  its  health-related  philanthropy  in  the 
areas  of  conrnninity -based,  pmblem-focused  health  serv- 
ices. Rural  efforts  focus  on  new  collaborative  approaches 
for  health  services  delivery,  rural  leadership  development, 
and  training  of  local  government  officials.  Recent  major 
Foundation  projects  pertaining  fully  or  in  part  to  rural 
health  care  aw  described  below. 

^  A3-yearpiojectinnorthea5temM<mtgomelyCounty, 
MDf  which  began  in  1986»Ainded  the  creation  of  a 
community-wide  network  of  volunteers  to  provide 
support  services  not  available  to  isolated  elderly. 
Secondary  goals  were  to  transfer  a  share  of  the 
responsibility  for  care  of  the  elderly  from  the 
government  to  the  community,  and  to  provide 
meaningfui  social  roles  for  adolescents  and  elderly 
through  an  intcigencratlOTal  volunteer  network* 
Ptelimincry  results  suggest  that  the  volunteer  sen 
ices  have  decreased  the  need  for  r^me  hospital  and 
nursing  home  services  anct  provided  relief  to  fami 
lies* 

♦  In  1989,  the  UnivmityoflUinoismstituted  a  3-year 
pmject  whose  goal  is  to  train  community-based, 
paraprofessional,  primary  care  outreach  workers  to 
link  people  in  need  of  services  with  health  care 
providers.  The  project  is  oncnted  to  both  rural  and 
mner<ity  residwits. 

♦  The  Medical  College  of  Georgia,  in  1988,  began  a 
3-year  project  to  reduce  infant  mOTtahty  and  improve 
maternal  ami  infant  health  in  rural  east  central 
Georgia,  Activiues  include  estabhshing  a  case  man- 
agonent  syston  for  high-risk  newborns  using  an 
electronic  database  and  discharge  planning  tnd 
infant  tracking  program  and  using  a  nurse-managed 
mobile  health  unit  to  promote  tiriely  access  to  health 
care  for  mothers,  infants,  and  diildren  in  a  medically 
underserved  rural  area* 

^  In  1988,  the  Children's  Defense  Fund  staned  a 
3  yeai  project  to  reduce  infant  mortality  andmorbid 
ity  and  adolescent  pregnancy  in  rural  Marlboro 
Oaunty^  SC.  The  project  used  outreach  workers  to 
provide  health  educati<m  and  promote  maternal 
compliance  for  self -care  of  the  mother  and  care  of 
her  infant. 

%  A  4-year  project  started  by  Mississippi's  Alcorn 
State  University*  in  1987,  is  intended  to  improve 
access  to  health  services  for  adolescents  by  provid 
ing  mobile  health  scr^.'ing  and  services  for  youth  in 
O   line  rural  and  urban  communities  in  Mississippi. 

ERLC 


Target  communities  are  chan^v^erized  b)  high  rate^ 
of  teenage  pregnancy,  tmuma,  substance  abuse, 
sexually  transmitted  diseasesi  high  levels  of  povert> 
and  unemployment,  few  numbers  of  health  care 
facilities  and  personnel,  and  poorly  coordmated 
social  services. 

^  In  1985,  the  University  of  North  Dakota  and 
Lutheran  Hospitals  and  Homes  Society  began  a 
5-year  projea  (the  Affordable  Rural  Coalition  for 
Health  (ARCH)),  The  project's  purpose  is  to  reor- 
ganize health  sm  -ces  to  develop  models  of  compre- 
hensive, integrated,  cost-eff^'tive  health  care  dehv- 
ery  in  several  small  commu^'aes  in  North  Dtakota, 
Colorado^  and  Wyoming.  Such  restructuring  may 
take  into  account  both  horizontal  (hospital  to  hospi- 
tal) and  vertical  (hospital  to  nursing  home  to  home 
care,  etc.)  relationships  among  irajor  health  care 
providers.  A  second  goal  is  the  establishment  of  a 
future-cdented,  participatory  process  for  communi- 
t!es  wishing  to  be  involved  in  designing  an  optimal 
rural  health  care  system* 

^  Initiated  in  1983»  a  regionalized  demonstration 
project  at  the  University  of  Washington  School  of 
Medicine  is  designed  to  restmcture  the  services 
provided  by  selected  rural  hospitals  in  the  States  of 
Washington,  Alaska,  Montana,  and  Idaho*  It  is 
intended  to  demonstrate  ways  rural  hospitals  m  this 
region  can  assess  and  modify  their  &iancial  structure 
and  the  types,  quantity,  and  quality  of  services 
provided. 

^  A  joint  project  with  the  National  Rural  Health 
Association  and  the  Hospital  Research  and  Educa^ 
tion  Trusts  which  started  in  1987,  includes  13  rural 
community-cdented  primary  care  dononstrations 
for  the  improvement  of  community-based  health 
services.  The  prefect  awarded  grants  to  a  variety  of 
community  health  and  human  service  organisations 
(e.g.,  group  practices,  community  hospitals,  public 
health  departments,  and  social  service  agencies), 
wh^  wcik  with  community  leaders  to  de&ie  community- 
based  health  service  needs  and  implement  necessa7 
leorgamzation. 

^  The  6-year  Alliance  for  Rural  Health  Managonent 
Improvement  project,  which  began  in  1982,  devel- 
i4>eda7  pan  luraJ  health  care  improvement  program 
for  rural  hospitals  in  13  western  States*  The  project 
provided  training  and  job  development  for  small 
hospital  executives  and  trustees,  developed  a  volun- 
teer consulting  corps  of  retired  health  care  execu- 
tives;  encouraged  rural  health  care/small  business 
allidnces  and  joint  practice  among  rural  hospitals, 
improved  quality  assurance  committees  m  rural 
health  i^are  settings,  and  provided  rur^  postgraduate 
fellowships  to  recent  health  admmistration  gxadu- 
ates. 
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^  Two  projects  at  the  Oniver^ity  of  Alabama  at 
Binningbam  have  f^x^used  on  Impioving  education 
of  allied  health  professionals.  The  fint  project* 
which  began  in  1976»  established  and  disseminated 
a  cuniculom  to  train  allied  health  generalists  who 
could  perform  a  variety  of  basic  tasks  (e.g assist  in 
patient  examinations*  administer  medications,  and 
toecp  medical  records).  A  second  project,  which 
began  in  involves  a  series  of  clearihgh<Mise 
activities  to  document  rauittsldlled  models  through- 
out the  country*  develop  a  consultancy  program  of 
experienced  educators  and  practitiono^,  and  dissem- 
inate infbrmatioti  <m  multisidlled  practice^  including 
an  updated,  state-of-the-ait  publication  and  direc- 
tory. 

♦  In  1987,  the  Natitmal  Association  of  Community 
Health  Ccoterc  (NACHC)  began  a  3-year  jroject  to 
produce  well-informed  leaders  for  federally  funded 
community  and  migrant  health  centers  (urban  and 
rural)  Theprogramselectsquali^edcandidatestobe 


matched  with  health  cwiter  preceptor  sites.  On 
completion  of  the  resid^cies»  individual  residents 
will  be  nu4ched  with  health  cent^  where  they  will 
be  prepared  to  assume  managonent  positions. 
♦  A  4-year  project  by  the  University  of  Missoun, 
started  in  1987,  is  developing  support  services  to 
assist  the  elderly  to  remain  in  lK>me  settings  in  their 
community.  The  ^'Center  On  Rural  0derly*'  serves 
as  a  resource  center  fcft  health  and  human  service 
professionals  interested  in  serving  elderly  who 
reside  in  small  towns  and  rural  communities.  It 
disseminates  echicational  tnaterials  on  topics  such  as 
preventive  health  services,  support  for  caregivers^ 
and  mteigec«ralional  relations  between  elderiy  per- 
sons and  youngs  generations.  In  addition,  C^er 
staff  are  pioducing  a  planning  guide  to  assist  in  the 
development  and  implementation  of  educational 
programs  for  local  eld^Iy  groups  and  the  develop- 
ment of  programs  to  enhance  the  community  in- 
volvement and  leadership  of  recently  retired  persons. 
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Figure  F*1— U.S.  Showing  Census  Divisions  and  Regions 
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Field  Workshops^ 


EHuing  the  course  of  the  Rural  Health  study,  the  Office 
of  Technology  Assessment  (OTA)  held  three  field  work 
shops.  At  these  workshops,  invited  participants  presented 
j^Iems  and  suggested  strategies  and  discussed  them 
witii  attending  OTA  staff,  advisory  panel  mend)ers,  and 

The  fiist  workshop,  held  on  January  U,  1989  in 
Scottsdale,  Arizona,  addressed  issues  and  strategic  op- 
tions for  small,  isolated  hospitals;  larger  rural  hospitals 
and  those  operating  in  more  competitive  environments; 
and  rtual  hospitals  in  multibospital  systems  or  oth°r 
affiliations.  On  February  28. 1989.  OTA  held  a  workshop 
on  health  personnel  issues,  with  a  special  emphasis  on  the 
needs  of  "frontier**  areas,  in  Bismarck,  North  Dakota. 
Ibpics  included  training,  Fecniitment^  retention,  and 
practice  issues  for  rural  health  professionals*  The  third 
workshop,  held  on  June  t5,  1989  in  Meridian,  Missis- 
sij^i,  addressed  issues  related  to  providing  primary  care 
to  rural  populations,  especially  those  in  persist^t  pov- 
erty. Ibpics  included  payment  and  financing,  access  to 
care,  and  practice  capacity  and  oigaiazaUon. 

Summary  of  presentations  from  invited  workshop 
participants  foUow. 

Scottsdals,  Arizona 

Small,  Isolated  Hospitals 

James  Armstrong,  President,  Sierra  Vista  Hospiutl, 
Truth  or  Consequences,  iVA/— Rq)resents  a  34-bed 
Adventist  hospital  in  a  community  of  7,000.  The  next 
hospital  is  75  miles  away.  The  community  has  a  large 
influx  of  tourists  in  the  summer  and  semipermanent 
retirees  in  the  winter.  Seventy  to  eighty  percent  of  the 
hospital's  patients  receive  Medicare. 

Problems — 

•  lost  $500,000  last  year,  lo^v  Medicaiv^  leimburse- 
mentf 

•  30to40petcentofpopulationisgoingelsewherefor 
cane, 

^  expanded  need  for  elderly  and  emergency  medical 
services  (EMS)  due  to  tourism  and  retirees, 

•  pbysictan  and  nurse  recruitment  and  retention. 
«  community  slow  to  changr. 

Strategies — 

»  cut  expenses  or  forego  staff  expansion. 


•  improvepublic  image  andperceivedquality, 

♦  air  and  giound  transport  in  EMS  network. 

♦  trained  six  licensed  practical  nurses  to  registered 
nurses, 

•  educate  physicians  to  maxiimze  reimbursement. 

Elton  Summers,  Administrator,  Gila  County  General 
Hospital,  Globe,  Represents  a35-bedpubl'c  (county) 
hospital  in  a  town  of  about  7,000  people.  There  is  a 
competing  nonprofit  hospital  about  6  miles  away. 

Problems — 

#  about  $1  million  in  uncompen^ted  care  (out  of  $8 
million  total). 

•  seen  as  social  ser\ice  agenv>  b>  community  and 
county  goverrunent, 

•  low  occupancy  mtes. 

Strategies — 

♦  improve  business  management. 

♦  long-term  strategy  to  try  to  merge  with  competing 
hospital.^ 

Harold  Brown,  Chief  Executive  Officer  (CEO),  Prai- 
Tie  du  Chien  Memorial  Hospital,  Prairie  du  Chien, 
y\[l) — Represents  a  nonprofit  hospital  with  49  acutebeds. 
swing  beds,  4  skilled  beds.  2  respite  beds,  home  health, 
and  hospice.  The  next  hospital  is  30  miles  away  and  the 
next  large  hospital  is  65  miles.  The  hospital  was  in  the 
black  last  year.  It  has  62  percent  occupancy  in  its  acute 
care  beds,  which  generated  57  percent  of  its  revenue.  Of 
the  r«niaiiung  revcrnue,  24  percent  ts  from  outpatieut 
services. 

Problems — 

«  access  to  capital  for  modernization  and  expansion. 

«  proposed  prospective  payment  for  ambulatoty  serv- 
ices would  pay  only  70  percent  of  x-ray  costs  and  67 
percent  of  lab, 

♦  regulations  for  man>  scnives  are  not  saui^itive  to 
rural  situation. 

Strategies — 

♦  maximized  Medicare  payments  through  high  base 
year  costs, 

#  diversifying  from  inpatient  to  outpatient  services, 

♦  developing  local  funding  via  foundation  and  fund- 
raising, 

*  report  cards  for  doctors  on  handling  cases  and 
patients. 


1 AU  ihiee  ^iijiiubop  weitainuigedtiiida  cciMUb^  the  NattunftlRuraJ  Health  A^ixiduu^i.  ll^c^oiouuiigiu^  M4^t3Aippo  waa  aitai^spl  b^r 
the  Nstlona]  Rttral  He«Mi  AssociaUoo  with  assUtaDcc  from  the  Noti^^mt  Aj^iObvn  uf  Ci^miJ&uair^  Hcaiih  Cuucx^  tiic  M)3»as«ppL  Pmtwfy  ^^luc 
Aiisocuttiooit  ^  the  Alabama  Ftimaiy  Keohh  Associativa 

^  t9S9,  Clla  C<mD*>  GdioBl  H03|iital  amioiuiLed  plaas  to  taogt,  tvuh  Ihc  iicAiti>  ^tuapTufit  busp^ul.  4?  bcJ  Mioiu  iijispu^aun  Hvspiui. 
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Bitt^*  Welch,  Administrator^  Elko  General  Hospital^ 
Elko,  iVV— Represents  a  504)ed  public  hospital  u  "^h  no 
county  subsidy,  Ttie  service  area  is  growing  rapidly  and 
now  has  27,000  people,  but  the  county's  population 
density  is  still  1.6  per  square  mile.  It  is  about  lio  miles 
to  the  next  hospital 

Problems — 

*  i^ysician  shortage  acute, 

*  increasing  accounts  r^ivable, 

*  competition  with  mban  hospitals  outreaching  into 
area, 

o  ifocility  designed  for  inpatient  services,  but  about  50 
percent  aie  outpatient  services. 

Strategies — 

*  intense  community-based  physician  recniitment, 

*  using  contraa  collection  firm, 

*  local  media  campaign  to  retain  maiket  share, 

*  developing  statewide  niral  hospital  consonium, 

*  use  consultants  to  help  identify  problems  and 
plamiing  with  boaid. 

Larger  Rural  Hospitals  and  Those  in  More 
Competitive  Environments 

Patrick  Linton,  CEO,  Yavapai  Regional  Medical 
Center,  FrescoU,  AZ — Represents  a  129-bed  hospital  in 
a  town  of  25t000.  Over  30  peit^t  of  the  population  is 
over  €5  years  old.  About  54  percent  of  tevenue  is  &om 
Medicare  and  9  percent  is  &oin  Medicaid. 

Problems— 

*  low  mral  payments  from  Medicaie  and  resulting  low 
morale^ 

*  lack  of  access  to  capitals 
^  aging  physical  facility, 

*  high  pioponion  of  elderly. 

^ategies — 

^  Geriatric  Resouite  Center  (foundation  funded)  to 
case  manage  patients  and  families^ 

*  joined  State  federation  of  six  hospitds  to  laise 
capital. 

Steve  Ward,  Director,  Shared  Services  &  Outreach, 
SL  Mary^s  Hospital,  Grand  Junction,  CO— Represents 
a  294-bed  mral  refena!  center  (RRC)  in  the  mountains. 

Proi}lems— 

^  indigent  caie  costs  rising, 

*  competition  from  uitan  lefenal  colters. 

Strategies — 

*  jfovorahle  payments  under  RRC  designation, 

*  considering  transportation  for  physician  care  and 
other  services. 

*  strong  outreach  and  marlceting  prt^ram  to  solidify 
^  market 
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Douglas  F onnesheck.  Administrator,  Logan  Regional 
Hospital,  Logan,  {/T— Represents  a  150-bed  hospital 
that  is  a  member  of  Intermountain  Health,  Inc.  The 
community  is  growing  and  has  a  diversified  econoimc 
base. 

Problems — 

*  access  to  capital, 

ft  decidit^g  "what  you  are  and  what  you  are  not," 

*  Medicare  reimbursement. 

Strategies^ — 

*  business-based  strategic  planning, 

*  strong  guest  relations  program, 

«  acutfr-care  case  management  program. 

Virginia  Goodrich,  Executive  Vice  President,  New 
Mexico  Hospital  Association — ^Represents  Rehoboth- 
McKinley  CEiristian  Health  Care,  Gallup,  NM,created  by 
the  merger  of  a  41*  and  a  81-bed  hospital  The  current 
hospital  has  74  acute  care  beds.  The  area  has  a  multicultu- 
ral population  and  a  depressed  economy. 

Problems — 

*  competing,  inefficient  hospitals  in  the  same  town. 

*  large  irtdigent  population, 

*  Medicare  reimbursement  inadequate. 

*  training  costs  high  due  to  multilingual  requirem^Sf 

*  red  tape  in  workmg  with  Indian  Health  Service 
hospital, 

*  high  accounts  receivable, 

*  community  image  mal^jes  recruiting  difficult. 

Strategies — 

*  merged  facilities  with  agreem^t  to  protect  jobs  for 
1  year. 

^  cut  100  jobs  after  1-year  hiatus, 

*  eary  merger  of  medical  staSs  helped  bring  harmony, 

*  methodical  attention  to  and  elimination  of  accounts 
receivable. 

«  serious  plarming  effon  for  merged  facility. 

Rural  Hospitals  in  Systems  or  Other  AfTiltations 

James  R.  Beefer,  Director  of  Planning  A  Marketing/ 
Regional  Operations,  Samaritan  Heal0i  Service,  Phoe- 
nix, AZ — ^Represents  system  of  18  facilities  (mostly 
leased  or  managed),  of  v^hich  4  are  hospitals  rangmg  from 
25  to  84  beds  in  size^ 

Problems — 

*  heavy  subsidy  of  one  22-bed  rural  hospital. 

*  nianpower  recruitment  and  stabilization, 

*  physician  issues, 

*  access  to  capital. 

Strategies — 

*  converted  troubled  hospiial  to  otiier  uses. 

*  internal  recruiting/locum  tcnens. 

*  joint  venture  with  physicians  in  managed  care  plan, 
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«  prescreening  outreaching  specialists, 
«  air  transpon  of  specialists  to  niial  areas, 

*  pooled  bond  fund  provides  access  to  capita], 

*  local  fundiaising, 

KeUh  Lundberg,  Executive  Director,  Health  Services 
Consortium,  Seattle,  ^—Represents  a  voluntary 
Glared  services  consortium  established  in  1973  under  the 
auspices  of  a  large  tertiary  center.  There  are  15  rural 
community  hospitals  in  the  consortium. 

Problem — 

*  bw  utilization^ 

^  lecniitment  and  retention  of  physicians. 
Strategies — 

*  coordinated  case  management. 
^  focused  referral  relationships^ 

*  developing  physician  leadership, 

*  tangible  inc^tives  for  patient  care  relationships. 

Carole  Gmnafts,  RM,  Asst  Vice  President  for 
Medical  Staff  Services,  Parkview  Episcopal  Medical 
Center,  Pueblo,  CO— Parkview  joined  with  Rose  Medi- 
cal Center  in  Denver  to  form  the  Rocky  Mountain  Health 
Alliance  to  provide  a  link  for  rural  institutions  and 
physicians  to  the  resources  at  teniaiy  care  ifocilities  and 
gamer  referrals  lOr  the  Iar]ger  hospitals. 

Problem — 

^  urban  hospitals  seen  as  "black  hole"  for  referrals, 

*  nirals  losing  market  share  due  to  poor  image, 
«  training  and  continuing  education  needs, 

*  few  resources  for  new  equipment  and  services. 

Strategies — 

*  specialty  physicians  contract  to  return  patients  to 
nira]  physicians. 

*  training  programs  for  rural  doctors,  nurses  and 
administrator. 

*  inventory  reduction  program;  equipment  purchase 
and  placement, 

*  grantswriting  assistance^ 

*  marketing  and  strategic  planning  assistance, 

Gordon  Russell,  Administrator,  Hi*Plains  Hospital, 
Hale  Center,  T3f— Represents  the  West  Texas  Independ 
ent  Affiliated  Hospi^s,  a  group  of  about  30  rural 
hospitals  that  are  about  40  miles  apart  covering  an  area  the 
size  of  New  York.  Hie  hospitals  average  49  beds  in  size, 
and  most  are  public. 

Problems — 

*  not  enough  money,  competitors  h'tve  too  much 
money, 

*  low  Medicare  reimbursement, 

0  isolation  resulting  in  unsophisticated  systems  and 

resistance  of  change. 
^       Review  Organization  problems, 

ERIC    20-810  0-90-16  QL3 


Strategies — 

*  board  retreats, 

*  peer  suppon  visits  to  provide  internal  reviev^  and 
assistance^ 

*  joint  purchasing, 

*  management  information  sy±!tem  and  cosi  report 
sharing, 

Cathy  Comito,  Network  Coordinator,  Mercy  Hospital 
Consortium,  Des  Moines,  lA — Represents  a  consonium 
consisting  of  10  rural  hospitals  within  a  100-mile  radius 
of  Mercy  Hospital  in  Des  Moines.  Eight  of  the  hospitals 
are  county;  tv/o  are  nonprofit.  Five  are  managed  by  Mercy 
and  five  are  affiliated 

Problems^ 

*  isolation, 

*  inefficiency. 

Strategies — 

*  local  autonomy  is  key, 

*  no  management  fees  are  charged, 

*  training  programs  for  all  levels  or  perso^inel, 

*  hospitals  purchase  services  from  consonium, 

*  consortium  wideconferencesforboafdandadmini^ 
trative  staffs, 

Bismarck,  North  Dakota 
Physician  Issties 

Nelson  TUden,  Ph,D.,  President,  Medical  Search 
Consultants,  !nc,,  Overland  Park,  KS — Operatesa  small 
consulting  firm  that  recruits  physician*  particularly  for 
rural  areas. 

Problems — 

*  lifestyle  expectatioas  of  young  physicians  often 
antithetical  to  rural  practice, 

*  increasing  numbers  of  women  physicians  whose 
spouses  often  have  trouble  finding  positions  in  rural 
communities  and  who  tend  to  have  different  practice 
styles  and  needs  (e,g,,  more  time  with  familyt  child 
care^  etc). 

Strategies — 

*  revitalizetheNatiCHiaiHealthServiceCorpslNBSCA 

*  implement  the  Resource  Based  Relative  Value  Scale 
(RB/RVS)  quickly. 

*  establish  a  "Peace  Corps"-type  program  that  re- 
quires all  graduating  physicians  to  serve  in  a 
medically  underserved  area, 

*  encourage  programs  to  provide  **cair*  coverage* 
professional  interaction,  and  emotional  suppon  for 
physicians, 

Frank  Newman,  PbJ).,  Director,  Montann  Area 
Health  Education  Center  (AHtC),  Boieman,  MT-- 
Represents  interests  and  concerns  of  Montana's  45 
frontiercountics.  In  1987.52  percent  ofthe  counties  in  the 
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State  were  designated  as  Health  Manpower  Shortage 
Areas.  There  aie  60  hospitals  and  45  aie  rural  ho^itals  of 
60  beds  or  less. 

Problems — 

»  maldistribution  of  physicians  is  a  problem  despite 
the  fact  that  the  State  has  a  physician  to- population 
ratio  of  1:650.  Only  33  percent  (417  doctors)  are 
serving  the  rural  70  percent  of  the  population* 

t  all  of  the  State's  small  rural  hospi^s  are  losing 
money, 

»  Indian  reservations  have  a  very  hard  timf'  recmiting 

doctors  and  low  retention  ratco, 
^  a  90  percent  occupancy  rate  exists  in  the  State's 

nursing  homes*  but  only  a  25  percent  occupancy  in 

the  niral  hospitals, 

•  the  two  federally  funded  community  health  centers 
(CHCs)  are  both  in  urban  areas. 

Strategies — 

•  creationofScateofflcesofruralhealthandStaterund 
health  associations, 

•  Indian  health  programs  have  retained  a  fiilltime 
recruiter  which  placed  16  doctors  last  year, 

•  CHCs  should  be  established  in  rural  areas. 

•  the  WAMI  (Washington,  Alaska^  Montana,  Idaho) 
program  of  rural  rotations, 

»  the  AHEC  maintains  and  publishes  practice  vacancy 
lists  each  month,  and  helps  recruit  doctors  to  the 
State. 

Gerald  Sailer,  Untied  CUnics,  Hettinger  l^D— 
Represents  a  17-doctor  practice  in  a  medically  remote 
area.  The  practice  created  a  health  maintenance  or^ganiza- 
ti(Hi  (HMO)  that  ceased  operations  in  Januaiy  1939. 

Problems — 

^  peer  support  is  unavailable  unless  through  group 

practice  or  other  arrangements, 
t  time  for  &mily  must  be  planned  into  physician 

retention  plans, 
^  doctors  often  are  not  educated  for  the  demands  of 

rural  practice, 
^  payments  for  rural  doctors  and  hospitals  is  very  low, 

•  procedure-oriented  physicians  are  paid  much  more 
than  cognitive  physicians. 

Strategies — 

t  adopt  RB/RVS  without  geographic  differences, 
»  equalize  urb^  and  rural  payments  for  similar 

services  for  both  hospitals  and  physicians, 
«  pay  for  nurse-anesthetist  services  at  cost  in  hospitals 
eligible  for  Sole  Community  Hospital  (SCH)  desig- 
nation^ 

»  develop  payment  rates  for  rural  HMOs  that  are  not 
based  on  Usual  and  customary  rates*  which  perpetu- 
ates payment  inequities, 

^  lefine  Uie  definition  of  and  payments  to  assure  that 
^     necessary  ho^itals  survive. 
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Carol  Miller,  President,  Mountain  Management,  Ojo 
Sarco,  iVA/— Represents  concerns  of  "franuer  "  areas. 

Problems — 

^  cutbacks  in  Federal  funding, 
t  physician  maldistribution, 
t  reductionsirifundinghaveLrippledruralandfrontier 
communities'  abiUty  to  recruit  health  ^lotessionals. 

•  medical  indigency  is  a  primary  barrier  to  access. 

Strategies — 

•  restore  and  improve  the  NHSC, 

»  expand  Medicaid  to  assure  the  same  coverage  in  all 
States, 

•  provide  tax  credits  and  incentives  for  rural  practice, 

•  provide  locum  tenens  coverage  for  doctors'  vaca- 
tions and  continuing  medical  education  (CM£), 

•  make  Federal  CHC  and  NHSC  programs  more 
available  for  small  sites  in  rural  and  frontier  areas. 

Nursing  Issues 

Lois  Merrill,  Dean,  College  of  Nursing  University  of 
North  Dakota,  Grand  Forks,  ND — ^Represents  concerns 
of  nurses  and  their  employes. 

Problems — 

t  ruiJ  nurses  and  faciUties  can't  afford  addiuonal 
training  required  by  modem  practice* 

«  reimbursement  for  rural  ho^itals  makes  them  una^ 
ble  to  compete  with  urban  hospitals  for  nurses, 

•  urban  hospitals  are  raiding  rural  areas  for  nurses, 

«  direct  reitnbursement  for  advanced  degree  nurses  is 
unavailable. 

Strategies — 

^  support  outreach  education* 
^  financial  aid  should  recognize  the  needs  of  aUalts, 
t  reimburse  rural  hospitals  equitably,  recognizing  the 
increased  demand  and  pay  scales  for  ni-rses, 

•  provide  indirect  payments  for  nurse  tnining  as  is 
available  for  physician  training, 

t  direct  reimbursement  for  nurse  practitioners,  nurse 
midwives  and  cenified  registered  nurse  anesthetists. 

Sue  Ebertowski,  RM,  Director  of  Nursing,  Mercy 
Hospital,  Williston,  ND — Represents  a  125-bed  rural 
hospital,  200  miles  from  the  nearest  tertiary  hospital.  It  is 
paid  rural  rates  and  has  an  occupancy  rate  of  35  to  40 
percent.  The  nursing  staff  has  a  21  percent  turnover  rate 
and  currently  has  no  vacancies. 

Problems — 

t  obsolete  job  and  work  stmcUires* 

t  hisuffici^  job  feedback, 

^  lack  of  participation  in  dcusion-making, 

«  first  line  manager  deficiencies, 

•  uieffective  nurse-tO"nu."se  relatiunihip^, 

^  biefiTective  nurse-to-physician  relationships* 
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*  nonproductive  nurse-to-ancillary  department  rela- 
tionships^ 

*  high  stress  anu)ng  nurses^ 

*  lack  of  innovative  environment, 

*  deficient  internal  and  external  image  of  nursing, 
«  untargeted  and  ineffective  recruitment  marketings 

*  inadequate  wage  systems^ 

*  nursing  technology  lag, 

*  underdeveloped  strategic  plans  for  the  nursing  or- 
ganization. 

Karen  Pederson'HaUe,  Lake  Regional  District 
Health  Unit,  Devils  Udce,  /VZ>— Represents  a  health 
department  unit  that  serves  five  counties^  an  area  of  5»83  5 
square  miles.  There  are  6.6  full-time  equivalent  nurses, 
and  the  Unit  should  have  four  more  nurses  to  meet 
standard  staffing  ratios.  The  Unit  provides  community 
health  nursing,  WIC.  family  planningt  health  screening 
and  ^vironmental  health  services  to  a  population  of  over 
38.000. 

Problems — 

*  salariesareconsidetablylowerthaninlocalhospitals 
and  even  lower  compared  to  city  hospitals  in  the 
State. 

*  the  area  is  not  considered  attractive  to  many  nurses 
with  the  largest  town  having  a  population  of  only 
750, 

*  little  chance  for  advancement, 

*  declining  funding  for  public  health  programs. 

»  difficult  to  identify  resuhs  bum  preventive  care. 

*  need  to  be  better  verged  in  poIitiiK^  and  pubhiK 
speaking. 

Strategies — 

*  increase  funding  for  public  health  programs, 

*  tram  nurses  for  community  and  rural  practice, 
«  develop  career  ladders  within  region. 

Hurdis  Griffith,  Ph.D.,  University  of  Texas, 
Austin,  TX — Represents  concerns  of  rural  nurse  practi- 
doners  (NPs). 

Problems — 

*  lowpayforNPs(ruraINPiaverage$13.36/hr), 

*  lackofrecognitionofcapabilitiesofNP^tofunction 
independently, 

*  State  laws  and  their  mterpretatton  are  sometunes  real 
barriers  to  implementation  of  Rural  Health  Clinics 
Act{RHCs). 

*  many  third-^party  payors  do  not  reimburse  for  NPi' 
services. 

Strategies — 

*  simplify  RHC  reporting,  which  is  currently  not 
feasible  in  small  sites. 

*  estabhshNPtiameeslupsEohelptr^locdlnar^kC^to 
become  NPSt 

^  "Tovtde  direct  reirribursement  for  NPs' servKcs. 
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A  Potpourris  of  Related  Issues 

Dwayne  Ollerich,  Ph,D,,  Academic  &  Research  Af* 
fairs,  University  of  North  Dakota  School  of  Medicine, 
Grand  Forks,  /VZ> — ^Represents  general  economic  con- 
cerns of  rural  North  Dakota,  where  agricultural  economy 
has  been  poor,  retail  sales  have  dropped,  and  population 
and  jobs  have  declined. 

Problems — 

*  underemployment  of  rural  residents. 

*  lack  of  outreach  training  available  that  will  allow 
rural,  residents  to  train  while  employed  or  in  their 
own  communities. 

Strategies — 

*  needassistancegrantsfortranshion  from  fanning  to 
other  employment, 

*  programs  to  develop  leadership  within  local  re- 
sources, 

*  need  support  for  students  for  travel,  tuition  and  child 
care, 

*  should  use  new  communii;ations  technology  for 
local  training. 

Tom  Robertson,  Director,  Southeast  Montana  Rural 
Health  Initiative,  Glendive,  .W7— Represents  a  county 
health  department  that  serves  ^  geogtaphically  large 
five-county  area  with  a  population  of  85.000.  He  is  also 
port  thne  director  of  the  SE  Montana  Rural  Health 
Initiative,  a  primaiy  care  program  that  no  longer  has 
funding  from  the  CHC  program.  Most  of  the  people  in  the 
area  consider  themselves  lucky  to  live  within  50  miles  of 
a  phys'  ^tan  or  a  physician's  assistant  (PA). 

Problems — 

*  rec^  itment  and  ret^tion  of  all  health  personnel, 
especially  cmergeacy  medical  technicians  (EMTs). 

*  very  long  drives  for  training  and  services  with  no  one 
picking  up  the  costs  of  that  travel, 

*  EMT  testing  is  often  provided  200  to  300  miles 
away. 

*  low  pay  tales  for  healtli  professionals  is  a  disincen- 
tjve  for  relation. 

Strategies — 

*  training  througu^t  rural  and  frontier  ar^s  funded 
by  the  Public  Health  Service. 

*  payment  for  more  services  not  covered  by  current 
home  health  programs  for  frontier  areas. 

*  allow  more  flexibility  in  productivity  and  other 
standard  in  tlie  CHC  Program, 

*  allow  more  muhiple-county  CHC  projects. 

Pam  Locken,  Administrator,  Isabel  Community  Clinic^ 
babel,  5/>— Represents  a  CHC  staffed  b>  a  solo  PA 
whose  backup  physician  supervisor  is  104  miles  away  by 
air  u  msport.  The  clini^^  is  bet*\een  two  Indian  rc&erva 
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tions.  It  is  60  miles  to  the  nearest  hospital.  The  average 
age  in  the  throe-county  service  area  is  19  years  old. 

Problems — 

t  poor  counties  with  low  tax  base, 
t  no  backup  for  ?A  when  he  is  on  vacation  or  CMB 
travel 

»  bad  weather  limits  ability  to  transpott* 

•  nearest  pharmacy  is  55  nalcs  away, 

•  Indian  Health  Service  will  not  acknowledge  ?A*s 
piescrfption. 

Strategies— 

•  certification  as  RHC  allows  payments  to  ujver 
relatively  high  per  unit  cost, 

t  all  staff  are  cross-trained  to  do  others'  jobs, 

•  use  starter  doses  for  prescriptions  until  mail  truck  can 
deliver  medications. 

Denise  Denton,  Rural  Health  Field  Coordinator, 
Utah  Department  o/HeiOth,  Sait  Lake  City,  t/T— Utah 
is  83  percent  frontier  and  about  90  petcent  rural.  The 
State's  rural  health  effort  was  begun  with  a  NHSC 
contract  in  1982,  At  that  time  the  State  had  12  to  15  new 
0>rps  assignees  per  year,  and  a  tot?!  oT  25  to  33  assignees 
in  the  State.  In  1986  the  numbtT  of  new  assignees  was 
four,  and  in  1988  there  were  no  new  assignees, 

Probims — 

•  femilyphysiciansupplyistoosmalltomeettheneed 
in  both  urban  and  rural  areas, 

^  need  better  training  for  communities  on  how  to 

recniit  and  retain, 
t  professional  liability  is  driving  doctors  out  of  rural 

practice, 

»  grantwriting  abilities  of  many  rural  communities  is 
weak, 

«  inequitable  letmbursement  for  physicians  provides  a 
disincentive  for  rural  ptactice. 

Strategies — 

•  provide  locum  tenens  coverage  for  doctors,  PAs  and 
NPs, 

t  tie  midlev^l  providers  in  v^iKh  teaching  hospitals* 
t  provide  &iancial  incentives  for  medical  schools  to 

do  rural  programs, 
t  developamorerelevant rural curncutumfortraining 

health  professionals. 

Meridian,  Mississippi 

Payment  and  Financing 

Alan  Strange,  PhJO.,  Consultant,  National  Associa- 
tion ofCotnmunity  Health  Centers,  Washington,  DC — 
Rqpresents  the  concerns  of  the  Nation's  federally  funded 
536  CHCs»  of  which  329  {63  percent)  arc  rural. 

Problems — 

Q    rural  areas  receive  42  percent  few^r  Federal  dollars 
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per  capita  for  health  care  than  urban  areas, 
«  rural  people  are  disproportionately  poor  and  often 
ineligible  for  Medicaid, 

•  rural  CHCs  serve  50  percent  of  all  CHC  users,  but 
receive  only  41  percent  of  Federal  CHC  funding, 

•  ruralCHCsarerequiredtoprovidethesamescopeof 
services,  but  lack  the  economies  of  scale  of  larger 
practices. 

Strategies— 

•  compulsory  service  for  providers  completing  train- 
ing* 

»  improve  reimbursement  under  the  Rural  Health 
Clinics  and  the  federally  Funded  f'*alth  Onters 
Progcams, 

•  expand  the  Hospital  Transition  Grant  Progiam  to 
include  CHCs, 

^  increase  funding  for  the  NHSC. 

^  aliocatefundstargetedforspecial  populations  (AIDS, 

homeless,  infont  mortality,  etc.)  on  the  same  basis  as 

basic  appropriations, 

Penella  M,  Washington,  Health  Resources  Develop- 
ment Section,  North  Carolina  Department  of  Human 
Resources,  Ralegh,  NC — Represents  the  State  of  North 
Carolina's  concerns  regarding  helping  providers  become 
certified  as  RHCs. 

Problems — 

^  tfmeftame  for  certification  (from  date  of  application 
to  date  eligible  for  claim  reimbursement)  is  too  long 
(6-9  months), 

t  centersawaitingceitificaticmnfuistdiscontinueMedicar^ 

Medicaid  billing  during  the  approval  process*  cans* 

ing  cash-flow  problems* 
t  midlevel  providers  are  required  to  bf*  onsitc  at  least 

60  percent  of  the  time  the  clinic  opemtes*  which 

limits  staffing  flexibility. 

•  annual  recertification  surveys  are  conducted  without 
prior  notification  of  the  cbnic,  hence  appropriate 
personnel  may  be  absent.  Current  methodology  for 
c*  .culating  productivity  screens  contains  disincen- 
tives for  exceeding  productivity  standards, 

t  documentation  required  for  reimbursement  for  bad 
debt  is  often  difficult  for  small  clinics  to  produce, 

•  HOfA  regions  and  intermedianes  interpret  program 
regulations  inconsistently. 

Strategies — 

t  make  tedemlly  funded  CHCs  automatically  eligible 
for  RHC  certification,  and  streajnline  process  to  no 
longer  than  3  months, 

•  IcwcrmidlevelproviderrequirementtoSOpercentof 
time  tlie  clinic  is  open  based  on  a  12*mofith  fiscal 
year, 

•  advise  clinics  of  itcertification  surveys  in  advance, 
o  developa"tcamappn>(tch"toujmputing productivity* 

O 


Appendix  G— field  Workshops  •  475 


•  simplify  (he  bad  debt  recovery  process  by  paying  99 
percent  of  estimated  bad  debt 

WittiamA.  Cuny,  MJ).,  FA£J*.,  Carrolhon,  Al^ 
Rqiresems  a  private  medical  group  practice  that  c^sists 
of  fo\ir  internists.  The  local  hospital  has  a  medical  staff  of 
!0.  Local  citizens  recently  passed  by  a  3  to  1  margin  a  3 
percent  sales  tax  to  support  the  local  hospital. 

Problems — 

•  problems  of  rural  hospitals,  doctors,  etc.  are  mter- 
connected, 

•  stmctmal  changes  imposed  from  abovewon^t  work; 
we  need  to  look  for  *'ftee  market"  approaches. 

•  inequitable  reimbursement  is  the  major  problem  for 
both  rural  hospitals  and  doctors. 

•  oitemativemodelthatwouldtumruralhospitalsinto 
simple  triage  and  transport  faciUties  ^itl  not  be 
efficient  or  effective. 

StraiegieS — 

•  reform  the  payment  system  for  Medic<iie  and  Medi- 
caid to  provide  equitable  payments  for  rural  doctors 
and  hospitals. 

•  adopt  the  RB/RVS  with  adjustments  for  cost  of 
pracdce.not  cost  of  living. 

•  reform  Medicaid. 

Clinton  Smith,  Af.Z>*,  Director,  Division  of  Medicaid, 
OJfice  of  the  Governor,  Jackson,  MS — Represents  the 
Mississippi  Medicaid  Program. 

blems — 

•  shortages  of  doctors,  nurses  and  other  health  profes- 
sionals to  practice  in  rural  areas, 

«  rising  rates  of  uncompensated  care  in  hospitals, 

•  hospitals  and  doctors  dropping  obstetrical  service. 

•  transportation,  even  though  it  is  reimbur^ble  under 
Medicaid, 

•  categorical  eligibility  for  Medicaid  unfairly  restricts 
coverage. 

Strategics — 

«  provide  focused  in  ccntives  for  people  to  enter  health 
professions  and  practice  in  rural  ateas, 

•  provide  fiair  reimbursement  under  Medicaid  and 
Nicdicare;  equal  forboth  urban  and  rural  providers. 

•  allow  Ctates  to  ^c^ccti^ely  increase  payments  for 
obstetrical  care, 

•  develop  public  tr4j)sportation  in  niral  areas. 

•  dissociate  Medicaid  eligibijtyfr^4\id  to  Families 
With  Etependent  diildren,  and  use  more  universal 
standard  such  as  Federal  povei^  level, 

•  expand  Medicaid  coverage  for  persons  between  21 
and  65  years. 
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Access  to  Care 

Rims  Barber,  Director,  Mississippi  Human  Services 
Agenda,  Jackson,  Represents  the  concerns  of  the 
rural  poor. 

Problems — 

•  slow  Medicaid  application  processing. 

•  transportation  for  the  rural  poor  is  dm^cult  to  Snd 
and  expensive. 

•  home  environnents  often  lackbasi^  amenities, 

•  high  rates  of  teenage  pregnancy. 

Strategies — 

•  develop  a  program  of  '^community  ^cilitators" 
within  CHCs  or  other  entities, 

•  simplify  eligibility  and  expand  coverage  under 
Medicaid, 

•  mandatory  Medicaid  par^^Jpation  for  doctors  to 
assure  that  the  poor  have  services  available. 

Mickey  Goodson,  Executive  Director,  GcorgiaAssy- 
ciation  for  Primary  Health  Care,  Atlanta,  G.4  —  Repre 
scnts  primary  care  providers  in  Georgia,  which  has  159 
counties  (120  with  hospitals,  150  with  physiciar^.). 
Nineteen  percent  of  the  rural  population  is  poor. 

Problems — 

•  economic  status  is  still  a  major  obstacle  to  access, 

•  indigent  care  burden  falls  heavily  on  rural  providers, 

•  maldistribuUon  of  doctors  a      her  health  profes- 
sionals. 

Strategies — 

•  more  emphasis  on  comprehensive  primary  care 
models  of  delivery, 

•  provide  universal  access  to  basic  services. 

Susan  Jones,  M.D.,  West  Alabama  Health  Services, 
Eutaw,  AL — Represents  a  primary  care  center  that 
^punsors  a  three-i^ounty  program  to  redui^c  teen  pregnan- 
cies and  improve  pregnancy  outcomes. 

Problems — 

•  shortage  of  physicians  for  rural  practice, 

•  highin&ntmonalityratesinruralareasthataretwice 
as  higji  for  black  infants. 

Strategies — 

•  funding  fgr  programs  targeted  fur  specific  pr-jblem^ 
and  population  segments, 

•  develcpcomprehensives>stems  which  ini^ludetran^ 
portation.  tracking  systems  and  home  visiting, 

•  revitalize  the  NHSC. 

Pamela  Hammock,  State  Health  Office,  Tallahassee, 
FL — Represents  the  State  of  Florida,  which  passed  a  law 
m  to  create  the  fublic  Medical  Assistance  Trust 
fund,  funded  by  d  ci'mbination  of  taxes  on  hospital 
revenues  and  general  r'-.,"enue  from  the  State.  The  Fund 
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has  supponed  primary  care  projects  in  all  67  counties  and 
pennitted  the  State  to  expaad  Afedicald  coverage. 

Problems — 

•  rising  and  maldistnbuted  indigent  care  costs, 

•  poor  access  to  primary  health  care, 
^  restricted  Medicaid  eligibUity. 

Strategiei^ 

t  State  funds  similar  to  the  Florida  mooel  can  work  tc 
provide  additional  access  for  the  poor  and  provide 
funds  for  other  developmema]  ]  jiposes. 

Practice  Capacity  and  0rgani7ation 

Steven  ShattlSf  Executive  Director^  Valley  Health 
Systems,  Huntington,  IW— Represents  a  primary  care 
health  system  with  a  wide  array  of  services,  including  a 
perinatal  program  {which  serves  70  p<^rtcnt  of  the  eligible 
women  ina  10.000  square  mile  area)  and  to  the  homeless* 
Ihe  system  is  located  in  West  Virginia,  which  is 
dependent  on  coal  mining  in  a  deep  economic  dq>ressiont 
aixl  nearly  bankrupt. 

Problems — 

«  high  reliance  on  the  NHSC  for  physician  manpower 

and  low  letentLon, 
^  categorical  funding  restricts  ability  to  use  funds  to 

meet  the  ueeds  of  the  community, 

•  limited  funding  and  reimbrisement, 
t  transportation, 

•  coordinated  care  impotant  but  difficult  in  rural 
areas. 

Strategies — 

«  joint  approaches  to  retention  mit.  hospitals  and 
public  and  phvate  ptovid^s, 

•  more  fla£ibil''y  aud  creativity  in  using  categoncal 
funding, 

«  more  aggressively  seek  categorical  funding* 

•  more  money  for  case  management  programs. 

Al  Fox,  Executive  Director,  Health  Development 
Corp.,  Tuscaloosa,  AZ^Rapresents  a  systan  that  pro- 
vides primary  health  care  for  six  counties.  Its  initial 
mission  was  to  recruit  and  pl^ce  health  professionals  in 
practices  that  would  become  stixole  private  pracuces.  Over 
an  1 1  year  period,  it  placed  16  physicians  and  3  dentists 
ill  independent  practices.  In  1987,  it  changed  its  program 
to  conform  with  the  CHC  Program  to  operate  comprehen- 
sive health  centers  rathcrthan  setting  up  private  pfactices. 

Pr<}ble  ^ — 

t  hospital  closures  hurt  recruitment  aud  retention 
effotts, 

t  need  for  stronger  working  relationship^^  \\ith  pubhv 
health. 

^  need  for  standardization  in  smaU  clinics, 

^  low  per  capita  in^mes  and  high  indigent  care  load. 


Strategies — 

•  more  NHSC  physfcians  for  rural  practice, 

^  regionalized  training  for  smaU  clinics  to  help  with 

efficiency  and  quality^ 
^  establish  linkages  with  community  agencies  and 

programs, 

^  more  CHC  funding  to  cover  increasing  indigent  cate 
load 

Bernard  SimmonSf  Executive  Director ^  Southwest 
Health  Agency  for  Rural  People^  Tylertown,  MS~ 
Represents  a  primary  health  care  center  in  a  rural  area  with 
no  shonage  of  health  manpower  but  with  a  high  mte  of 
poverty. 

Problems — 

^  financial  bairiers  prevent  access  to  care  for  many 
residents, 

9  teen  pregnancy  rate  is  25  4  percent, 

•  initial  perception  of  program  as  a  "Inderal  clinic" 
with  low  panicipation  froin  White  population. 

Strategies — 

^  expand  Medicaid  to  include  more  of  population, 
^  interact  with  local  private  providers  to  give  **team 

^proach"  to  health  care, 
«  funding  for  imdleve?  providers  to  help  clinics 

become  certified  r<HCs, 
^  funding  for  social  workers  or  others  to  act  as  case 

managers. 

Shhiey  Parker,  Executive  Director^  Laurel  Forklear 
Fork  Health  Centers,  Claiifteld,  T/V— Represents  a 
network  of  foursmall  clinics  located  in  Eastern  Tennessee 
aud  Kentucky  in  areas  where  organized  healtii  care  was 
first  provided  by  '*camp  doctors"  hired  hy  the  mining 
companies.  Fifty-five  percent  of  the  people  iu  the  servkc 
have  incomes  below  the  povcuy  level. 

Problems — 

t  high  proportion  of  indigent  care, 

•  recruitment  and  retention, 

^  need  for  automation  of  billing  aud  bookkeeping 
functions* 

»  high  cost  for  medical  liability  insurance, 

^  increasing  facility  repair  and  n  ^intenance  co&ts. 

Sfrategies — 

•  increases  in  grant  funds  should  be  tagged  to  increas' 
ang  patient  load  and  indigent  care  load, 

^  excess  program  incomft  should  be  retained  by  centers 
10  use  or  to  save  as  they  see  fit, 

•  tort  reform  needed  on  malpractice, 

•  provide  tax  credits  or  deductions  for  nual  dv«-torb, 

•  better  reimbursement  for  mid-levcl  providers, 

^  more  rural  bused  training  programs  for  physiuans, 
^  renovation  money  should  be  made  available. 
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Appendix  H 

Summary  of  OTA  Special  Report  on 
Rural  Emergekicy  Medical  Services 


The  average  US-  resident  will  need  ambulance  icrvive 
at  least  twice  m  hi^  or  her  lifetime^  and  for  M^me  of  the^ 
patients,  delays  m  receiving  emergenw^  care  will  contrib 
ute  to  death  or  permanent  mjui>.  The  one-quarter  ^rf 
Americans  who  Uve  in  rural  areas,  which  occupy  four- 
fifmis  of  the  country^s  land  area,  face  special  problems  in 
receiving  emergency  care.  It  is  difficult  to  deliver 
emergency  medical  services  (EMS)  to  widely  dispersed 
populations  quickly^  and  in  small  rural  communtties  there 
may  be  less  than  one  emergency  call  aday.  This  relatively 
tow  volume  of  calls  may  mean  that  a  rural  ambulance 
service  caruiot  support  itself  &iaiicially  and  that  rml 
EMS  providers  have  difficulty  maintaining  their  special- 
ized skills,  Ute  time  ii  takes  to  reach  emergency  patients 
may  always  be  longer  in  some  rural  areas  than  urban  areas 
because  of  distances  between  servicesand  rural  residents. 

While  problems  rdating  to  populatiofi  dispersion  arc 
not  easily  amenable  to  intervention,  many  of  the  problems 
rural  EMS  providers  are  having  in  delivering  EMS  care 
can  be  alleviated  with  additional  resources  and  system- 
wide  planning.  Among  these  problems  are, 

•  EMS  personnel  shortages; 

«  inadequflteadvancedtrainingopporrunitie^foravdii- 
able  EMS  providers; 

•  alackofmedicalsupervistonoflocalEMS  operations, 

•  antiquated  equipment  (e,g..  communicdttonct  equip 
ment); 

•  poor  public  access  to  EMS,  and 

•  an  absence  of  regionalized  systems  of  c»p&.iJizeJ 
EMS  care>  such  as  trauma  systems. 

The  Federal  ^1^  in  supportmg  State  EMS  programs  has 
waned  m  recent  years>  but  evidence  of  senous  impedi- 
ments to  qualify  EMS  care  in  rural  areas  argues  for  an 
increased  Federal  role.  Limited  Federal  resources  might 
successfully  be  used  to: 

•  promote  training  of  EMS  providers, 

^  facilitate  the  development  of  natioiial  vuni^er^^^^ 
guidelines  or  standards  for  prehospital  EIMS  pro>  id 
ers  and  EMS  facilities; 

«  provide  technical  assistance  to  States; 

«  support  EMS-related  research  and  demonstration 
projeas;  and 

•  provide  incentives  for  States  to  :mplement  EMS 
planning  efforts. 

Specific  Federal  options  to  be  considered  mclude: 

•  Federal  Initiatives  in  EMS  Training 

— Option  1:  Congress  could  fund  the  Depanmcnt  of 
Health  and  Human  Services  (DHHS)  to  provide  assis- 
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tanve  m  improving  the  ^upplv  and  level  of  ^kiil^  cf  rural 
prehospital  and  ho^^pital  ba^ed  EMS  pro\  iders,  Inorea^ 
toieral  dsbi^tance  coutd  mvlude  ^upp^^rt  of  EMS  trunlng 
andvontmumg  educatiunpt^granis.anJ  St^e  revruitment 
and  placement  programs. 

— Option  2:  Congress  could  re^juethe  Department  of 
Transportation  (DOT)  to  reevaluate  the  standard  curricuk 
for  EMS  providers, 

•  Federal  Guidelines  or  Standards 

— Option  3,  Federal  legislation  c^iJ  facilitate  the 
development  of  nationat  conset^sus  guidelines  or  Mand 
ards  for  prehospital  EMS  providers, 

—Option  4:  Federal  legislation  could  facilitate  the 
development  of  national  consensus  guidelines  or  stand- 
ards for  specialized  EMS  facilities  such  as  trauma  centers, 
Suvh  guidelines  or  ^undards  imglit  debneate  the  role  of 
small  rural  hospitals  in  EMS  care, 

•  Federal  EMS  Technical  Assistance 

—Option  5,  Congress  could  fund  DOT  and  DHHS  to 
augment  technical  assistance  to  State  EMS  offices, 

»  Federally  Sponsored  EMS  Research  and  Demonstra 
tion  Programs 

-OpucHi  6,  Congress  tould  fund  DOT  and  DHHS  to 
jugment  their  EMS  research  and  demon^u^lion  programs 
and  encourage  the  investigation  of  EMS  problems  unique 
to  rural  areas  and  providers.  The  research  e^orts  of  DOT*s 
National  Hjghwa>  Traffic  Safety  Administration,  and 
DHHS*s  National  Center  for  Health  Services  Research 
and  Centers  for  Disease  Control,  could  be  coordinated  to 
address  a  broad  range  of  outstanding  research  questions 

•  Federal  Inceniivcs  f^r  Plannmg  and  EMS  Systems 
Development 

— Option  7:  Congress  couW  augment  support  of 
existing  Federal  programs  that  address  EMS^  namely  the 
DHHS  Prevtmive  Health  Block  Gram  program  and 
DOT'S  State  and  Community  Highway  Safety  Gram 
Program,  Consideration  could  be  given  to  earmarking 
funds  within  these  grant  programs  for  EMS. 

— Option  8:  Congress  couM  establish  a  new  EMS 
categorical  grant  program  widtin  DHHS. 

•  Targeting  EMS  Resources  to  Rural  Arv*-s 

—Option  9:  To  accommodate  the  diversity  of  rural 
areas,  any  Federal  EMS  resources  provided  to  States 
could  be  tied  to  implementation  of  a  comprehensive  State 
plan  iJidi  addressee  thai  Sute^  ruml  EMS  system 
problems. 
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Figure  ■•2— Health  Resources  and  Services  Administration 
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Appendix  J 

Glossary  of  Terms 


Access :  Potential  ^nd  actual  enti>  of  a  ^^puktion  into  the 
health  care  delivery  system. 

Accounts  receivable:  The  fiill  amount  of  patient  care 
charges  owed  to  a  hospital  or  other  health  care  facility. 
Average  days  in  accounts  receivable  refers  to  the 
average  nund)er  of  days  it  takes  a  hospital  or  other 
facility  to  collect  the  fiill  amount  ^f  patient  care 
charges. 

Accreditation  b>  JCAHO:  A  statement  b>  the  Joint 
Cbftunissicn  on  the  Accreditatkm  of  Healthcare  Qigani 
zatt(Hts  (JCAHO)  that  an  eligible  health  care  organiza 
tion,  such  as  a  hospital^  complies  wholly  or  sub&tan 
tially  with  JCAHO  standards. 

Acute  care:  Services  within  a  hospital  setting  intended  to 
maintain  patients  for  medical  and  surgical  episodic 
care  over  a  relatively  shon  period  of  time. 

Admissions:  Number  of  patients,  excluding  newborns, 
accepted  for  hospital  inpatient  service  during  a  partii^u 
lar  reporting  period  (American  Hospital  Association 
definition). 

Allowed  (or  allowable)  charge  (under  Medicare)i  Sec 
customary,  prevaitingf  and  reasoruible  charges. 

Alternative  facility  licensure;  The  process  by  whii.h  a 
State  creates  a  new  category  of  licensed  health  care 
facility  or  new  licensure  rules  for  existing  categories  i>f 
facilities  for  the  purpose  of  maintaining  the  viability 
a  '  accessibility  of  certain  ifocilities  or  services. 

AiT;  .ulatory  care:  Medical  services  provided  to  patients 
who  are  not  inpatients  of  hospitals.  It  includei^ 
outpatient  hospital  care. 

Ambulatory  surgery:  Scheduled  SL.gUal  services  pro 
vided  to  patients  who  do  not  remain  in  a  hospital 
overnight,  Ibe  surgery  may  be  performed  in  hospital 
operating  suites  or  procedure  rooms  ith  in  afree^ktand 
ing  ambulatoiy  care  center. 

Ancillary  services  or  technology:  Nfedical  technolog> 
or  services  used  directly  to  support  basic  clinical 
services,  including  diagnostic  radiology,  radiation 
therapy,  clinical  laboratory,  and  other  special  services. 

Antitrust  laws:  Laws  such  as  the  Clayton  Act  (15  U,S.C 
12-27)  that  prohibit  institutional  mergers  and  acquisi- 
tions* exclusive  contracts,  joint  ventures,  and  other 
business  dealings  In  areas  that  may  subsunaally 
^leduce  competition  or  have  the  tendency  to  proddce  a 
wonopoly ,  and  consequently  have  a  detnmenul  effect 
on  consumer  welfare. 

Assignment:  A  process  thereby  a  Medii^are  beneficiary 
assigns  his  or  h^,  right  to  payment  from  Medii^e  ti^ 
the  physician  or  supplier.  In  return,  the  physician  or 
supplier  agrees  to  accept  Medicare's  leasonaUe 

a/fWatfchargeaspayment  in  full     covered servii.i  

physician  (or  supplier)  may  not  charge  the 
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b^^ncficiary  more  dian  the  appLutble  deductible  and 
coinsurance  amounts.  For  physicians  and  suppliers 
ftho  do  not  accept  assignment,  payment  is  made  by 
Medicare  directly  to  the  Ocneficiaryt  who  is  responsi 
ble  for  paying  the  bill.  In  addition  to  thedeductible  and 
coinsurance  amounts,  the  beneficiary  is  liable  for  any 
difier^ce  between  the  physician's  actual  charge  and 
Medicare's  reasonable  (allowed)  charge. 
Average  length  of  stay:  Average  stay  of  hospital  patients 
fvom  admission  to  discharge  during  a  particular 
reporting  period,  derived  hj  Jl.iding  the  numbfx  of 
inpatient  days  by  the  number  of  admissions  for  the 
period 

Bad  debts:  Patient  care  charge^^owed  to  a  facihty  th^tthe 
facility  considers  to  be  largely  uncollectaUe. 

Balance  billing:  In  the  Medicare  program,  the  practice  of 
billing  a  Nfedicare  beneficiary  in  excess  of  Medicare's 
allowed  charge.  The  '^balance  billing"  amount  would 
be  the  difference  between  Nfedicare's  allowed  charge 
and  the  physician's  (or  other  qualifying  provider's) 
billed  charge.  {Se^customaryf  prevailing*  and  reason- 
able charges,  allowed  charge^  and  billed  charge,) 

Billed  charge:  In  the  Medicare  program,  the  physician's 
(or  aipplier's)  actual  (billed)  cl^e  for  a  service. 
Compare  with  i^ustomary,  pre\dthng,  and  reasonable 
charges, 

Birthweight:  The  weight  of  an  infant  at  the  time  of 
deliveiy. 

Board-certified  physician,  A  ph>sician  ^ho  has  com^ 
pleted  requirements  of  advanced  training  and  practice 
in  a  particular  medical  specialty  and  has  passed 
examinations  offered  b>  the  national  certifynig  board 
for  that  specially, 

Brf;ake\en  flnanciat  status,  Tlie  p^mt  in  operations  at 
which  a  business  (e,g,,  health  care  facility)  neither 
loses  money  noT  makes  a  profit, 
^pital  expenditures:  The  costs  (mcludmg  borrow  mg 
costs)  of  purchasing  a  capital  asset  'e.g.,  i^iant, 
equipment). 

Carrier  (Medicare),  See  AfeJi^^are  tmrneJianei  or 
carriers. 

Case  mix:  The  relative  fret^uen^y  of  adimssions  of 
\ariouv  types  of  patients,  reflectin^^  Jiffercnt  needs  fo' 
hospital  resources, 

Ccrtiflcate  uf  Need  \CONi  }a^h,  A  tenifn^tc  required 
by  State  law  and  issued  by  the  State  Health  Planning 
4nd  Dev  elopmeni  Agenc>  ti>  an  indiv  idual  or  organiza 
hon  proposmg  to  constniU  ^  modi^  a  health  facility, 
or  offer  a  new  or  different  health  service,  CON 
reij^gnizes  that  the  proposed  facility  i:  tcded  (i,e,.  it 
does  not  vreate  an  excessive  fiuppi)  of  ^^ervivc^  oi  add 
unnecessary  costs  to  the  health  care  system). 
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Certification  b>  HCFA;  A  sutctnent  by  the  Healm  Care 
Financing  Administration  (HCFA)  that  ^  hospital  or 
health  car«^  institution  meets  HCFA*s  conditions  of 
paiticipaticHi.  Certification  b>  HCFA  is  requiied  foi 
Medicare  and  Medicaid  reinibuiseinem. 

CertffiedKuralHeakb  Ginic  (KHC):  A  facility  (of 
of  a  facility),  ^gased  mainly  in  the  provisiijn 
outpatient  primary  medical  care,  that  is  eligible  to 
receive  cost  ba^ed  Medicare  and  Medicaid  reuid)iirse 
ment  primarily  by  virtue  of  its.  (1)  location  in  d 
Census~de&ied  rml  health  manpower  shortage  area 
(HMSA)  a-  medically  underserved  area  (MUA)  and 
(2)  emfdoyment  of  at  least  one  mJdlevel  practitioner 
(Le.,  physician's  assistant*  nuTsepractiticHier,  or  nurse 
midwife). 

Community  Health  Centers  (CHCs>:  Health  caiefaciii 
ties  funded  by  the  U.S.  Departm^t  of  Heabh  and 
Human  Services  to  provide  comprehensive  primary 
health  services  in  both  rural  and  urban  areas  where 
there  are  shortages  of  medical  personnel  and  services 

Community  Mental  Health  Center  (CMHC):  An 
organization  (or affiliatedgroup  of  oi^gaiiizationsX  that 
received  Federal  funding  under  the  Community  Men- 
tal Health  Centers  Act  of  1963  to  make  available  a 
compieh^sive  set  of  community-based  mental  health 
services,  including  emerg^cy  and  outpatient  care, 
consultation  and  education,  arid  panial  and  complete 
hospitalization. 

Computed  Tomography  (CT)  scanner:  A  diagnostic 
device  that  combines  X-iay  equipment  with  a  com- 
puter and  a  cathode  ray  tube  (television-like  device)  to 
produce  images  of  cross-sections  of  the  body. 

Congenital  abnormality  or  anomaly:  Any  abnormahty, 
whether  genetic  or  not*  *hat  is  present  at  birth. 

Contiguous  area:  As  it  relates  to  HMSAs.  an  area  m 
close  proximity  to  an  area  mder  consideration  for 
designation  as  a  HMSA  (proximity  is  based  on  travel 
time  from  the  population  center  of  the  service  area  to 
the  center  of  tlie  commons  areas) 

Continuity  of  care:  Medical  that  proceeds  without 
interruption  across  time  and  across  different  site^  and 
levels  of  care. 

Contract^nianaged  hospitals:  General  dail^  manage- 
ment of  a  hospital  by  another  organization  under  a 
formal  contract  Manning  organization  reports  di- 
rectly to  theboardoftmsteesorownersofthemaiiiaged 
hospital  The  managed  hospital  letai'^o  total  legal 
responsibility  and  ownership  of  the  facility  (American 
Hospital  Association  definition). 

Cooperative  or  alliance  of  hospitals  and  other  facili- 
ties: A  formal  organization  woddng  on  behalf  of  its 
mdivitfaial  members  for  specific  purposes  (e.g„  shanng 
of  services^  development  of  staff  education  programs* 
legislative  advocacy). 

..^ — vfly"  miles;  A  term  used  lo  deitnbc  the  stmight* 

D  ir"  }  or  shortest  distance  in  miles  between  a  given 


number  of  ho:>pitaI^  regardless  of  the  aUuaJ  or  practical 
I  icans  (e.g.,  roads)  available  ro  travel  betnecn  these 
hospitals. 

Customar>,  pr<:vailing,  and  rea:>onable  (CPR)  charge 
method  (Medicare):  The  method  used  by  carriers  lo 
determine  the  approved  charge  for  a  particular  Part  B 
service  from  aparticularphysician  or  supplier  b?.sed on 
the  actual  charge  for  the  service*  previous  charges  for 
the  serv  i^e  by  the  ph>  sician  or  supplier  in  question,  and 
previous  charges  by  peer  physicians  or  suppliers  in  the 
same  locality.  Customary  charge:  In  the  absence  of 
unusualmeditalcirvumstancesttheniaximum  amount 
that  a  Medicare  carrier  will  approve  for  payment  for  a 
particular  service  provMed  by  a  particular  physician 
practice.  The  carrier  computes  the  custonury  charge 
on  the  basis  of  the  actual  amount  that  a  physician 
practice  or  supplier  generally  charges  for  a  specific 
semce.  Prevailing  charge:  In  the  absence  of  unu^aal 
medical  circumstances*  the  maximum  amount  a  Medi- 
care earner  will  approve  for  payment  for  a  particular 
service  provided  by  any  physician  piactice  within  a 
particular  peer  group  and  locality  (see  ''prevailing 
charge  locahty").  Generally,  this  amount  is  equal  to 
the  lowest  chaurge  in  an  array  of  customary  charges  that 
IS  high  eno  ugh  to  mcludc  percent  of  all  the  relevant 
customary  cbur;;;es.  Approved  or  reasonable  charge: 
An  individual  chaigc  determination  made  ly  a  Medi- 
care caxnei  on  a  coverwJ  Part  B  medical  service  or 
supply.  In  the  absence  of  unusual  me<lical  circum- 
stances, it  is  the  lowest  of:  1)  the  physician's  or 
suppliers'  customary  charge  fot  that  service;  2)  the 
prevailing  charge  for  similar  services  in  the  locality;  3) 
the  actual  charge  made  by  the  physician  or  supplier, 
and  (4)  the  carrier's  private  business  charge  for  a 
comparable  service.  Also  called  allowed  charge  or 
reasonable  charge. 

Day  treatment:  A  specialized  and  intensive  form  of 
mental  health  service,  less  restrictive  than  inpatient 
care,  in  which  the  partially  hospitalized  patient  re- 
ceives treatment  for  5  to  6  hours  a  day. 

Degree  of  shortage:  See  Priority  groups. 

Diagnosis^R  elated  Groups  (DRGs):  (Groupings  of  diag- 
nostic categories  drawn  from  the  International  Classi- 
fication of  Diseases  and  modified  by  the  presence  of  a 
surgical  procedure,  patient  age,  presence  or  absence 
significant  comorbidities  or  complications,  and  other 
relevant  criteria.  DROs  are  the  case  mix  measure 
mandated  for  Medicare's  prospective  hc^pital  pay- 
ment sysiem  by  the  Social  Security  Amendments  of 
1983  (Public  Uw  98-21). 

Direct  letmbursement:  Payment  for  services  that  n 
submitted  directly  to  XUn  health  practitioner  'ho 
provided  those  services. 

Duivnslzing  (of  hospitals  and  other  ticalth  care  facilt 
ties):  Taking  actions  such  as  reducing  the  number  of 
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beds  and  staff  ^ith  the  goal  of  reducing  expenses  in 
order  to  cope  ^ith  diminished  demand  for  services. 

DRG  outliers:  Cases^ith  unusually  high  or  low  resource 
use  Defined  by  the  Social  Security  Amendments  of 
1983  (Public  Law  98  21)  as  atypical  hospital  cases  that 
have  either  an  extremely  long  lengUi  of  stay  or 
extraordinarily  high  costs  ^hen  compaie<f  to  most 
discharge^  classified  in  the  same  diagnosis-related 
group.  (Set  Diagnosis-Relcted  Groups) 

Electronic  fetal  monitoring;  C^Unoous  mcnilt^g  of 
the  fetal  heait  rate  and  uterine  contractions  througli  the 
u$e  of  an  electrode  and  an  amniotic  fluid  ^theter  and 
pressure  transducer  attached  to  the  mother's  aOJomen. 
Tliis  process  used  to  detect  abnormal  fetal  cardiac 
patterns  during  labor  and  delivety. 

Endowments:  Ftods  established  by  an  instimtion  to 
accept  monetary  contributions  from  private  sources. 

Essential  Access  Community  Hospital  (EACH).  A 
newly  designated  type  of  rural  ho^ual  creittrd  b> 
Congress  m  1989  (Public  Law  101-239),  Limned  to 
hospitals  in  only  a  few  StateSf  EACHs  will  be  facOities 
of  at  least  75  beds  that  provide  backU}/  to  Rural 
Primary  Care  Hospitals  as  pan  of  a  patient  referral 
network.  Designated  facilities  will  automaticali>  qual< 
ify  for  N/edjcarc's  payment  rules  for  Sole  Community 
Hospitals, 

"Evaluative  and  management  services*':  Services, 
such  as  office  visits,  that  may  involve  but  do  not 
depend  in  a  m^or  way  on  any  medical  devices. 

Expenses  per  inpatient  day:  Expenses  incurred  for 
inpatient  care  only,  derived  by  dividing  total  expenses 
by  the  number  of  inpatient  days  during  a  particular 
period  (American  Hospital  Association  defmition). 

Extracorporeal  shock  wave  lithotripsy  (ESWL):  A 
technique  for  disintegrating  urinary  tract  stones  that 
uses  shock  waves  generated  outside  a  patient's  body 
and  does  not  require  a  surgical  incision. 

Federal  Tbrt  Claims  Act  (FTCA):  Enacted  in  1946  [28 
U.S.CA  sec,  1346(b)(Supp,  1988)1,  the  FTCA  aUows 
an  injured  party  to  sue  the  United  States  Government. 

Fee  schedule  (for  physician  services):  An  exhaumve  list 
of  physician  services  In  which  each  enUy  is  associated 
wiUi  a  specific  monetary  amount  that  represents  the 
approved  payment  level  under  a  given  insurance  plan. 

Fertility  rate:  The  annual  nund)croflive  births  per  1,000 
women  of  childbearing  age  (IS  to  49  years)  in  a 
defined  population  as  a  propottion  of  the  estimated 
mid<year  populaticm  of  women  15  to  49  years  of  age. 

Fetal  death:  The  product  of  conception  which,  after 
separation  from  its  mother,  does  not  bicathe  or  show 
other  signs  of  life  required  to  mee.  the  World  Health 
Organization's  criteria  for  a  live  birth.  Compare  li^e 
birth. 

Fetal  mortality  ratio:  The  annual  mimber  of  fot^l  deaths 
as  a  proponion  of  the  annual  number  of  live  bi^ihs. 


Fixed  costs:  An  operating  expense  that  does  not  vary,  at 
least  over  the  shott  term,  with  the  volume  of  services 
provided. 

Freestanding  facilities:  Fa^iJitiesthat  arenotph>SicaU>f 
administratively,  or  fmancially  connected  to  a  hospi- 
talf  such  as  a  freestanding  ambulatory  suigeiy  center 

Frontier  counties:  Counties  with  population  densities  of 
6  or  fewer  persons  per  square  tnile, 

Geographic  Practice  Cost  Index  (GPCI):  An  index 
used  by  Medicare  and  some  researchers  to  exanune 
differences  in  Fh>stcian  practice  c^^^ts  across  geo- 
graphic areas.  Tht  index  is  based  on  pei-unit  costs. 

Gross  patient  revenue:  CA)nsist&  of  the  full  amount  of 
revenue  from  services  rendered  to  patients,  including 
paymt^nis  received  from  or  on  behalf  of  individual 
patients. 

Health  Maintenance  Organization  (HMO);  A  health 
care  crganization  that,  in  return  fof  prospective  per 
capita  payments,  aas  as  both  insurer  and  provider  of 
comprehensive  but  specified  medical  services.  A 
defined  set  of  ph>sic]ans  provide  servi:;es  to  a  volun- 
tarily enrolled  population.  Prepaid  group  practices  and 
individual  practice  associations  are  types  of  HMOs, 

Health  Manpower  Shortage  Areas  (HMSAs):  Aieas^ 
population  groups^  and  facilities  designated  by  the 
Federal  Government  as  having  shortages  of  health 
personnel  HMSAs,  which  are  currently  designated  for 
primary  care,  dental^  and  psychiatric  personnel,  are 
detcnnined  primarily  by  population-to- practitioner 
ratios. 

Health  Manpower  Shortage  Area  Placement  Oppor- 
tunity List  (HPOL):  A  list  of  the  most  needy  HMSAs 
used  by  the  National  Health  Service  Corps  in  the 
placement  of  volunteer  and  obligated  peisoimel 

Htll'Burton  program;  A  F&deral  program  begun  in  1946 
to  fund  heahh  facility  constructioin  in  at^  of  need 
and  foster  coordination  among  health  care  facilities. 

Hospital  or  health  care  facility  cooperative/alliance: 
See  Cooperative  or  alliance  of  hospitals  and  other 
faciliiies 

Hospital  or  health  care  district/auttiority:  A  gco- 
gra|rfiic  area  created  and  controlled  by  a  political 
subdivision  of  a  State,  county,  or  city  solely  for  the 
purpose  of  establishing  and  maintaining  medical  care 
or  health-related  care  institutions, 

Index  of  Medical  Underservice  (IMU);The  sum  of  the 
weighted  values  of  four  indicators  of  unmet  health  care 
needs  in  an  area  (].e,,  infant  mortality  mte^  percent  of 
the  population  65  and  older,  percent  of  the  population 
living  in  poverty*  and  population-to-pnmary  care 
physician  mtio)  that  is  used  to  dctemune  its  status  as 
a  Medically  Underserv^d  Area,  IMU  values  range 
from  0  to  100.  with  Iowcj  scores  indicatmg  mcreasmg 
medical  underservice. 

Indirect  reimbursement.  A  Mtu«ition  wherein  a  health 
care  practitioner  can  be  rentit^ursed  for  his  or  her 
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services,  but  can  onl>  obtain  snjch  lennbiirbement 
thiDugh  the  employing  ph>sician  or  health 
facility. 

Infant 'nortal]t>:  Deathin  thefirst>cai  k>f  life.  It  intlude^ 
neonatal  monality  and  postmomtal  mortality . 

Infant  mortality  rate:  The  annual  nutnber  of  deaths 
amon^  children  less  than  1  year  old  as  a  proportion  of 
the  annual  nuniber  of  live  births. 

Inpatient  care:  Medical  services  provided  ta  patients 
admitted  to  hospitals  for  overnight  stay. 

Inpatient  days:  Number  of  aduh  and  pediatric  da>  s  of 
care,  excluding  newborn  days  of  care,  in  a  hospital 
r^ered  during  a  particular  reporting  penod  (Amen 
can  Hospital  Association  definition). 

Insufncient-capacity  criteria:  Criteria  specific  to  pn 
mary  care  and  dental  HMSA  designations  that  signify 
the  inability  to  obtain  health  services  in  a  timely 
fashion  (e.g.,  unusually  long  waiting  times  for  appoint 
ments,  high  pcic«itage  of  area  practitioners  not 
accepting  new  patients). 

Intensive  care:  Hospital  ±>erv!kxe  units  designed  tv  meei 
the  special  needs  of  patients  who  are  seriously  or 
critically  ill  or  whu  othemise  need  intense  and 
specialized  nursing  care. 

Joint  \enture:  A  reiationslup  in  vvhivh  two  ot  mi/re 
partres  enter  into  a  business  a$  co-owners  ^f  ^  specifk 
project{s)  to  share  in  profits  ami  losses. 

Li\e  birth:  Accordir^  to  the  World  Health  Organization, 
**the  con.iplete  expulsion  or  extraction  from  its  mother 
of  a  product  of  conception,  inespectiv  e  of  the  duration 
of  pregnancy ,  which,  after  such  separation,  breathes  or 
shows  any  other  evidence  of  iifv  such  as  beating  of  the 
heart,  pulsation  of  the  umbilicJ  cord,  or  definite 
movement  of  voluntary  muscles/'  This  definition  is 
the  basis  for  most  States'  requirements  governing  the 
reporting  of  live  births.  Compare  fetal  death^ 

Local  health  departments  (LHDs):  Municipal  oi  ^unty 
govenmient<»perated  facilities  providing  basiv  ptr 
sonal  and  environmental  health  services. 

Long-term  care:  Health  caie  for  nonacute  conditions 
(e.g.,  convalescent  care  for  a  person  with  an  extended 
or  permanent  disability).  Includes  skilled  nursing  care 
(long  term  care  requiring  the  supervision  and  frequent 
services  of  a  skilled  nurse)  and  iruermediate  vare  <thc 
routine  provision  of  health  related  care  to  individuals 
not  requiring  skilled  nursing  care). 

Low  birthweight  babies:  Live  births  weighing  le^  th^n 
5-*/2  pounds  (2^500  grams). 

Magnetic  resonance  imaging  (MRIh  A  techm^uv  diai 
produces  images  of  the  body  by  measuring  the  reaction 
uf  nuclei  (typically  of  bydregen  protons)  in  mogriL. 
fiekis  to  ladiofrequency  waves. 

Maternal  mortality:  Maternal  mortality  includes  deatiis 
due  to  complications  of  pregnancy,  childbinh.  and  the 
puerperium  (the  period  of  42  days  following  the 
mination  of  pregnancy Causes  of  maternal  mortal 

ERIC 


ity  include  uterine  hemorrhage,  toAemid>  and  underl> 
ing  medit^  conditions  that  complicate  pregnane)  suth 
as  diabetes  and  infeaions  (e.g..  mberculosis.  syphilis). 

Maternal  mortality  rate.  The  annual  number  of  matei 
nal  deaths  related  to  pregnancy  as  a  proportion  of  the 
annual  number  of  live  births. 

Medicaid:  A  Federal  State  medical  assistance  program 
authorized  in  1965  to  pay  for  health  care  services  used 
by  people  defined  as  mcdivally  needy  or  categvrically 
ne©Jy,  Categorically  needy  persons  are  low-income 
aged*  bUnd»  disabled,  first  time  pregnant  women,  or 
families  with  dependent  children.  Medically  needy 
persons  arc  any  of  the  above  whose  incomes  are  above 
eligibility  limits  for  the  categorically  needy  but  who 
have  high  medical  expenses  that  reduvetheii  resources 
below  established  Urnits. 

Medically  Underserved  Areas  (MUAs);  Areas  deter- 
mined by  the  Federal  Government  to  have  inadequate 
access  to  health  care  as  determined  b>  the  Index  of 
hfedical  Vnderservice  (IMU). 

Medically  tnderser>ed  Populations  (MtTs^  Popiila 
tions  not  meeting  AfUA  criteria  that  are  designated  as 
underserved  based  on  unusual  local  conditions  that 
may  affect  the  area/popnlation. 

Medicare;  A  nationwkle,  federally  administered  health 
insurance  prpgram  authorized  in  1965  to  cover  the  tost 
of  hospitalization,  medical  care,  and  some  related 
services  for  eligible  persons  over  age  65,  persons 
receiving  Social  Se^^oiity  Di^abdity  Insurance  pa> 
ments  for  2  year^,  and  persons  wiUi  end  stage  renal 
disease.  Medicare  consists  of  two  separate  but  voordi 
nated  programs^ospital  insurance  (Part  A)  and 
supplementary  medical  insuranvc  (Part  B).  Health 
insurance  protection  is  available  to  insured  persons 
without  regard  to  income. 

Medicare  conditions  of  participation.  Requirements 
that  hospitals  and  <.-:her  mstituttonal  providers  must 
meet  in  older  to  be  albwed  to  receive  pa>m€nt  for 
Medicare  patients.  An  example  is  the  requirement  that 
hospitals  conduct  utilization  review. 

Medicare  intermediaries  or  carriers.  Fiscal  agents 
^typically  Blue  Cross  plans  or  vommertial  insurance 
firmsj  under  vontract  to  the  Health  Care  Finanving 
Administration  foradmuustratiunof  spectfK  Medii^are 
tasks.  These  tasks  include  determining  reasonable 
costs  for  covered  items  and  services,  making  pay- 
mei.ts»  and  guarding  against  unnecessary  use  of 
covered  services  for  Medicare  Pan  A  payments. 
Intermediancs  also  make  payments  foi  home  health 
and  outpatient  hospital  servives  covered  u^iJer  Part  B. 

Medicare^'Medicaid  beneffciary.  One  who  receives 
coverage  forhealth  services  under  Medicare  or  Medi- 
caid. 

Medicare  operating  margin.  Revenues  rev^cived  b>  a 
health  uire  provider  from  Medicare  less  the  pr<.  \ider's 
operating  costs  vovered  by  Medicare  pa>mfnts.  vli 
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vided  by  Medicare  revenues  and  multiplied  t>y  100, 
Medicare  revenues  and  costs  not  covered  uiKler 
Medicare's  prospective  payment  system  (e,g.,  capital 
expenditures,  medical  education  costs)  are  excluded. 

Merger  (of  health  facilities):  The  union  of  two  or  more 
formerly  independent  institutions  uiKler  a  single  own- 
ership, accomplished  by  the  complete  acquisition  of 
one  institution's  assets  or  stock  by  another  institution, 

Mi^ant  Health  Center  (MHC):  A  center  that  receives 
Federal  funds  to  provide  primaiy  health  care  to  migrant 
and  seasonal  farmworkers  and  their  families. 

Metropolitan  Statistical  Area  (MSA):  As  defined  by  the 
U,S,  Of^ce  of  Management  and  Budget,  an  MSA  is  a 
county  or  group  of  counties  that  includes  either  a  city 
of  at  least  50.000  residents,  a-  an  urbanized  area  ^ith 
at  least  50,000  people  that  is  itself  pan  of  a  county/ 
counties  with  at  least  100,000  total  residents, 

MulfShospital  system:  Two  or  more  hospitals  that  are 
owned,  leased,  sponsored,  or  contract-managed  by  a 
central  organization  (American  Hospital  Association 
definition). 

Negative  operating  margin:  A  loss  that  occurs  when 

costs  of  operation  exceed  revenues. 
Neonatal  intensive  care  unit  (NICD):  A  specialized 

hospital  unit  cotnbining  higli  technology  and  highly 

trained  staff  that  treats  seriously  ill  newboms. 
Neonatal  mortality  rate;  The  annual  number  of  neonatal 

deaths  as  a  proportion  of  the  annual  nuntier  of  live 

births. 

Neonatal  mortality:  Death  during  the  first  4  weeks  of 
life. 

Net  patient  revenue:  For  a  hospital  or  other  health  care 
facility,  consists  of  gross  patient  revenue  less  deduc- 
tions for  contiactijal  adjustments  (amounts  of  pati^t 
charges  not  paid  by  insurers),  bad  debts*  charity,  and 
other  jfoctors. 

Net  total  revenue:  Consists  of  netpatient  ret^^nu^plus  all 
other  rev^ue  of  a  hospital  or  other  health  care  facility, 
including  contributions,  endowment  revenue,  govern- 
ment grants,  and  all  other  payments  not  attributable  to 
f  '   I  care, 

Non>  ,ropo]itan  Statistical  Area  (NonMSA);  Any 
area  not  in  an  MSA. 

Obstetric  care:  Afedical  care  received  during  pregnancy^ 
laborand  delivery,  and theperiod immediately  follow- 
ing birth. 

Occupancy:  Ratio  of  average  number  of  inpatients 
(excluding  newborns)  receiving  care  to  the  average 
nuthber  of  beds  in  a  hospital  set  up  and  staffed  for  use 
(i,e,,  statistical  beds)  during  a  particular  reporting 
period  (American  Hospital  Association  definition). 

Operating  costs:  The  ongoing  expense  of  operating  a 
health  care  ifocility, 

Outmigration:  As  used  in  this  report*  the  movement  by 
rural  residents  outside  their  communities  (particularly 


to  urban  areas)  to  receive  health  care  and  other 
services. 

Outpatient  care:  Services  provided  m  a  hospital  and  that 
do  not  include  an  overnight  stay. 

Outpatient  surgery :  Sec  /^ulatory  surgery. 

Overhead  costs:  Includes  costs  to  a  heaMi  care  faciUty 
that  are  not  direct  labor  (Le.,  payroll  expenses)  such  as 
employee  fringe  benefitsand  other  expenses  indirectly 
related  to  patient  care  operations. 

Partial  hospitalization:  A  planned  transitional  program 
of  mental  health  treatment  services  after  psg^chiatnc 
hospitalization  or  reMdential  L'^tment  when  a  patient 
no  longer  needs  24-hour  care. 

Patient  margin:  A  measure  of  th.^  piofitabUity  of  patient 
carCt  calculated  as  (patient  cari>  revenues  minus  total 
costs)  divided  by  patient  care  reveiiues,  Seeaslo  mt 
patient  revenues. 

Peer  Review  Organiiations  (PROs),  PRO&  are  orgam- 
laiions  established  in  T982  (Public  La^  97-248)  with 
whidi  the  U.S.  £>eparvTnent  of  Health  and  Human 
Services  contracts  to  review  the  appropriateness  of 
settings  of  cait  and  the  quality  of  caie  provided  to 
Medicare  beneficiaries, 

Pertnatai  care:  Medical  care  pertaining  to  or  occurring  m 
the  period  shortly  before  or  after  birth,  variously 
defined  as  beginning  with  the  completion  of  the  20th 
to  28th  week  of  gestation  and  ending  7  to  28  days  afiter 
birth, 

Perinat^  mortality:  Fetal  and  neonatal  deaths  com- 
bined. 

Perinatal  mortality  ratio:  The  annual  number  of  perina- 
tal deaths  as  a  proponlon  of  the  annual  number  of  live 
births. 

Physician  Payment  Review  Commission;  A  commis- 
sion established  by  the  Comprehensive  Omnibus 
Budget  Reconciliation  Act  of  1985  (Public  Law 
99-272)  to  make  recommendations  to  (Congress  and 
the  Secretary  of  Health  andHuman  Services  on  various 
issues  relating  to  changes  in  physician  payment  under 
Medicare, 

Positive  operating  margin:  A  surplus  that  occurs  when 

revenues  exceed  costs  of  operation, 
Postneonatal  mortality:  E>eaths  that  occur  from  28  days 

to  age  one, 

Postneonatal  mortality  rate:  Tiie  annual  nuniber  of 
postneonatal  deaths  as  a  proportioi  of  the  annual 
number  of  live  births, 

Preccptorship:  An  arrangement  whereby  a  student  takes 
part  of  his  or  her  training  under  the  supervision  of  an 
active  practitioner  at  that  practiUoner's  worksite.  For 
example,  an  office-based  physician  in  a  rund  area  may 
serve  as  a  preceptor  for  a  medical  student*  mstmctmg 
the  student  in  the  various  aspects  of  rund  medical 
practice. 

Premature  births;  Babies  bom  between  ^0  and  36  weeks 
gestation,  (also  called  preterm  births) 
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Prenatal  care:  Medical  services  delivered  ftom  voncep 
tion  to  labor,  prenatal  caie  and  intrapartum  care 
cond)ined  are  referred  to  as  maternity  care.  £arl> 
pmiatal  caie  is  care  received  in  the  fmt  tiimester  of 
pregnancy. 

Prevailing  charge  (Medicare):  See  Customary,  prevail- 
ing, and  reasonable  (CPR)  method. 

Prevailing  charge  locality  (Medicare):  A  particiildi 
geographic  locality  withbi  which  Medicare  determinei^^ 
prevailing  charges  and  sets  payment  under  Pait  B  for 
medical  services  provided  by  physicians  and  othei 
qualifying  health  care  practitioners.  There  are  approxl 
mately  240  separate  prevailing  charge  localities  in  the 
United  States, 

Primary  care:  A  basic  level  of  health  care,  usuall) 
provided  in  an  outpatient  setting,  that  emphasizes  a 
patient's  general  health  needs. 

Primary  care  physicians  (as  defined  for  HMSA  desig 
nation  purposes):  Family  and  general  practitioners, 
general  pediatricians,  obstetricians  and  gynecologists, 
and  general  internists. 

Priority  groups:  The  ranking  of  designated  HMSA^ 
four  groups  according  to  population-to  practitioner 
ratios  and  indications  of  high  need  and  insufficient 
capacity  (group  1  HMSAs  indicate  greatest  need), 

"Procedural"  services:  Services  that  are  dependent  in  a 
substantial  way  on  the  use  of  a  medical  de\ive. 
Contrast  '^'^ evaluative  and  management  services^ 

Procedure  (medical  or  surgical):  A  medical  tecfanolog) 
involving  any  coinbination  of  ditjgs.  devices,  and 
provider  skills  and  abilities,  Appendectom).  for  exam 
pie.  may  involve  at  least  dn^s  (for  anesthesia), 
monitoring  devices,  surgical  devices,  and  the  skilled 
acdons  of  physicians,  nurses,  and  support  staffs. 

Prospective  payment:  Payment  for  medical  care  on  the 
basis  of  rates  set  in  advance  of  thetime  period  in  vihi.h 
they  a^ly.  The  unit  of  payment  may  vary  iior*. 
individual  medical  services  to  broader  categories,  such 
as  hospital  case,  episode  of  illness,  or  person  (capita 
tion).  Compare  retrospective  LOst  based  reimburse 
mem. 

Prospective  Payment  Assessment  Commission 
(ProPAC):  A  conunisston  established  by  the  same  law 
that  created  the  DRCrbased  prospective  payment 
system  for  Medicare  (Public  Lavi  98  21)  to  advise  the 
Secretary  of  Health  and  Human  Services  on  various 
activities  needed  to  maintain  and  improve  that  pay- 
ment system. 

Provider  participation  (in  Medicare  or  Medicaid).  The 
provisicQ  of  care  by  a  physician  to  patients  who  are 
covered  by  either  Medicare  or  Medicaid, 

duality  of  care:  The  degree  to  which  aciicns  taken  oi  not 
taken  increase  the  probability  of  beneficial  health 
outcomes  and  decrease  risk  and  other  untoward 
outcomes,  given  the  existing  $tate  of  medial  science 

O  dart, 
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Rational  service  areas:  To  be  propo^  foi  HMSA 
designation,  an  aiea  must  be  "rational"  for  the 
delivery  of  services  based  on  criteria  governing  the 
size  and  boundaries  of  the  area  and  consideiation  of 
such  fartors  as  established  transportation  routes  and 
language  bairiers. 

Relative  Value  Scale  (RVS):  A  list  of  all  physician 
ices  containing  a  cardinal  ranking  of  those  scrv  ives 
vkith  respect  to  &onie  conception  of  \alue,  such  that  the 
difference  between  the  numerical  rankings  foi  an>  two 
services  is  a  measure  of  the  difference  in  \alue  between 
those  services,  (A  "resource  based  relative  value 
Scale"  will  soon  be  used  by  Medicare  for  reitnburse- 
mcnt  of  physician  services,) 

Reproduaive-age  ivomen:  Women  between  and  includ 
ing  the  ages  of  15  and  44  yean. 

Respiratory  Distress  Syn  drome  (RDS);  An  acute  respi- 
ratory disorder  that  in  premature  infants  is  thought  to 
be  caused  b>  a  deficienc)  of  pufmonaiy  surfactant.  In 
severe  form,  patients  often  need  mechanical  assistance 
to  breathe, 

RUrospecti^e  cost-ba&cd  reimburstment.  A  pa>ment 
method  for  health  care  services  in  which  hospitals  (or 
utiier  providers)  are  paid  theii  incunedoosts  of  treating 
patients  after  the  treatment  has  occuned.  In  this 
^xmtiy.the  tenn  has  traditionally  referred  to  hospital 
payment,  since  other  providers  have  generally  been 
paid  on  the  basis  of  charges  instead  of  costs. 

Rural  Primary  Care  Hospital  (RPCH):  A  newly 
designated  type  of  rural  hospital  created  t>  Congress 
in  1989  (Public  Law  lOl  239),  Limited  to  hospitals  in 
only  a  few  States.  RPCHs  will  be  small  facilities  that 
pro\  ije  emergency  and  minimal  inpatient  care  and  wilt 
be  eligible  for  special  reimbursement  under  Medicare 
(also  see  Essential  Ai.c*!ss  Community  Hospitals), 

Rural  Referral  Centers  ^RCs):  Tcrtiary-care  rural 
hospitals,  usually  laige,  that  serve  a  wide  geographic 
area.  Hospitals  that  4uahf>  as  RRC^  must  meet  certain 
size  and  refeiral  characteristics,  and  are  eligible  to 
receive  special  considerations  under  Medicare's  pro 
£pective  payment  system, 

''Safe  harbar"  legulations.  Regulationi^^  proposed  b> 
the  U,S,  Department  of  Health  and  Human  Sovice^ 
that  would  specify  which  practice^  of  hospitals  and 
other  health  care  providers  would  not  be  unethical 
under  the  Medicareand Medicaid  anti  kickt>ackpfOvi 
sions. 

Sentinel  health  events:  Medical  conditions  that,  by 
V  Jtue  of  then  presence  oi  prevalence  in  a  population, 
indicate  a  lackof  access  to  acceptable,  ijuality  primary 
care  services.  Examples  include  dehydration  in  in 
fants.  measles,  mumps,  or  polio  in  children,  and 
advanced  breast  cancer  or  invasive  cervical  cancel  in 
aduh  women. 

Skilled  nursing  facilit>  <SNTa  A  facility  provides 
skilled  nursing  care  (see  long-term  care),  A  **distinct- 
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part  SNF''  \s  a  distinct  untt  within  the  hospital  that 
provides  such  caie  (i.e.f  beds  set  up  and  staffed 
specifically  for  this  seivice)^  Is  owned  and  operated  by 
the  hospital,  and  meets  Medicare  certification  criteria. 

Sliding  fee  scale:  A  schedule  of  discounts  in  chariges  for 
services  based  on  the  consumer's  ability  to  pay^ 
according  to  incof^ie  and  family  size. 

Sole  Community  Hospital  (SCH):  A  rural  hospital, 
usually  small,  that  is  presumed  to  be  the  only  source  of 
local  inpatient  hospital  care  to  area  residents  by  nature 
of  their  isolated  location,  weather  conditions,  tnvel 
conditions,  or  absence  of  other  hospitals.  Federally 
designated  SCHs  receive  special  consideiations  under 
Medicare's  prospective  payment  system. 

Strategic  planning;  A  rational  process  by  which  an 
health  caie  organization  (e.g.,  hospital)  detennines  its 
best  course  of  action.This  involves  effectively  balanc- 
ing community  needs  for  health  services  with  the 
organization's  strengths  and  ability  to  use  available 
resources^  and  producing  practical  plans  to  implement 
strategies  that  are  financially  feasible  andacceptableto 
consumer  needs  (American  Hospital  Association  defi- 
nition). 

Sudden  Infant  Death  Syndrome  (SIDS):  The  sudden 
and  unexpected  death  of  an  inifonti  for  reasons  that 
remain  unclear  even  after  autopsy.  SIDS  is  the  most 
common  cause  of  death  in  the  post-neonatal  period. 

Swing  beds;  Licensed  acute-caie  beds  designated  by  a 
hospital  to  provide  either  acute  or  long-term  care 
services.  Ahospital  qualifying  to  leceive Medicare  and 
Medicaid  ncindwsement  for  caie  provided  to  swing 
bed  patients  must  be  located  in  a  rural  area  (as  defined 
by  the  U.S.  Bureau  of  the  Census),  have  less  than  100 
acute  care  beds,  and  when  applicable  must  have 
received  a  certificate  of  need  for  the  provision  of 


long-term  care  services  from  its  State  health  planning 
and  development  agency. 

Tax  appropriations:  Subsidies  available  to  health  care 
ifocilities  from  State  or  local  govemment  taxes. 

Tax-exempt  revenue  bonds:  Bends  generally  are  evi- 
dence of  a  debt  in  which  the  issuer  (borrower)  promises 
to  repay  the  bond^s  holder.  A  revenue  bond  is  issued 
by  a  govemment  (borrower)  to  taxpayers  (bondholder) 
to  raise  funds  in  anticipation  of  tax  receipts^  and  then 
repaid  from  tax  revenues  once  they  aie  received.  Most 
bonds  issved  by  governments  are  tax-exempts  that  is, 
the  bondholder  pays  no  Federal  income  tax  on  mterest 
earned. 

Third-party  payment;  Payment  by  a  private  insurer  or 
govemment  program  to  a  medical  provider  for  care 
given  to  a  patient. 

Total  hospital  margin:  A  measure  of  hospital  profitabil- 
ity»  calculated  as  (total  revenues  minus  total  costs) 
divided  by  total  revenues.  Total  revenues  include 
private  contributions  and  pubhc  subsidies  as  well  as 
patient  care  and  other  revenue. 

Uhrasound:  High-frequency  sound  waves  that  can  be 
focused  and  used  to  picture  tissues,  organs,  stmctures, 
or  tumors  within  the  bc<^.  Ultrasound  is  particularly 
useful  for  in  uiero  examinations  of  the  fetus. 

Uncompensated  care  costs;  Deductions  from  patient 
care  revenues  that  are  attributable  to  chanty  caie  and 
bad  debts  (for  which  the  health  caie  facility  never 
expects  to  receive  payment). 

Unusually  high^needs  criteria:  Cntena  specific  to  the 
type  of  HMSA  (i-c,  primary  care,  dental,  psychiatric) 
diat  are  indicative  of  an  unusually  hi^  need  for 
medical  care  (e.g.,  pove  rates,  population  without 
fluoridated  water  supply,  and  high  prevalence  of 
alcoholism). 
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o*i[migration  and  via(>^ity,  12,  146-147,  153,211,407,409 

ownership.  111,  113,  138,  185 

physicians,  associations  witl),  166-167  176-177.  185,  197- 

189, 192,319 
planning,  9,  12,  159-160,  212 
p^«ny,  service  population,  64,  65,  HS,  145,  167 
private  hospitals,  1 13, 143,  268.  291,  298 
'jublic,  190-192 
quality  control,  167,  169,  170 
regional  factors,  IP  122,  148-149,  150,  170 
reorganization,  161-177,  190,  192-193,  197,211  212 
research,  82 

restriction^  on  public  hospitals,  13,  103, 162,  Z12 
revenues,  10,  132-133,  135,  137,  152,  162,  171,  184 
specialists,  associations  with,  114,  ]43,  170,  171 
staffing,  general,  116,  117,  158,  167,  200 
State  granti>,  105,  13I,  133 
tax  exempt  status,  167,  183-184,  189-1^,  192  l93 
tax  subsidies,  131,  133, 139,205^206 
technical  assistance  to,  94 
transportation  to,  travel  time,  147-149,  213^412 
uncompensated  care,  5, 10,  130,  ^31, 132, 135.140,157,  211 
urban,  cooperation  with  rural,  171-172, 173,  j^^^^^^  Satellite 
climes 

urban  V  rural,  7-8, 10, 1 1, 53, 54, 58,  J 11, 1 12,  J 13-1 14 J2I , 
122,123-124,131,143, 153>  158, 171-172, 173, 190,21 1, 
407,  408,409,412-413.420-421,422 
utilization,  10-11,48,  50,51-52,  53,54,  58,81,  83,94,  11  J, 

112, 117-124,  145,  152,  153,  !58 
see  also  Essentia]  Access  Community  Hospitals,  Rural 
Primary  Care  Hospitals,  Sole  CojYunumty  Hospitals 
Hospital  Survey  and  Cotistruction  Act,  see  Hill-Burton  Act 
Hotlines,41l,426 
Hours  of  work,  229,  317,  M«.  329 
Hypertension,  53,  76 

Idaho,  337,  344 

lUinois,  105,  174,  185-187,  19K426 
Immunization,  43,  48,  75,  76 
Income,  business,  see  Revenues 
Income,  personal,  6,  25,  38, 40, 42 
el(kny,50,  56 

insurance  coverage  ind,  44,  46, 49,  ^4 
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patient,  and  travel  time  to  physicia.'i,  243 

practitioner,  315, 316,  318-319,  325-329,  331-332 

sliding  scale  fees,  75,  SO 

undciserved  areas,  designate  cntcna^  304, 305 

uibati  V.  rural,  and  hfedicait.  67 

see  also  Poverty;  Wages  and  salades 
Indian  Health  Service,  411 
Indians,  ^ee  Native  Americans 

Infant  mortaliiy,  25, 26,  80, 293,  298, 304,  305, 379,  380, 

3^7,412 
Infectious  diseases,  80 
Infonnation  and  infbimadon  services 

on  altematiw  strategies,  21 1 

conSdentiality,  mental  healL^  patents,  426 

databases,  26, 397 

long-term  assessment,  17 

maternal  an^l  child  health  grants,  75-76 

mental  beaJii  services,  425-426, 432 

mmu^ldlled  practitioners,  clearinghourt,  342 

Nadonal  Ubrary  of  Medicine,  347-348 

puhUc  hospitals,  disclosure  laws,  191, 193 

le^ord  technicians*  278, 280, 283 

tdecomrminication^,  337, 346-348, 409 

Staie-Ievel,  83 

see  also  Statistical  programs  and  activities 
Institute  of  Medidne,  275-276, 330, 395-397 
Insurance,  see  Health  insurance:  Malpractice  insurance 
Intensive  care,  114,  115,409,410,  411 
ImerdiscipUnaiy  s^proach,  79, 359 

allied  health  pei^nnel,  -multiple  competencies,  2)  -22,  2^0- 
281,284,330,342 
Iowa,  95,  105,173,391,42) 

Kansas,  169 
Kentucky,  38,326,  360 

Lab  technicians,  277, 279, 284,  330 
Languid  issties,  80 

speech/language  pathologists,  280 
Legal  issues  and  services 

confidentiality,  426 

fraud,  13, 14-15,184-185,  192 

sec  also  Crime  and  criminals,  Bigibility,  Regut^ions 
Legislation 

ant^tnist  law,  186-188, 190-192, 193 

model,  15,24 

public  hospitals,  190-192, 193 

State  action,  95-96*  101,  103,  104,  105-106,  'i90-192, 193, 
366,  39^398 
Legislation,  sptc^Q  Inderal 
Anti-Drug  Abuse  Act,  77 
Oayton  Act,  185 

Community  Mental  Health  Centers  Act,  76, 418-419 
Comprehensive  Alr^hol  Abtt$«  and  Alcoholism  Pitvention. 

Treatment,  and  Retiabilhatlon  Act,  76 
Emergency  Health  Personnel  Ai^t  nnd  Amendments,  2^7, 352 
Fbdena  Housing  Act,  138 
Federal  Tort  Gaims  Act,  26, 397,  398 
Health  Maintenance  Organization  Act,  291 
Hill-Buiton  Act,  118-120,  *32*  137^133 
Mental  Health  Systems  Act,  76 

Omnibus  Budget  Rccone illation  Actr,  1$^  83,     75^  78, « 1 , 


8^,338,340, 348*350,419 
Pub!'.  Health  Act,  79 
Public  Health  Service  Act,  78,  335 
Rural  Crisis  Recovety  Program  Act,  420 
Rural  Health  Clinics  Act,  74, 105, 299, 361 , 375 
Social  Security  Act,  75 
sole/cssentM  community  nospiods,  65 
Licenses  and  permits 
allied  health  personnel,  28 1 , 330 
altcmatives,  199-204, 206-207,  211-212 
clinics,  74-75,  94, 105, 126-129, 167, 182,  376 
famiJv  oract^ionere,  226 
F  ^  role,  14, 16,  126-129, 192 
hospitals,  16,  73^74,  162,  187-i88,  192, 199  204 
Medicaid.  16, 167 
mental  health  pei^nnel,  422 
midlevel  practitionei^,  general,  319-320 
phamncists,  272 
physicians,  308 

restrictive,  13,  319-320,  330,  375, 4n,  427 
Linking  systems 
discharge  plarming,  73, 214 
maternal  and  infant  care,  27 
mental  health  services,  28,  419, 432-434 
outreach,  27 

refenal,  16,  65,  66,  113,  1.2,  163,  167,  171-172,  176, 
184-185,  192,205,  214,  339 
Litigation 

antitmst,  184-188, 189 

hospital  divei^iftcation,  190 

obstretic  malpractice,  25 
Loans 

commercial,  138 

Hill-Bunon  Act,  119, 137-138 

low-interest,  03 

TPOrtgiiges,  93 

student  aid,  22,  77-78,  92,  97,  287,  299,  301,  335,  351, 
352-354,  356.  357,  36*i*  431 
Local  systems,  5 
competition,  124 
Federal  relauon  to,  10, 197 
fundraising,  157 

health  departments,  153,  169,  172-173,308 
hospi^^s,  113, 131,  U3,  157,  175-176, 190,  205-206 
State  distance,  93-94, 104 
taxes,  I5,20j-206 

see  also  terms  begh*mng  *  Xommumrj 
Long'tema  caie,  205,  ^12 
hospitals,  114, 116,  143,  152 
Medicaid/Medicaie,  70,  73-74 
regional  networks,  170 

MJtie,  174,  366 

Malpractice  insurance,  23,  25,  26,  J29,  232,  395  400,  *12 

midlevel  practiiiontrs,  320, 375 

Stale  toie,  93,  97, 105,  396^00,  412 
Manufacturing,  41,42 

Market  forces  and  marketing,  94,  160, 167, 169 

antimist  and,  186-188, 189, 190-192,  193 

physician  supply,  242 

fee  also  Costs 
Maryland,  174 
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Matemai  and  Child  Health  block  grant,  9,  ^1,  62,  75-76,  400, 

404-405,411.412 
Maternal  and  infant  care,  25-27, 75-76, 1 14*  163*  317, 379-^14 

Ffedexal  role,  9,  25-27,  61, 62,  75-76, 80,  3?^,  404,  411,  412 

Health  Manpower  Shoitagc  Aieas^  298 

hospital-hsed,  407^*  410 

n^^piactioe  insurance,  23, 93, 395^tX)»  412 

Medicaid,  26, 400401,  404, 406 

migtani  woiker  utilization,  53 

mortality,  25,  26,  80,  293, 29S,  304,  305,  379-3S7.  4 12 
research,  83 

supply/demand,  25, 145, 233, 390-400 
transportation,  93 

urban  v.  rural*  26. 379-387*  390*  396, 400, 404*  407, 408, 409* 
412 

Sea  also  Mtdwive^ 
Medicaid*  9, 54,  61,  68-75,  80,  153 
acute  and  emergency  treatment,  73, 21 1 
certification  lequirements,  15,  167 
childien,  43 
dentists*  73 

diagnostic  services,  70*  71 

elderly,  use  of,  50 

eligibUity,  68-70,  73-75, 404, 406 

&ianctn^  arrangenvents,  general,  68, 71  -73, 205 

Health  Manpovter  Shortage  Areas*  74 

home  services,  70 

hospitals,  70-71, 72, 73-74*  118,131*138439, 184-185,2  . 
212 

matcmal  and  infant  caie*  26,  400*  401-403, 404, 406 
mental  health  services*  28,71,271 
midlcvel  practitioners,  320*  321, 322, 373*  375-370 
nurses,  ard  Medicare*  24, 73,  74,  320, 321, 322 
outpatient  care,  70,  71,  74, 212 

physicians  and,  22-23,  24-25,  63,  64,  65,  74,  303,  326-32S. 
400 

specialists,  326 

Slate  action,  68  70*  74,  9S*  105, 400 
swing  be^  program*  73-74, 105*  163-165,  166,  177,182, 189 
underserved  areas,  designaiion,  304, 305,  307,  308 
urban  v,  niral,  7, 9,  43,  46, 326^327, 400 
Medical  Bconomcs,  329 

Medically  Underserved  Areas  (MUAs)*  287*  2<)U293*  294, 296* 

299,  301, 304-306*  307, 309*  310,  311*  361 .  362,  372 
Medicare*  8*  9, 13,  14, 50*  54*  61-68*  80 

acute  and  emergency  tteattnenj,  73,  211 

certification  lequirements,  16,  73-75,  167, 181-182,  199^200 

diagnostic  services,  16, 52, 70*  6* -66 

educational  costs  estimated*  63*64,  65,  366  367 

educational  support,  prafessionil,  20 

eligibility,  73-75*  181-182,204 

fmancinganangcmeius,genEra],  16, 61-66,82, 132  1 34,  Li8. 

164,  202,  348-350, 
geographic  factors,  83,  !46, 150 

Health  Manpower  Shoitage  Areas*  24-25*  67*  68,  74.  303* 

320,350-351.361.^0  374 
hospitals,  16,  51-52,  62-6o*  73-74*  118,  120  121,  1.^0  !35, 

138-139, 181-182,184-185,192*  199-200,201*202*211* 

212 

midlevel  practitioners,  24, 320-322,  33 1*  373.  375  .^76 
nurses,  and  Medicaid,  24,  73.  74, 320*  321,  322 
cjtpatient  caie*  67,  74,  212 

er|c 


physicians  and,  22-23,  24^25*  303,  326-327*  331-332,  348- 

351*367*  374 
pn  aiycaie,  19,  20 

prcj  jective  ^jayment  system,  !6,  61-66,  82*  132-134,  158* 
164.213 

Rural  Pdtnary  Care  Hospitals  and,  16*  65 
specialists,  67,  68,325 

swingbedprogiam,73-74, 105, 163-165*  166, 177, 182, 189 
uiban  V,  nual,  7, 9,  43, 46, 62-63,  67-68,  131,  326-327*  349 
See  also  Sole  Community  Hospitals 
Mental  health  services,  27-29, 80,  417^34 

conununity  menUl  health  centers,  28,  76,418-419*420, 421* 

422,  424^25 
Federal  role,  9,  28-29,  76-77,  4 18^20, 433^34 
Health  Manpower  Shoitage  Areas*  286, 291 , 294 
hospital  diveisiftcation,  163 
hospitals,  421,  422,  426 
linkages,  see  Linking  systems 
Medicaid,  28.71 

substance  abuse,9,61, 62, 76^77, 163,298*419*422-424.426 
urban  V,  rural, 27,417,418, 420^21, 422^24, 425,428^30. 
432 

Mental  Health  Systems  Act  of  1980, 76 
Mergers,  175-176,  185-187,  192 
Metropolitan  areas*  v,  rural  areas*  5-7 

accidents,  43, 54 

allied  health  personnel,  28i,  284 

community  health  centers,  141 

defmition,  35,40,54 

dentists,  269-270,  283 

education*  346 

elderly  persons,  4041 , 50-52, 54*  55,  56 
healtli  indicators,  general*  43, 44, 45,  46*  54,  57 
health  insurance,  43-46,  48, 404 

hospitals,  7-8*  10,11*53.54*^8,111,112,113-114,121,122, 

123-124,131*143,153*158,171-172,173,190*211*407* 

408,  409, 412^13,  420^^1 , 422 
maternal  and  infant  health,  26,  379-387*  390*  396, 400, 404, 

407,  408,409,412 
Medicaid/Medicare,7,9,43,46, 62-63,67-68,131,326-327, 

349*400 

nicntal health. 27, 4 1    4 18*  420^21  * 422^24* 425. 428^30. 

432 
mtdwives*  255 

muses,  265*  266*  267-268*  270*  282*  283,  317 
optometrists/ophthalmologists,  276,  277,  283 
pharmacists,  273-274,  283 

physicians,  226*  229*  232*  237-238  ,  242-249*  282,  329* 

331-332*412 
poverty*  40*  42 
property  tax*  190 

undcrservcd  areas,  designated*  287,  288*  294,  297*  ^01*  302. 
304 

utilization  of  care*  7, 10. 47-50, 50-52, 53*  54, 58*  81 , 82*  1 1 1 , 
112, 117418*  211 
Mexico,  78 
Michigan,  338,  418 

Michigan  Pnmary  Ore  Association  model,  306.  '**07 
Midlevel  practmo^iers,  18,  24,  74,  168*  182,  199.  203*  352 
education*  21,  250,  319, 320,  339-341,  373 
Medicare/Medicaio,  >4,  320-322,  331*  373,  375-376 
National  Health  Service  Corps,  355, 356,  357*  375-376 
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private  insurance  icimbursentents,  320, 322 

recruitment  and  rctenuon,  319-322,  373*  374-375 

satdlltc  cUnics,  168.  359.  360.  367. 376 

supply/demand.  249-268,  282-283, 371 

see  ciso  Allied  health  pfofes^ionals,  Midwivcs,  Norses  and 
nuning;  Physician  assistantf 
MMwestemU.S. 

eldedy.50.54 

hospitals.  1 1 1 

mental  health,  425. 426 

migrant  workers.  53 

State  rDle,91. 92,  93.  97 
Midwives.  IS.  21.  24 

defined,  250 

education.  250.  320.  339-340. 341.  356.  358-359 
malpractice  insuraDCc.  397. 398. 412 
national  association.  255.  320 
National  Health  Service  Corps.  77.  356.  397 
public  assistance  reimbursements.  321.  322 
supply/dematid.  249-250.  256-257.  782,  372.  397, 398.412 
ivligrant  worken 
accidents,  80 

Border  Health  Edacacion  Centers,  78 
definition,  52 
demography.  52-53. 54-55 

federally  funded  health  centers.  53.  55.  59,  80,  sec  also 

Community  and  Migrant  Health  CencCrs 
Health  Manpower  Shortage  Areas,  298 
research.  83 
State  role.  104 

utilization  of  services,  53, 59 
Migration,  from  niial  areas 
history  of.  37-38 

hospital  Viability  and,  12, 146-147,  153.  211,407 
research,  17 
Mining,  41,42,  go 

Minnesota.81. 119, 145.162,170.246.248-249,319,326-327. 

336.  337.422 
Minority  groups.  6,  40.  54. 78.  79,  S3 

Black  Americans.  40.  380,  387.  3Slf.  389-390 

Hispanics.53,78.83 

maternal  and  infant  hedth,  380.  387,  388.  389-390, 4 1 1 

migrant  workers.  53 

Native  A;nencaits.  54.  78. 41 1 

pharmacists.  272-273 

prcfesfiion^  personnel,  3i6 

student  aid.  335 

urtderservvjd  areas,  designation.  298. 304 

see  also  Migrant  wotkcrs 
Mis^issif^i.  38, 326, 397 
Missouri,  189.  336,  338 
Models.  211-212 

basic  services.  197^198.  214 

health  care  networks.  15-16.  17.  168, 169.  214 

Ucensing  alternatives.  199-204,206^207.  211  212 

midlevel  prac [it loners,  24 

service  delivery,  16 

State  legislation.  15.  24.  396 

see  also  Demonstration  projects 
Montana,  16,  88.  200.  203.  205.  206-2t  7,  212.  337.  339.  344, 

348.391.426 
Mortality.  5 

O 
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deaths  aveiied  index  ^  309 

mfant.  25, 26, 80. 2it8, 293, 298. 304, 305. 379. 380. 387. 412 

maternal,  25,  388-389,412 

saicidt,417 

urban  v.  iurai,43.44,  54,417 
Multidiiciplinaiy  approach,  see  Inierdisciplinan^  approach 
Multifacility  aDiances.  12.  124,  144,  J61.  169-175.  177,  :i2 

National  Advi^ry  Committee  on  Rural  Health.  16 
National  Center  for  Health  Statiscics,  26>  309 
National  Health  Interview  Survey.  47.  387.417 
Naaonal  Health  Services  Corps.  9.22. 26. 77-78, 92,93. 97, 351. 
352-358. 361.  362.  367.  397.  398 
Health  Manpower  Service  Areas.  77. 296.  298-299, 301, 303. 

309. 352.  354-356.  358.  368.  375-376 
midlevel  practitioners,  355.  356^  357.  375-376 
nudwivef.T7,356.  397 

volunteers.  /7. 78.  2%.  299.  354,  357.  358.  368 
National  Institute  of  Mental  Health,  419^20. 426, 430, 43 1 
National  Library  of  Medicine.  347-348 
National  Multiskilled  Health  ?raai[ioner  Cleannghouse.  342 
National  Residency  Match  Program.  229 
National  R*-ral  Health  Association,  100-10] 
Native  Americans.  54, 78.  411 
Nebraska.  82,  274,  335. 419. 421.  m 
Needs  assessment.  Fedeial  as^cistance.  9 
Nevada.  95.  366.  397. 409 
New  Mexico.  J61,  336.  345-346 
New  Yoric  State.  92, 95,  103-104, 146-147,  316 
Nonprofit  otganizations 

charitable  organbtations.  189 

Healdi  Manpower  Shortage  Areas.  289.  291 

hos^itaU.  81.  151 

see  also  Volunteers  and  Volunteering 
North  Carolina.  92,159,163,167.169.204-205.280.319.  344. 

366.  391,397 
North  Dakota.  16$,  1  1.316.425^26.430-431 
Northeastern  U.S..  !^    92.  93.  97. 260 
Northern  U.S..  243, 371, 407 
Nurses  and  nming.  27. 165,  332 

anesthetists.  250,  2^7.259, 322.  340 

defined.  250.  259 

education. 2 1 , 79. 93. 250. 251 , 257.  259.  260,  264, 265,  266, 
320, 323, 324. 339-340. 34I-M2. 35 1 , 356. 358-359. 373 
elderly,  education  of.  174 

employment.  24.  73.  74.  259-263  264-268.  270.  320.  321. 
322.  324 

hospitals  and.  24.  73,74.  188. 18^.  320,  321.  322 
hours  of  work.  317.  S\H 
as  linkage  agcnis.  2S 
long-icrm  eare.  116 

Mcdtcakl/Medicare  reimbursements,  24. 73, 74.  ^20. 321 .  3^2 

National  Health  Service  Corps.  77 

private  insurance  rcimburscmenis.  322 

recnittment  and  placemeiU.  92.  93  .  322-323.  341-342.  359- 

360.  362 
research,  83 
salaries.  326 

State  hospital  regulations.  18X.  189 

supply/demand.  18- 19.249.  -:50-252.257'^'S8.  26^*.  270.282. 
283.  371 

urban  areas.  265.  266.  2fi7.26S,  270.  282.  281.  317 

r  >- 
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st€  also  Midwiv^ 
Nutritioaists,  set  EHcticians 
Obesity,  43 

Obstetrics,  set  Maternal  and  infant  caie 
Occupational  therapy,  114,  277. 279,  283, 2^4 
Office  of  Management  and  Tlud^t,  35 
Office  of  Maternal  and  Child  Health.  26-27 
Office  of  Rural  Health  PoUcy  <ORHP),  9, 15, 16, 17, 61 ,  &2^83, 
101 

Offices  of  niral  health  (State-level),  90, 91,  96-97, 98, 99- 100, 

106 
Ohio,  16S 

OUahoma,92,316,344 

personne]  supply  demand,  255,  267, 274*  275 
OmnibusBtjdget  Reconciliation  Acts,  16,74,75,7S,S1,$3«338« 

340, 34^,350,419 
Op.ometrists,  19, 274-r5,  276,  277,  2«3 
Oregon,  157,  293,  360,366 
Osteopathic  medicine 

ecbicational  costs,  323-324 

Health  Manpower  Shoitage  Areas,  2^9 

supplyydcraand.  220,  225-226,  231-232,  234-238,  239,  247, 
2«2 

Outmi^ration,  stt  Migration 

Outpaiient  services,  81, 120, 122-123, 152,  162, 165-167, 176, 
201,202,212 

airibulatory  surgery,  13,  67,  80, 114,  122-123, 134-13(5, 162, 
163, 212 

Medicaid,  70,  71,74,212 

Medicare,  67, 74,  212 
Outieach,  maternal  and  infant  care,  27 
Owncnhip  of  enterprise 

hospitals.  111,  113, 138, 185 

property  tax,  189-190, 193 

Paraprofessionals,  mental  health,  27,  29,  431 
Parasitic  diseases,  53, 80 
Patient  education,  62, 174,  432 
Pennsylvania,  163, 189,  246 
Pesticides,  53 

Hiamiacology  and  phannacists,  80 

education,  costs,  324 

pi?sciiptions,  168-169, 320, 430 

s»3j^piy/demand,  19,  272-274,  28 J 
rhysical  thcr^ists,  277,  278, 279,  283,  284 
Hiysician  assistants,  18, 19,  23, 168-169 

dcfmed,  250 

education,  250,  253,  319, 320,  339,  340 
Medicaid  leim^ursements^  74 
Medicare  reimbursements,  24, 74 
reouitment  and  placements  92,  93,  362 
State  regulation  of,  3 1 9-320 
supply/demand,  249,  232^255,  256,  282, 372 
Physician  bonus  payment  program,  24-25,  303,  350-351,  361, 
367,374 

Physician  Payment  Review  Commission,  325, 326, 348,  350 
Physicians 

aUopaihic medicine,  220,  225,  232.  249,  318, 323  324 
anesthesiologists,  258 
basic  services,  199 
community  health  cciitcxs,  80 

education, 63, 64, 65, 220, 225, 226, 249, 316  317,323. 324, 
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335-339,432 
elderly,  247-248 

fanuly  practitioners,  226,  229,  230,  233,  245, 316, 317, 335, 

339,  397-399,412 
fraud  regulations,  restrictive,  13, 14-13,  184-185,  192 
general  practitioners,  226,  229,  233,  245,  268,  270,  317, 

393-394,  395, 397 
general  pracikiontrs,  226,  229,  233,  245,  268,  270,  317 

393-394,  395,397 
^gra9>hic  distribution,  238,  242,  242,  243,  337 
hospital  licensing  requirements,  203 
*X)Spitals,  financial  associations  with,  166-167, 176-177, 185, 

187-188,192,319 
hours  of  worfc,  317, 329, 331 
income,  318-319,325-329 

Medicaid,  22-23,  67-68,  71,  72,  73  ,  74,  205  ,  304,  308, 
326-328,400 

Medicare,  22-23,  24-25,  63,  64,  15,  74,  303,  326-127. 

348-350,367,374 
as  mental  health  providers,  27, 430,  432,  433 
National  Health  Service  Corps,  77, 351,  352,352-359,  398 
opinions,  diagnos,  ,  31*i 

osteopathic  medicjie,  220,  225-226,  231  232,  23-23S,  239, 

247,  282,  323-324 
recnirtment  and  retemion,  77, 92,93,94, 14^  167, 170, 183, 

185,  242,  243,315-319, 335-339,  351,3i?-359,362 
specialists,  supply,  226,  227-228,  229,  230,  2>1,  233,  242, 

324,  331 

smdcm  loan  repayment  aid,  22,  77-78,  287,  299,  301,  351, 

352-354,  356, 357,368 
supply/demand,  5,  8, 17-18,  20, 1 16,  219-249, 315-316, 318, 

319,  324,371 

underscrved  areas,  criteria,  288-289, 293,  296,  298,  309 

urban  v,  niral,  226,  229,  232,  237-238,  242-249,  282,  329. 
331^332,412 

utilization,  47,  50,  51,  54,  58, 127 

S€€  also  Malpractice  insurance 
Plannuig 

community  health  Centers,  159-160 

dischar^,73,  214 

Federalrole,  16^17,  214 

hospitals, 9  12,  159-160,212 

State,  104-105 
Pests  and  pestictd<is,  76 
Policy  issues 

Federal  role,  9.  15, 16, 17,61,82^83 

State  tole,  91 
Population  factors,  set  Demography 
Poverty,  6-7,  38, 40, 42,  44, 54, 80,  105 

county  level  classtftcation,  41 

essential  services  critena,  14,  204,  213 

health  care  netiyorks.  15 

hospitals,  serving  poor,  64, 65,       145,  167 

maternal  and  child  liealth  grants,  75,  404 

Medican:,  213 

migrant  workers,  53 

physicians,  travel  tune  to,  243 

Slate  aCt^ns,  205 

studem  aid,  335 

underscrved  areas,  designation  cmetja,  28*?.  291,  293,  298, 

305,  307 
women,  389-390 
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sec  also  Medicaid 
Ftci^nancyf  fee  Matcnul  and  tnfant  caic 
Preventive  care.  47,  54,  80 

immunization,  43,  47,  75, 76 

screening,  43, 70,  75,  80, 167,  4U,  432 

sec  also  Patient  education 
Fteventive  Health  and  Health  Services  block  giant,  9*  6 1 ,  62«  76 
Primaiycaie,  5,  79-81,  168-169, 174 

closure,  145-146 

education,  79 

hospital-based,  167 

Medicani  payments,  19, 20 

mental  health,  4'iO,  430,  432 

pl^sician  supply,  18,  27,  226,  229,  230,  232,  245  246,  247, 

282,  315-316,  318,  331,  371,  430,  432 
State  action,  90,  91,98,  lO:? 
tax  incentives,  23 

undeiserved  areas,  designated,  288-289, 293,  294,  297,  298, 

301,302,  303,  304,  30C,  307 
see  also  Aiea  Health  Education  Centers,  Community  healtli 
centeis:  Rural  Primary  Care  Hospitals 
Primaiy  Caie  Cooperative  Agreemcnu,  9, 16,  90 
Prisons,  289, 291 

Private  hospitals,  113,  i43,  268,  29l,  298 
Ptofessional  education 
allied  health  professions,  21-22,  275,  2;tO  281  283  284,  330, 
342,373 

Area  Heallb  Education  Centers,  21-22,  78,  lOO,  299,  301, 

343-346,  361,  362,  367,  373, 374 
Association  of  American  Medical  Colleges,  226 
Voider  Health  Education  Centers,  78 
career  choice  and,  315-317,318 
costs,  63,  <>4,  64,  323-325, 331,  338,  374, 423 
dentists^  423 

Federal  assistance,  9,  20-22,  24,  28,  78-79,  301,  316,  335, 

338-  34S,  367,  372,  373-374 
foreign  graduaies,  229^  231, 247, 248 

funding,  geneial,  9,20^21,  335, 339-340,  352-358 

Medicare  eost  estimates  and,  63, 64,  65, 366-367 

Medicare  Support  for,  20 

mental  health,  28,  43M32, 433 

midlevel  personnel,  21,  250,  319, 320,  339-341, 373 

midwives,  250,  320,  339-340,  341,  358-359 

nursing,  250, 251, 257,259,260,264, 265,266, 320,323,324, 

339-  340,  341-342,  351,  358-359, 373 
o(^  ometrists,  274 
phammcists,272,  273 

physician  assistants,250, 253, 319,  320, 339, 340 
physicians.  63, 64,  65, 220, 225, 226, 249, 31 6-317,  J23,  324, 
335-339,  432 

recruitment  and letention  strategics,  335-346,  366,  373-374 
specialization,  315-316,  317, 324,  326 
Sute  role,  23, 24, 95, 97, 105, 188, 301, 306 
telecommunications,  337, 346-348, 373  374 
ste  also  Student  aid 
Professional  persom^l,  17-25 
associations  of,  100-iOl,  216,  226,  229,  230. 251,  255,  274, 

275,  319,  320,  329,  398,  399,412 
clergy,  430431 

famUy  pfaf^tionera,226,  229,  230,  233.245,  316.  317,  335. 

339,     ,  393-394,  ^^95, 396, 397^399, 412 
hospital  staiT,  M^,  117,  158, 167, 

O 
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income  and  practice  costs,  315,  316,  319,  325-329,  331-332 
matemalandinfantcaie,  23,  25,93,145,  233,  390  W 
mental  health  caie,  27-29, 426^27 
optometrists,  19,  274-275,  276,  277,  283 
statistics,  24-25 

supply/demand,  5,  8,  17-19,  20,  25,  116,  i45,  219-284, 

287-311,  3U,  319,  371-376,  390^,  426-431 
turf  guarding,  212,  375,  433 

see  aiso  Allied  health  persotmel;  Bureau  of  Health  Profession- 
als', Etnployment  and  unemploymem:  Health  Manpower 
Shortage  Areas:  Licenses  and  permits:  Medically  Under- 
served  Areas;  Midlevel  practitio],;rs;  National  Health 
Services  Coips;  Nurses  and  nursing;  Physician  assistants; 
Fhysicldns,  Recmitment  and  retention,  Volunte^'^  and 
volunteering 
Projections 

nurse  supply,  260,  264 

<^tomctxist  supply,  274 

pharmacist  supply,  273 

physician  education,  enrollments,  225 

Idiysician  supply,  220-225,  230,  231,  248-249 
Prospective  payment  system,  16.61-66,  82,  132-134, 158, 164, 

213 

Ps>chologists,  27,  28,  426-427 
Public  assistance 

Aid  to  Pamiiies  with  Dependent  Oiildien,  68-69,  70 

health  caie  centers,  8, 140-141 

hospitals,  130-131 

maternal  and  tnfanr  caie,  25-26,  321-322,  410 

set  also  Eligioility;  Medicaid;  Medicare 
Publications 

State,  91,93,96 
Public  educati'  n,  21-22,  80 

for  children  of  practitioners,  318 

elderly,  174 
Public  Health  Act,  79 
Public  Health  Foundation,  76 
Pubhc  Health  Service,  26,  77,  205,  352,  355,  358,  398 
Public  Health  Service  Aa,  78,  335 
Public  relations,  160, 161, 162 

Quality  control,  5,  122,  212 
hospitals,  167,  169,  170 
needs  assessment,  9 
Peer  Review  Organizations,  121 
see  also  Licenses  and  pemiits:  Regulations:  Standards 

Racial  differences,  38,  40 

maiemal  and  infant  care,  380,  387,  388,  369-390 

see  also  Minority  gixmps 
Radiologists,  277-278,  280, 283,  284,  330 
RAND  Coip..  242, 244-245 
Rape,  76 

Record  technicians,  278,  280,  283 

Recruitment  and  retention,  health  caie  personnel,  8, 9, 22,23,81, 
145, 167,170, 1^3,185.242,243,2^2,315  332,359-368, 
372-376,426,  428 

educational  strategies,  335-359 

leave,  93,  348 

telecommunications,  337,  346-34tt,  373  374 
State  role,  91,  92-93, 94, 96, 97, 98 
Referral,  16,65,66, 113,  162, 163, 167, 171  172,  176, 


£1 


Index  •  527 


184-185, 192,205,  214.  339 
Regional  trends 
agcdisttibudon,  42  50,54,55,56 
community  health  centers,  140 
economic  factors,  41, 42 
finding,  90 

Health  Manpower  Shortage  Areas,  297,  371 

hospitals,  113,  122, 14S-U9,  170 

tnatemal  and  infant  caie,27, 393*395,396, 399, 409-410,411 

migrant  workers,  53 

nctv,^^,  16,  204,  207.  214,  330 

nuise  supply,  260,  26i-262, 264 

physician  assistant  s^ipply,  ^3 

physician  supply,  220,  224-225. 229, 234-238,  239-241 

population  chaiacterisdcs,  41 

State-related,  90,  91 

swing  bed  programs,  166 

underserved  areas,  300 

utilization,  127 

see  also  Appalachia;  Central  U  S.;  Extern  U,S.;  Midwestern 
U.S.:  Northeastern  U.S.;  Southern  U.S.;  Southwestern 
U.S.;  Western  U.S. 
Regulations,  197 

Federal,  iSM88,  199-200,211,  212 

fraud,  13, 14-15,  184-185, 192 

State,  15, 103,162,188-192,2:1,212,319-320,330, 375,412 

jf^^/f^  Eligibility 
Renal  disease,  64, 65 
Research 

access  to  care,  17, 144-145 

demography,  83 

Federal  aid  for,  9,  17, 61,  b2-83,  420 

madcet,  94 

mental  health,  420 

perinatal  care,  26 

on  regUiatoiy  impacts,  15 

Sute  role,  91,94,95 

student  debt,  324-325 

see  also  Demonstration  projects 
Respiratoiy  therapi'  ts,  278,  279,  280 
Revenues 

community  health  centers,  140-141,  142,  153 

hospitals,  10,  132-133, 135,  137, 152, 162,  171,  184 

lax  exempt,  '''7, 183-1^4, 189-190, 192, 193 
Robert  Woods  Johnson  Foundation,  345, 41 1 
Rural  Healdi  Care  Transition  Grant,  9,  16, 81,  214 
Rural  Healdi  Caucus,  5 
Rural  healdi  clinics  (RHO),  13,  74,  126-127 

certification,  74-75,  94,  105,  126-129, 167,  182,  376 

mental  healdi  services,  27 

midlevel  practitioners,  320, 322 
Rural  Healdi  Clinics  Act,  74, 105,  299, 361 ,  375 
Rural  Healdi  Research  Center,  82 
Rural  Infant  Care  Program,  411 
Rural  Mental  Healdi  Demonstrations,  420,  433 
Rural  Primary  Care  Hospitals  (RPCHs),  16,  65,  204,  207,  212, 
214 

Safety,  sec  Accidents  and  accident  prevention 

Salaries,  see  Wages  and  salaries 

Satellite  clinics,  168,  359,  360,  367, 376 

Scholarships,  22, 23, 77,78-79,92,97,298.301,316,323,335, 
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351,  352,  353,  356,  357,  367, 368,  374 
Screening,  43, 70,  75,  80,  167 
Seatbelts,  43, 54 
Self-help  groups,  431 
Sex  differences,  6, 23t 

see  also  Women 
Smoking,  43 
Social  Security  Act,  75 
Social  servicers  and  social  workers,  27-28,  82 

counseling  services,  424, 427 

Medicaid,  73 

self-help  groups,  431 
Sole  Community  Hospitals  (SCHs)  13,  14,  65,  66,  117-118, 

133,149-150,153,  213,  270 
Soudi  Carolina^  344, 397 
S^  *di  Dakota,  92-93,  168,  347,  421 
Southem  U,S. 

economics,  41,  42.  54 

elderly,  50,  54 

hospitals,  150 

ntrse  supply,  260 

physician  supply,  233,  238,  242.  371 
State  role,  91,92, 93,  97 
underserved  areas,  299,  303 
Soudiwestem  U.S.,  53,  242 

Specialists  and  specialized  services,  21 1,  220, 226.  227-228 
allied  healdi  personnel,  275,  277-282 
anesdietists  and  anesthesiologists,  250,  257-259, 332,  340 
audiologists,  280 
choice  of,  315,  316,  331 
dental,  268,  271 
dieticians,  279-280 

education,  general,  315-316, 317, 324,  326 

family  practitioners,  226,  229,  230,  233,  245,  316.  317, 335, 

339,  341,  393-394,  395,  396,  397-399,  412 
Healdi  Manpower  Shortage  Areas,  298 
hospitals,  U4, 143,  170, 171 
Medicaid  payments,  326 
Medicare  payments,  67, 68,  325 
optojnetrists,  19,  274-275,  276,  277,  283 
pliysician  assistants^  254,  255,  256 
physicians,  supply,  226,  227-228,  229,  230,  231,  233,  242, 

324,  331 
radiologists,  277-278 
underserved  areas,  d:;signationv  304 
utilisation,  47, 51 

See  also  Matemal  and  infant  caie,  Midwives,  Physician 
assistants:  Surgeiy 
Speech  padiologists,  280 
Spouses,  317-318,  ,131 
Stand-'ids,  13 

community  healdi  centers,  13,  183 

essential  services,  13-15,66,  198,204,  213 

Federal  role,  17,  119,  192, 199- 20C 

supply  statistics,  219,  220 

State  role,  91 

student  aid/loan  lepayment,  352.  354,  356,  43 1 
underserved  areas,  critena,  287,  2S8-29'*  ^96,  299, 298, 301. 

303-311,362,372 
See  also  Eligibility 
State-level  action,  8  M06, 197-205 
ac^te  and  emergency  treatment,  91,  105,       201,  202,  203 
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admiimtration,  24,  68, 89-91. 96-<?7, 98,99  1^1, 104, 106 
c^)ital  investment  financing.  103, 104 
definition.  87.  89 

definition  of  ntral  area,  variatioa^  in.  38 
cdticatioi..  i  \  24, 95. 97.  la^.  1 88, 301. 36« 
Pfectralrclr  ionto.  10.  14,  i. .  23-24.  75,  87, 89-90. -^3.  iOl. 

106,301.302, 103-308,311.361,362,368 
funding,  23-24,^*9-91. 93, 100.  105-106,130-131,133.  363, 

365.428,433 
hospital  subsidies,  101. 131, 133 

legislation,  95-96. 101, 103. 104. 105-106. 190-192. 193,366, 
396-398 

local  areas,  assistance  to,  93-94. 104 
malpractice,  93, 97, 105.396400.412 
maternal  and  infant  caie,  396-400, 412 
Medicaid,  68-70,  74, 98, 105, 400 
mental  l^th  services,  421 . 425-426.  433 
midlevel  practitionen,  319-322 
uurse  suprply,  260 

offices  of  rural  health,  90.  91.  %-97.  98, 99- 100, 106 
personnel  grants,  23-24 

personnel  supply/demand.  246,  246-249.  251,255,267,  274, 

275.  391 
physiciau  supply  studies.  246-247 
primary  caic,  90.  91.98.  105 

rccniitment  and  retention,  91, 92 -93, 94, 96,97,361-366. 368. 
375 

regulations.  15.  103.  162.  188-193,^11.212.319-320,330, 

375.412 
statistics  collection.  25 

snident  loan  repayments,  22.  78. 92.  97, 301 ,  35 1 , 352.  354. 

356-357,368,431 
technical  assistance,  15,91.  93-94. 98, 105,  205.212 
undcrserved  areas.  301,  302.  303-308. 31 ! .  372 
see  also  Licenses  and  permits;  specific  States 
State-level  statistical  data  (tables) 
ambulatoiy  surgciy.  136 
anesthetists,  258 
community  *  alth  centei3. 125 
coorduiatiou,  y6 
education,  97.  363 

general,  survey  of,  88-89,  91.  98-102 
issues,  rankings,  102 
Health  Manpower  Shonage  Areas.  297 
Medicaid,  72, 98.  321 
Medicaje,  136. 321 

maternal  and  infant  health  indices,  38 1  -387.  393-395 
niigrant  woikers,  60 
nurses,  258,261-263 

optometrists/ophthaLmiologists  supply,  276 
physician  assistants.  253 

physicians,  220,  222-225, 227-228.  23^-238,  239-241 
population.  39, 40 

recruitment  and  placemeni.  91.  92-93,  *M.  96,  97, 363.  364 
n^search,  95 
rural  healm  clinics,  128 
specialists,  227-228 
swing  bed  programs,  166 
technical  -jssistance.  94 
underservcd  areas,  308 
Statistical  programs  and  activities 
definitional  issues.  3f.  37.  38.  4041,  53-54 
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fetal  and  mfant  health  indice;*,  380-387,  390.  391.  .see  utso 

Infant  moriality 
mental  health,  29 

metropolitan  statistical  areas.  35.  36 
perinatal  care.  26 
population.  35-60 
professional  personnel,  24-25 
piofessiontl  practice  cost  indcTc,  32^ 
professional  supply  data,  standards,  219.  22C 
State  collection  efforts,  24-25 
underscrvcd  area  indices.  309 

S€€  also  Demography;  Epidemiology;  State'level  statistical 
data 

Statutes,  see  Legislation.  Legislation,  specific  Federal 
Snident  aid,  366 

loans.  22.  77-79,  92,  97,  287,  299,  j>0» ,  335. 35 1 ,  352-354, 
356-357. 368.  431 

mental  health  education,  29 

scholarships,  22.  23,  77,  78-79,  92,  97.  298,  301.  316.  323, 
335, 351, 352.  353.  356.  357,  367.  368.  37^ 

niition  reimhursenient.  92-93 
Substance  abuse,  9,  61.62.  76-77, 161.  298,419.422^24,42*^ 
Suicide. 417,420 

Supplemental  Security  Inco  ic,  68.  75 
Su{^en>entaiy  Medical  Insurance,  61 
Surgery,  10, 114, 122 

ambulatory.  13. 67.  80, 114. 122-123, 134-135. 162, 163. 212 

maternal  and  infant.  410 

Medicaid.  71.326 

Medicare,  326 

State  regulation*  188 
Swing  bed  program.  73-74,  10^.  163-165,  166.  177,  1K2.  189 

Task  forces,  :6-17.  96.  104,  '05 
Ta;(es 

exemptions.  167.  183-184.  189  190  192. 193 

hospital  subsidies.  131,  133.  139,  205-206 

mcentives.  primary  caregivers,  23 

local,  15,  205-20O 

property,  189-190,  193 
Technical  assistance 

Federal.  9,  10.  14.25,26.  27,212 

maternal  and  infant  care,  26. 17 

State.  15.91.93-94.  98.  lOS,  205,  212 

stai 'Sties  collection.  25 
TechnMofy,  120, 121, 123.  170 

acjte  caie,  1 14 

allied  health  personnel.  280-281 

nltrasourid,  409 
Telecommunications,  337,  346-348,  373-374, 409 
Telephone  services,  411,426 
Tennessee,  93.  1C5-106,  189 

Texas,  93. 95.  105,  157.  160,  189,  344-345,346.366.39/ 

personnel  supply/dexrund.  251,  255,  267.  J74,  391 
Torts.  26,  396,  397,  398 

see  also  Malpractice  insurance 
Tosic  substances,  53.  76 

children,  lead-based  paint,  75 
Transportation,  17,  80 

hospitals,  travel  tune  to,  147-149,  213,  412 

mental  health  patients.  426,  432 

pliysicians,  navel  time  to,  238. 242, 243 
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public*  6 

State  funding,  93 

travel  dnte  to  scivices,  giencral.  309 
Uncompttisated  care,  5, 10, 130, 131, 132, 135, 140, 157,  211, 
329, 332 

UndtiscTved areas,  61, 12<5, 150,  287-3H 
sec  atso  Health  Manpower  Shortage  Areas;  Medically 

Underserved  Areas 
Uninsured  patients,  5, 6*7,  50, 54,  82, 105,  211,  213, 305, 331, 

390, 400, 401403 
Uiban  areas,  see  Mettopohtan  areas 
Uiban  Instimtc,  309 

Utah,  169, 171, 174, 189,  198-199, 251,  255, 257,  337 
Utilization,  47-50,  211 

community  health  centers,  127, 152-153 

deficit  index,  309 

elderly,  51^2,  58 

hospital,  lO-l  1,46, 50,5l'52,53,54,58,81,83t94,  111,  112, 

117-124, 145,  t52,  153, 158 
mental  healdi  services,  420-426, 432 
midlevel  pracdtioneis,  359 
migrant  workers,  53,  59 
physicians,  47,  50, 51,  54, 58,  127 
urbanv,iural.7, 10.47-50,50-52,53,54,58,81,82,  111.  112, 

117-118,  211 

Vacation,  93, 348 
Vermonr,  157,  189,422 
Virginia*  174, 185-187, 3-i4,  397, 422 
Volunteers  and  volunteering 


charitable  organizations,  189 
mental  healthcare,  29,  431 

National  Health  Service  CoipS,  77,  78,  296,  299,  354,  357, 
358, 368 

Wages  and  salaries 
allied  health  personnel,  281-282 
Medicare,  wage  index,  62-63 
National  Health  Service  Corps*  355-356, 357 
mental  health  worlcers,  28 
nurses,  326 

physicians,  318-319,325-329, 331, 355-356 
Washington  St  ^,  147, 159, 197-198,  206,  337,344, 391,  397, 
408,428 

Western  U^.,  41,91,92,  93,  97,  149,  150,316 

professional  peisonnet  supply/demand,  238,  242,  243,  260, 

imderscrved  areas,  303 
West  Virginia,  71, 160,  174 
Wisconsin,  131-132, 168, 170 
Women,  163 

allied  healdi  professionals,  275 

mortality,  25,388-389 

pharTnak:ists,  772 

physicians,  229 

poor.  389-390 

rape,  76 

see  also  Maternal  and  infant  care;  Sex  differences 
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Related  OTA  Reports 


•  Defining  Rura!  Areas:  Impact  on  Health  Care  Policy  and  Research — Staff  Paper. 
Examines  and  identifies  iiealth  service  needs  of  rural  subpopulaticms.  7/89;  68  p. 

GPO  stock  #052-003-01 156-5;  $3.25 
NnS  order  #PB  89-224  646 

•  Rural  Emergency  Medical  Services — Special  Report.  Describes  the  availability 
and  distrioutioD  of  emergency  medical  service  resources,  and  examines  how  limited 
Federal  resources  can  be  t:sed  to  improve  rural  EMS,  H-445, 1 1/89;  108 

GPO  stock  #U>2-003-01 173-5;  $4  J5 
NTIS  order  #PB  90-159  047/AS 

«  Indian  Health  Care,  Analyzes  the  quality  and  adequacy  of  data  on  Indian  health 
status;  identifies  the  types  and  distribution  of  technologies  and  services  available 
through  the  Indian  Health  Service  and  other  providers,  determines  th?  desirable  range 
and  methods  of  delivery  of  health -related  technologies  and  services,  and  develops 
policy  options  to  improve  the  selection,  provision,  financing,  and  delivery  of 
technologies  and  services;  and  develops  policy  options  to  improve  the  selection, 
provision,  financing,  and  delivery  of  technologies  and  services  to  Indian  populations, 

4/86;  384  p, 
NliS  order #PB  86-206  091/AS 

•  Indian  Adolescent  Mental  Health — Special  Report.  Evaluates  the  mental  health 
needs  of  American  Indian  and  Alaska  Native  adolescents,  H-446, 1/90;  92  p, 

GPO  stock  #052-003-01175-1;  $3,50 

-  Technology,  PublicPolicy,  and  the  ChangingStructureof  American  Agriculture, 
Focuses  on  future  and  emerging  technologies  in  animal,  plant,  chemical,  mechaniza 
tion,  and  information  areas  and  their  implications  for  agricultural  structure.  Also 
explores  linkages  between  policy  and  sUlIc^Jre  for  a  clearer  understanding  of  the 
factors  that  influence  the  evolution  of  the  agriculture  sector,  F-285,  3/86;  380  p^ 
^fnS  order  #PB  86-184  637/AS 

«  Informatk)n  Age  Technology  and  Rural  Economic  Development,  In  order  to 
identify  economic  opportunities  and  problems  for  rural  communities  made  possible  b> 
information  technologies,  the  study  will.  1)  describe  the  status  of  rural  America  in  the 
information  age;  2)  assess  the  current  relevant  communications  technobgies  and 
services;  3)  analyze  current  public  sector  actions;  4)  evaluate  emerging  communica^ 
tions  technologies  and  services;  5)  describe  the  ways  in  which  communications 
technologic  nay  affect  rural  development;  6)  assess  the  barriers  to  technological 
improvements  in  rural  areas;  7)  determine  whether  technology  can  foster  a  new  era  of 
economic  opportunity  in  rural  areas,  F-285,  3/86;  380  p^ 

NTIS  order  #PB  86^184  637/AS 

NOTE,Rcpons  arc  available  from  the  U.S.  Government  Printing  OfHcc,  Supcmitctident  of  Docuircrits. 
Washin^on,  DC  20402-9325  (202j  783-3238.  and  the  National  Technical  Information  Servtcc,  52&5  Port 
Royal  Road,  Springfield,  VA  22161-0001  (70?>  487-4650. 
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Health  Care  in  Rural  America  (^^0  pages) 

GFO  stock  number  052-003-01205-7;  price  $22-00. 

D  Please  send  me  your  Free  Catalog  of  hundreds  of  beslscUing  Government  books. 
The  total  cost  of  my  order  is  $_ 


(International  customers  nleasc  add  25%.)  Pnccs  include  regular  domeMic  postage  and 
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Office  of  Technology  Assessment 


The  Office  of  Technology  Assessment  (OTA)  was  created  in  1972  as  an 
analytical  ami  of  Congress.  OTA'S  basic  function  is  to  help  legislative  policy- 
makers anticipate  and  plan  for  the  consequences  of  technological  changes  and 
to  examine  the  many  ways,  expected  and  unexpected,  in  which  technology 
afiects  people's  lives.  The  assessment  of  technology  calls  for  exploration  of 
the  physical,  biolc^ical,  economic,  social,  and  political  impacts  that  can  result 
from  applications  of  scientific  knowledge.  OTA  provides  Congress  with  in- 
dependent and  timely  information  about  the  potential  effects — both  benefi- 
cial and  harmful—of  technological  applications. 

Requests  for  studies  are  made  by  chairmen  of  standing  committees  of  the 
House  of  Representatives  or  Senate;  by  the  Technology  Assessment  Board* 
the  governing  body  of  OTA;  or  by  the  Director  of  OTA  in  consultation  with 
the  Board. 

The  Technology  Assessment  Board  is  composed  of  six  members  of  the 
House,  six  members  of  the  Senate,  and  the  OTA  Director,  who  is  a  non- 
voting member. 

OTA  has  studies  under  way  in  nine  program  areas:  energy  and  materi- 
als; industry,  technology,  and  employment;  international  security  and  com^ 
merce;  biological  applications;  food  and  renewable  resources;  health; 
communication  and  informatioa technologies;  oceans  and  environment,  and 
science,  education,  and  transportation. 
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